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Paramedics are increasingly working outside the traditional 999 ambulance service setting, including in primary care (in and out of hours), Minor Injury Units, Emergency Departments, and Integrated Urgent Care Services.  This paper is aimed at learning from these new ways of working with a view to informing future workforce plans, ideally across geographical boundaries. 
In order to gather the experiences of paramedics working across the UEC system, case study sites were approached to undertake telephone interviews, in addition to a survey sent out to all General Practices in the South of England.  
The paper provides evidence there is an increasing trend in the use of paramedics across the UEC system, and so it is vital that local areas, ideally in partnership across a regional-level, consider solutions to address these challenges as soon as possible.  At present, many employers seem to be employing paramedics without regard (for a variety of reasons) to the impact on the wider system.  
This paper has also demonstrated there are many benefits in using paramedics across the UEC system and there is evidence that paramedics are valued, working effectively and adding capacity in every UEC setting, as they work to care for patients both face-to-face and on the telephone (noting that in many cases paramedics are being used interchangeably with nurses).  However, there are a number of challenges this use is also presenting, not least concerns about the adverse impact on sustainability of 999 ambulance services as the more experienced and trained paramedics are leaving to work elsewhere.  
Furthermore, there is not a clear training pathway to produce the suitably-qualified paramedics required to work across the whole UEC system, nor is there clarity about the numbers of paramedics required or the responsibility for training.  Paramedics are not yet being used systematically in every setting by all organisations, nor are the new roles being designed consistently or are individuals being trained and developed consistently; this is leading to inconsistency in quality and delivery of services.  These issues have arisen as a result of a lack of integrated system working.  
If all relevant organisations employed paramedics in all the settings described in this paper, there would be a need for significant numbers of experienced paramedics over and above the existing number of paramedics in the 999-workforce and in training.
The learning has resulted in four key recommendations (supplemented by a longer list of important recommendations):
· Develop and agree a clear system-wide strategy;
· Undertake a needs analysis;
· Produce a competency framework and then consider commissioning newly designed training courses;
· Consider developing a model of care that supports paramedics working on a rotational basis.
[bookmark: _Toc520362577]1.	Purpose
1.1 This discussion paper is being written for Health Education England (HEE), Local Workforce Action Boards (LWABs), STPs, Clinical Commissioning Groups (CCGs), and provider organisations (for example, ambulance trusts, primary care, acute trusts, community trusts, and NHS 111). 
1.2 Through collecting and analysing an evidence base of how paramedics are currently used in different Urgent and Emergency Care (UEC) settings, this paper seeks to inform future workforce plans.  The paper will also make conclusions and recommendations for local and regional UEC systems, including those related to the value of rotational working.  



[bookmark: _Toc520362578]2.	Background
2.1	The increasing pressures being placed on UEC systems across the country due to a growing and ageing population are well documented.  In response to this, many areas are seeking new and innovative ways to redesign services and pathways.  Over recent years, there has been an increasing use of paramedics working in different UEC settings (for example, primary care – where most urgent care is delivered); this is outside the ‘traditional’ role of working in a 999-ambulance service.  
2.2	At the same time however, South West Ambulance Service Trust (SWAST) is reporting concern that it is struggling to sustain its 999-ambulance service as paramedics are being trained by them and then leaving to work elsewhere in the UEC system; this includes a significant number of the more experienced and trained Specialist Paramedics.  
2.3	This situation is being exacerbated by:
· Paramedics often being employed elsewhere in the UEC system at a higher banding than ambulance service providers currently offer;
· Paramedics sometimes only being required to work during typical office hours in non-999 ambulance service settings, and therefore able to have a better work-life balance; 
· Other parts of the UEC system recognising the valuable skill-set of paramedics;
· Other parts of the UEC system recognising the potential value for money employing paramedics;
· Many areas are reporting ease of recruiting paramedics outside the 999-ambulance service, suggesting there is a desire to leave.  
2.4	There will be many reasons why paramedics are leaving (and SWAST reports the ‘lifespan’ for their paramedics is two to five years), but what is clear is their valuable experience is being lost to the 999-ambulance service.  The loss of paramedic expertise to the ambulance service is a significant concern and poses risk to the UEC system if there are insufficient staff to meet rising demand and challenging response time targets.  
2.5	At present, the system in place to train paramedics is generally the responsibility of local ambulance providers to produce paramedics capable of working in 999-ambulance services.  However, the need is now for paramedics to also work across other UEC settings.  Therefore, the current training pathway may not be providing sufficiently trained and expert paramedics for the whole UEC system; although this should not be unexpected given that the commissioning process for training has not yet caught up with the changing use of paramedics.  As a consequence, there is not a training pathway to produce the trained and skilled paramedics required to work across the whole UEC system and there is no real incentive for SWAST to train them for this purpose.  Furthermore, there is a lack of clarity over who should have the responsibility for paramedic training for those working in non-999 ambulance service settings.
2.6	The increasing use of paramedics across the UEC system is a trend that will continue, not least because of the specific skill-set of paramedics, combined with GP and other staff shortages and the drive to deliver more care outside of Emergency Departments (EDs).  It is clear that NHS England sees use of paramedics across the whole UEC system as part of the solution to the pressures faced – as referenced in the General Practice Forward View, the Next Steps on the Five Year Forward View, and the Integrated Urgent Care Standards, as well as their promotion of the ‘Channel Shift’ approach.   Furthermore, from 1 April 2018, a change to the Human Medicines Regulations now allows experienced paramedics to do an independent prescribing course (also known as non-medical prescribing).  Following successful completion, this will allow individuals to prescribe any medication licensed for use in the UK as long as it is within their scope of practice.  
2.7 	In this context, a significant risk faced by local UEC systems is a lack of integrated system working, which will lead to unsustainable services.  From 2015 to 2017, there were two UEC Networks in place in the South West; they sought to improve the consistency and quality of UEC by bringing together local STPs.  It was confirmed from many conversations in the UEC Networks that there is a lack of integrated system working around this issue.  An example of this was when a single STP submitted its workforce plans that included recruiting a higher number of paramedics into primary care than were available in the 999-ambulance service at that time.   
2.8	Therefore, when the Pan-STP UEC Workforce Programme was commissioned by HEE South West in Autumn 2017, one of the proposed projects submitted for inclusion in the Programme was to provide an evidence base of how paramedics are currently used in different UEC settings, and to consider concerns related to the consequences arising from a lack of integrated system working.  Seeing the benefits of pan-STP working, especially given the strong link to SWAST as a regional provider, the six South West LWABs agreed to this being one of the four chosen projects.  


[bookmark: _Toc520362579]3.	Approach
3.1	The approach used to produce this discussion paper was as follows:
3.1.1	Gathering Potential Case Study Sites
Initial investigation from internet research and use of the Project Managers existing network of contacts discovered paramedics working in the following settings (aside from 999 ambulance services):
· Primary Care: In-Hours;
· Primary Care: Out of Hours;
· Clinical Assessment Services/NHS 111/Integrated Urgent Care Services;
· Minor Injury Units/Urgent Care Centre;
· Emergency Departments.
A case study template was then developed with a view to undertaking a structured telephone interview with a senior manager and/or clinician from the relevant case study site.  The aim was to undertake five case studies for each area, seeking examples from anywhere in England.  
To source potential case study sites, the following methods were used:
· Internet research;
· Use of Project Managers existing contact network, informed by the Peninsula and Severn UEC Networks stakeholder lists;
· Contacting Professional bodies, including the Chartered Society of Physiotherapists;
· Attended HEE South West Conference 2018;
· Met SWAST Head of Education (Neil Lentern) and Deputy Director of HR and OD (Claire Melbourne);
· Met South West Academic Health Science Network representatives and NHS England and reviewed their Models of Care Portal for potential examples;
· Regular liaison with HEE South West Consultant Paramedic (Jim Petter) – held series of teleconferences and he attended the South West Pan-STP UEC Workforce Programme Board; 
· Met national Integrated Urgent Care NHS 111 Workforce Lead (David Davies) - recommended 10 senior contacts across the country;
· South West Emergency Department consultants (via two senior ED consultants);
· Linked into South Central and West Commissioning Support Unit Associate Director of Primary Care (Alison Westmacott) to align with a separately commissioned HEE South related workstream: 
· Survey (including analysis) sent to all Practices across the south of England to pose a series of questions related to ‘First Point of Contact’ Paramedics and musculoskeletal Physiotherapists (see Appendix 1 and Appendix 2). 
3.1.2	Interview Methodology
1) Potential case study sites were approached by phone and email;
2) Those that agreed to undertake a telephone interview booked a future time slot, and were then sent the Project Brief and Case Study template by email;
3) At the agreed time, the interviewer called the interviewee, introduced themselves and the background to the work, also explaining how the work will be shared and with whom;
4) At the end of the interview, the interviewee was then sent the case study to confirm content and amend if required.  
3.1.3	Data Presentation
The full case studies are attached to this report, along with various appendices, for example job descriptions, referral criteria, and evaluation reports.  Each of the case studies has sections detailing the overview, pathway, staffing, information management and technology, evaluation and working patterns and also includes employment arrangements, salaries, indemnity, and patients seen etc.  The reader is encouraged to refer to these for the full description of each case study.  
3.1.4	Project Governance
A South West Pan-STP UEC Workforce Programme Board was established in Autumn 2017 (with membership from the six South West LWABs), which met monthly until July 2018, into which each of the four projects reported.  The Project Brief was signed off by the Board at the first meeting, and then monthly highlight reports were subsequently presented to the Board demonstrating progress/risks/future work.  


[bookmark: _Toc520362580]4.	Summary of Findings
This part of the paper sets out a summary of findings from the case studies for paramedics working in each of the different UEC settings. 
Primary Care In-Hours
4.1	Five case studies were collected, attached as Appendix 3, Appendix 4, Appendix 5, Appendix 6 and Appendix 7.
4.1.1	Summary Description
Paramedics are being employed by GP Practices during working hours, Monday to Friday.  They are being used in a variety of ways, focused around visiting patients in their home (mostly elderly patients with multi-morbidity) and/or seeing patients with a minor illness (mostly ‘same day’ patients, aged 1 year and above).  The posts are being funded by individual GP Practices or from external sources (e.g. local CCG).  
The main reasons stated for recruiting paramedics were a desire to free-up GP time (e.g. to see chronic/complex patients) by adding capacity, struggling to recruit GPs, overwhelming demand for minor illness/same day care, and the need for a more cost-effective service delivery model.
4.1.2	What Was Achieved?
Practices reported … 
· Has met the objective of releasing GP capacity, for example to see the more chronic/complex patients;
· Being able to see the patient with the carer in their own setting has made a real difference to delivering holistic care;
· Patient satisfaction is very high and they feel they’ve been ‘properly looked after’ (GPs often “in more of a rush”);
· Research has shown:
· Antibiotic prescribing has reduced;
· Acute admissions have reduced;
· GPs now have 15 minute slots since paramedic service inception, as opposed to 10 minute slots previously;
· Duty Dr afternoon same day slots aren’t all being booked, so less late-running clinics;
· Managing same day demand better and so less stressed Duty Drs;
· “Broken the mould” of GPs doing everything … triggered concept of skill-mix and widening the team;
· Urgent home visits which result in emergency admissions to hospitals have reduced from around 20% to around 10% since the scheme started; 
· Over 99% of GP referrals are completed by the paramedics without the need for a follow-up visit by the GP;

· The paramedics, as additional members of the workforce, have been able to spend longer with patients at home, and able to carry out comprehensive clinical assessments and spend time assessing underlying health and social care issues affecting patient’s heath;  
· Patients have been seen earlier in the day and where admissions to hospital have been required, they have been arranged earlier in the day;
· Saved travel time for GPs not needing to do home visits;
· Managing demand in a more cost-effective way.

4.1.3	Lessons Learnt
Practices reported …
· Be prepared to work alongside the individual – if not worked in primary care before, will be a gradual journey working closely with the wider team; they will be learning every day.  Will need to be prepared to develop and mentor them – it is worth the effort, but will take time (6-12 months);
· Key challenge was arranging the IT solution – in the end using a tablet computer was the compromise.  Ideally wanted paramedics to have access to the full patient record on the move, but proved too expensive; therefore, developed a ‘work around’;
· Make contact with Practices who are already employing paramedics, meet the Paramedics who are working, and the GPs they are working with.  It’s been such a positive experience for all concerned;
· Being up front with the patient who they are seeing about their profession – so managing expectations (gets easier over time);
· Well worth giving it a go, especially when have the right individual who has experience of triaging;
· Having someone who knows when to go and ask for help from GPs and other clinicians, and knows their limitations;
· Practice Manager, and crucially the GPs, should provide an open door of “if in doubt, ask”;
· Very positive experience, for the paramedic, for Practice staff and patients;
· “Embrace it – it’s exciting – go for it”;
· Whole team has been able to broaden their skill mix;
· Lightened workload of the whole team;
· Don’t give the paramedic all the ‘heart-sink’ patients, so that they enjoy the work too!

4.1.4	Section Conclusion 
All the Practices have recommended employing paramedics to support in-hours primary care as they have seen significant benefits in doing so (detailed in section 4.1.2 above).  However, there are several ways of working that have been adopted and could be used.  


4.1.5	Section Recommendations
The most important recommendations are:
· Build in sufficient time to develop and support paramedics, with a particular focus on the first year;
· Allocate a GP mentor to the paramedic;
· Offer patient-related advice and support from GPs each day;
· Ensure the paramedic is clear about their own skill-set and when to ask for help;
· Consider placing the paramedic onto the non-medical prescribing course;
· Maximise use of IT to support mobile working (if undertaking home visits), particularly to enable access to patient records, ideally including community and secondary care and mental health records. 

4.1.6	Added Value
	Health Education England – ‘Use of Paramedics in Practices’ Survey
In parallel to this project, South Central and West Commissioning Support Unit were commissioned by HEE South to undertake a survey of all Practices in the South of England looking at their use of/plans for paramedics being used to support primary care in-hours.  Please find attached the full results and analysis as Appendix 1; many of the questions are similar to those within the case studies, so strengthen the case study evidence base.  Of the Practices who responded to the survey: 
· As of June 2016, less than 22% of Practices had access to a paramedic, but this had grown significantly to 65% by June 2017.  Of those Practices that had not yet employed a paramedic, over 84% were considering employing the role in future;
· In the responding Practices, 94% of paramedics are utilised for home visiting, 78% for home visiting and/or 51% involved in telephone triage.

Royal College of GPs – Guide to Using Paramedics
The Royal College has produced a draft guide for Practices considering employing paramedics – the final version will be available later this year on the Royal College of GPs website.  The guide illustrates how they can be used, attributes to seek out in individual paramedics, and includes an example job description.
Innovative Models of General Practice – Kings Fund – June 2018
Page 51 is a further example of paramedics working in general practice, which has many similarities with the case studies collected for this paper.  Please see attached as Appendix 8.  

Primary Care Out-of-Hours
4.2	Five case studies were collected, attached as Appendix 9, Appendix 10, Appendix 11, Appendix 12, and Appendix 13.
4.2.1	Summary Description
Paramedics are being employed by GP OOHs Service providers to operate overnight and at the weekends.  They are generally being used interchangeably with Advanced Nurse Practitioners (ANPs) to see patients, and one service is using paramedics interchangeably with GPs as well.  They are mostly involved in triaging patients, as well as seeing them face-to-face in Treatment Centre clinics and in their own home.  The patients seen are all same day/urgent care patients, of all ages (although likely to be older patients, new onset of infection etc), and is dependent on the individual paramedics’ skillset.  Exclusions include paramedics cannot section someone under the Mental Health Act, someone who should be dealt with through 999 (limited by the equipment in the car) and – currently - a palliative care patient requiring end of life drugs.
Generally, paramedics working in a GP OOHs service are funded by the providers themselves.  The main reasons for recruiting paramedics were paucity of available GPs and ANPs, the service is unaffordable based just on using GPs, and ever-increasing demand.
4.2.2	What Was Achieved?
	OOHs Service providers reported …
· Identified what types of cases were most beneficial to be seen by paramedics;
· Reduced workload for GPs;
· Enabled the filling of a safe OOHs rota that is financially viable;
· Increased numbers of people/professions able to be employed within the OOHs service, helping to ensure sustainability of primary care workforce
· Attended death verification visits (care homes/patient home), instead of GPs;
· Local Practices recognised value of paramedics working in OOHs;
· Patient feedback positive, no critical events;
· Demonstrated that paramedics can undertake home visits in a safe and timely fashion;
· New starters development programme put in place, providing a level of assurance for the employer in terms of the paramedics’ role, and the clinicians themselves feeling supported.



4.2.3	Lessons Learnt
	OOHs Service providers reported …
· Ensuring paramedics know all the community services available;
· Types of patients that can be seen by a paramedic can sometimes vary depending on the other individual clinicians on the same shift and their understanding they have/don’t have of the paramedic role and abilities;
· It took a long time for many GPs (and other clinicians) to accept the abilities of paramedics – need for a local Paramedic Clinical Champion;
· Ability to prescribe will be very useful to paramedics;
· ‘Grow your own’ may be the best way to get a usable workforce;
· Close working with ambulance service is beneficial;
· Need for good development programme for paramedics, with access to a mentor and support from the staff who they work with.
· Views differ about level of experience required:
· “Attitude above aptitude” – employ people with the right mental disposition; some with ‘high’ qualifications not necessarily the right person for the job;
· Experience is vital … given the 999-ambulance paramedic will have a very different skill-set to that required in primary care, only employ those who have already worked well in primary care in or out of hours.

4.2.4	Section Conclusion 
All the OOHs service providers have recommended employing paramedics to support OOHs primary care as they have seen considerable benefits in doing so (detailed in section 4.2.2 above).  There is a good deal of consistency in the ways of working that have been adopted and that could be used.  
4.2.5	Section Recommendations
The most important recommendations are:
· Ideally, the paramedic would have significant experience working in primary care, so he/she can be fully effective from day one of their employment; some OOHs service providers have said this is essential.  However, how will individuals gain experience in primary care if all OOHs providers adopt this approach?  Providers could then consider ‘growing their own’ paramedics, which should include building in sufficient time to develop and support paramedics, with a particular focus on the first year;
· Allocate a GP mentor to the paramedic;
· Offer patient-related advice and support from GPs each day;
· Ensure all clinicians working in the OOHs service are aware of paramedic role, abilities and what they can offer;
· Consider placing the paramedic onto the new Non-Medical prescribing course;
· Consider appointing a local paramedic champion, ideally at STP level, to support system-wide strategic working.
4.2.6	Added Value
	BrisDoc OOHs Service
Faced with increasing demand and shortage of GPs, BrisDoc is increasingly utilising paramedics and nurses.  Recruitment has provided evidence that, whilst these clinicians often have a wide range of skills and experience, they may not have had the opportunity to develop familiarity and competence in the management of the full breadth of patients presenting with urgent health care needs in the primary care setting.  In response, BrisDoc developed a competency framework comprising 127 competencies and a supporting 450-hour [12-week full time] development programme.  The programme overview and related job description are attached as Appendix 14 and Appendix 15.  
Clinical Assessment Services/NHS 111/Integrated Urgent Care Services
4.3	Two case studies were collected, attached as Appendix 16 and Appendix 17.  Despite significant efforts, it was not possible to source any other sites willing to share their work.  However, the two case studies collected are from two of the largest providers of NHS 111/Clinical Assessment Services/Integrated Urgent Care Service (IUCS) (or equivalent) in England - VoCare and Care UK; this can therefore be considered sufficient assuming the comments will apply to their services from any geographical location.  The model of care used by all CAS/111/IUCS providers is based on a national specification from NHS England, which specifies that paramedics can/should be used.  Nevertheless, there will be learning borne out of local implementation experience.   
4.3.1	Summary Description
Paramedics are employed as Clinical Advisors (used interchangeably with nurses) by NHS 111/IUCS providers to work in the Clinical Assessment Service (or equivalent).  Patients or their carers (of any age) call 111 and are passed to a Clinical Advisor from the non-clinical call-handlers in the following cases: cases that have the potential to be managed at home, complex calls falling outside of NHS Pathways, cases requiring further probing (as determined by NHS Pathways), cases that require validation of certain categories of ambulance calls, cases that require validation as there has been a disposition to send the patient to an ED, and also for higher acuity calls.  
All paramedics working in a CAS/111/IUCS environment are funded by the providers themselves.  A key reason for recruiting paramedics into 111/CAS/IUCS services is that this is encouraged as part of the national IUCS specification, with paramedics working as part of a Multi-Disciplinary Team. 
	


4.3.2	What Was Achieved?
	CAS/111/IUCS Service providers reported …
· Recognition that paramedics and nurses can be used interchangeably and effectively in a call centre environment; 
· Added to capacity to help fill rotas;
· Driven down ambulance and ED dispatch numbers;
· Non-clinical call handlers find it very useful working alongside paramedics (as highlighted in staff survey feedback).

4.3.3	Lessons Learnt
	CAS/111/IUCS Service providers reported … 
· Do not presume that experienced paramedics are more effective than those that are less experienced … willingness to learn, grow and adapt is more important;
· When trying to change processes, it is important to look at the detail of an individual paramedics practice as soon as possible, rather than trying to glean understanding from a higher-level analysis;
· Consider bringing in paramedics at an early stage as part of an MDT discussion when developing new service models.

4.3.4	Section Conclusion 
All the CAS/111/IUCS providers have recommended employing paramedics to support service delivery in the call centre setting as they have seen benefits in doing so (detailed in section 4.3.2 above).  They are being used to support the care for a wide variety of patients over the telephone.  Using paramedics in a CAS/111/IUCS setting is still relatively new so there is a paucity of weight of evidence of effectiveness to date.  However, given national guidance encourages use of paramedics in this setting, then it makes sense to fully test and evaluate their use to see how they can be used to best effect. 
4.3.5	Section Recommendations
The most important recommendations are:
· Given use of paramedics within a CAS/111/IUCS setting is encouraged by NHS England, test and learn how to use paramedics to best effect;
· Encourage formal evaluation as a means of collecting evidence of effectiveness;
· Ensure have access to a comprehensive Directory of Services, including voluntary/community/mental health services;
· Where paramedics are also being used in 999 call centres, then strong links should be made from the CAS/111/IUCS to ensure maximum integration and use of scarce resources. 
Minor Injury Units/Urgent Care Centres
4.4	Four case studies were collected, attached as Appendix 18, Appendix 19, Appendix 20 and Appendix 21.  
4.4.1	Summary Description
Paramedics are employed in MIUs and UCCs (or equivalent service co-located next to ED) to support all aspects of service delivery.  They are used interchangeably with nurses.  Two of the sites only employ paramedics with at least two years post-qualification experience, who have also had additional training e.g. advanced patient assessment/minor injury management/minor illness management/advanced pharmacology.  The paramedics see all patients aged over five years old, although some sites also see babies and/or toddlers.  
The paramedics are employed by the MIU/UCC provider, one being an acute Trust and two being local ambulance Trusts.  The main reasons stated for employing a paramedic within an MIU/UUC were difficulty recruiting nurses, dealing with increasing demand, and paramedics being well placed to deal with urgent cases. 
4.4.2	What Was Achieved?
	Trusts reported …
· Nursing vacancies were filled by paramedics;
· Helped to broaden paramedic career options;
· Helped to provide a better service through offering a Multi-Disciplinary Team approach;
· Reduced overall demand within the ED;
· Service successful and so expanded to include ‘in hours’ as well as the initial OOHs offering;
· Demonstrated that paramedics are “more than capable of working to the level of a nurse”.

4.4.3	Lessons Learnt
	Trusts reported … 
· Paramedics cope well with emergency patients and not just urgent care (in case a patient turns up with an emergency ‘inappropriately’);
· Paramedics are good at picking up new things quickly, with a flexible attitude/approach to their work and commitment to learning and development;




· Whilst a lot of the paramedics have confidence at the outset, there is effort required for some to ensure they are fully competent e.g. knowledge of anatomy and physiology/MSK conditions/ ophthalmology/ENT is often limited, as is their knowledge of overall pathways, as well as long term management of conditions after any initial treatment;
· Being able to prescribe will make paramedics more employable;
· Paramedics are able to make independent decisions, “possibly more so than some nurses”;
· Staffing can remain a challenge, particularly covering short notice sickness.

4.4.4	Section Conclusion 
All the MIU/UCC providers have recommended employing paramedics to support service delivery in a MIU/UCC as they have seen benefits in doing so (detailed in section 4.4.2 above), and that paramedics can be used in any area of a MIU/UCC with appropriate training and support, often working interchangeably with nurses.  
4.4.5	Section Recommendations
The most important recommendations are:
· Where possible, put the paramedics forward to complete the non-Medical Prescribers course;
· When considering recruiting a nurse or paramedic in an MIU/UCC setting, it would be advisable to advertise for an ‘Urgent Care Practitioner’ (or other appropriate nomenclature) role that could be filled by either profession.  Several case study responders stated that the ideal mix would be 40-50% paramedics and 50-60% nurses;
· Consider only employing paramedics with at least two years post-qualification experience and also with additional training (or be willing to work towards to get this training); 
· Consider development of local/in-house training packages to develop competencies required, with an incentive of re-banding as appropriate;
· Consider allowing regular time for paramedics to work in the local ambulance service as part of their skills maintenance, or to encourage them to do so in their own time.






Emergency Departments
4.5	Three case studies were collected, attached as Appendix 22, Appendix 23 and Appendix 24.  It was difficult to find examples of case study sites and also to access potential interviewees, possibly due to the busy nature of ED colleagues’ day-to-day workload.  
4.5.1	Summary Description
Paramedics are employed in EDs in various ways, from working in all areas of the Department (i.e. Triage/Minors/Majors/Resus), to working in Resus and ambulance streaming, to working only in Minors.  They are being used to work interchangeably with ED nurses.  Depending on the areas of the ED in which the paramedics work, the types of patients seen will vary, with a key factor of variance related to the age of patients seen – see case studies for more detail as it differs at each case study site.  
All paramedics working in EDs are funded by the providers themselves.  The main reason for employing paramedics in EDs was that they were struggling to find sufficiently qualified and experienced nurses.
4.5.2	What Was Achieved?
	Trusts reported …
· Helped to fill departmental vacancies that previously could only be filled by nurses; 
· Added capacity to help meet increasing demand for minor injuries within ED;
· Added to the skill-mix of the overall team, and supported the upskilling of other ED team members (e.g. paramedics have good initial assessment skills, and are good at dealing with higher acuity patients);
· Has made other members of the team think differently about what services are available in the community;
· Improved the ED teams’ relationship with the local ambulance service through the personal connections paramedics have as former employees.

4.5.3	Lessons Learnt
	Trusts reported … 
· Strongly recommended using a paramedic in an ED setting;
· Get the medicines management policies in place prior to commencement in post so that the individual paramedics are able to be fully effective from day one; 
· When recruiting the first paramedic, be open and upfront at the outset with the individual(s) being employed, acknowledging it’s a developmental role and the need for both the employee and employer to be flexible;
· Start with one paramedic to test proof of concept;
· Understand their skill-set - think carefully about any training needed prior to employment so that training can commence as soon as they arrive;
· Paramedics are good at picking up new things quickly, with a flexible attitude/approach to their work and commitment to learning and development;
· Whilst a lot of the paramedics have confidence at the outset, there is effort required for some to ensure they are fully competent e.g. knowledge of anatomy and physiology/MSK conditions/ ophthalmology/ENT is often limited, as is their knowledge of overall pathways – including, long term management of condition after initial treatment;
· Paramedics like the ‘short quick fix care’ for patients so are very well suited to working in an ED;
· After a year of employing a paramedic, the management team recognised the need to review the role and consider how their ‘added’ skills can be further utilised (e.g. for intubating and dealing with emergencies);
· Having a nurse mentor is important, as some nursing tasks the paramedics won’t be used to doing.

4.5.4	Section Conclusion 
All the ED providers have recommended employing paramedics to support service delivery in an ED as they have seen benefits in doing so (detailed in section 4.5.2 above), and that paramedics can be used in any area of an ED with appropriate training and support, often working interchangeably with nurses.  
4.5.5	Section Recommendations
The most important recommendations are:
· Consider where within the ED the paramedics can be best utilised, matching closely to their skill-set, for example:
· Working in the ambulance streaming area utilises their initial assessment skills
· Working in Resus utilises their skills looking after higher acuity patients;
· Prior to employment starting, undertake training needs assessment and put in place training/induction plan from the paramedic’s start date;
· Prior to employment starting, ensure clarity over medicines management policies;
· Regularly review the role and consider how it can evolve;
· Consideration should be given to how to maintain knowledge of community services and links with local ambulance service once the paramedic has been in post for some time;
· Given the introduction of Urgent Treatments Centre being co-located with EDs across the country (which will focus on the ‘Minors’ work traditionally undertaken within an ED) consider the impact of this on where and how paramedics will be deployed;
· Having a nurse mentor could be useful, as some nursing tasks the paramedics won’t be used to doing. 
Other 
4.6	Whilst most paramedics were employed within the above settings, there were three further examples of use in different settings (with associated documentation): 
· Bath and North-East Somerset: Early Home Visiting Service and Falls Rapid Response Team across the county, as part of their Integrated Care Model: Appendix 25
· North Somerset: Paramedics working in a local clinical hub providing advice for community staff, and undertaking home visits: Appendix 26
· Northern Devon: Paramedics undertaking home visits across 18 Practices, using a private ambulance and driver: Appendix 27
Rotational Working Across the UEC System – All Case Studies
4.7	As part of the Project Brief, it was agreed that consideration would be given to the benefits and issues of rotational working for paramedics with another part(s) of the UEC system: all the case study sites were therefore asked for their views.  Only four said they had considered rotational working, although several more said they would be happy to consider it further.  The sites were asked what they considered the potential benefits and issues could be with rotational working.  HEE has produced a paper on rotational working, attached as Appendix 28, providing more insight into this issue.
4.7.1	When asked what the potential benefits of rotational working could be, the case study sites reported the following:  
· Help to ensure sufficient paramedics are available to maintain high quality 999 ambulance services;
· Allow better understanding of other parts of the UEC system to offer a better service within all of the sectors the paramedic works in; 
· Should be better pathway working when a paramedic has better understanding of what happens in other parts of the system;
· Able to share best practice across different parts of the UEC system; 
· Help to understand referral systems and community services that could stop admissions to acute environments;
· Reported that many paramedics enjoy the variety of working in different settings;
· If the ambulance service is included in the rotation, would ‘keep their hand in’ and the paramedic would get more peer support for peer validation etc.;
· Support multi-disciplinary working across the whole UEC system;
· Be able to have a larger pool of people to draw from;
· Good to have a variety of different settings to work in/more career opportunities, which may be particularly attractive for newer paramedics and/or those thinking about becoming a paramedic; 
· Keep staff challenged and interested;
· Provide a better mix of social and unsocial working hours;
· Potential to help avoid ‘burn-out’ of staff members within stressful working environments;
· Expose paramedics to a wider range of specialisation and clinical practice.

4.7.2	When asked what the potential issues related to rotational working could be, the case study sites reported the following.  Also, included is a list of potential mitigating actions, developed by the South West Pan-STP UEC Workforce Programme Board, as ‘Added Value’:  
	POTENTIAL ISSUES
	POTENTIAL MITIGATING ACTIONS

	Staff and/or organisations not buying into the model (if using existing staff), e.g. many paramedics seem to be happy working in primary care, with a good work-life balance, so may not wish to work elsewhere
	Agreeing a shared purpose across two or more organisations (with Executive-level support), with a clear understanding of the benefits of rotational working to all parties, e.g. ambulance service is able to retain more staff, and primary care providers are able to access paramedics with the right skills more quickly


	Arranging honorary contracts can be time-consuming
	Ensuring the organisations involved agree a shared purpose at the outset should reduce any delays


	Needing to keep up competencies in different settings, especially difficult if away from the setting for a long period or if working in more diverse areas e.g. primary care and 999
	Determine what competencies are required in each setting and develop a training package to ensure paramedics have all core competencies required.  Also, if rotation happens on a 1/2/3/4-week basis, then this won’t be an issue (e.g. 2 days each week in the ambulance service and 3 days in a Practice)


	Mandatory training requirements may differ in different organisations and therefore the paramedics may need to repeat same training.
Not recognising paramedics qualifications between organisations (e.g. medicines management)

	Ensure this issue is addressed within the ‘sign-off’ process for all organisations agreeing to be part of a rotational working arrangement (e.g. agreement by all to accept the mandatory training requirements from one of the organisations)

	How to ‘back-fill’ people when working elsewhere.
Staff being pulled into another service when there are operational pressures.  
Who takes precedence?  Who would determine who had priority for their time?
Worry that organisations might not be getting their “fair share”; when ‘share’ staff, can be issues between how they split their time between organisations.  Each need to “get their fair share”


	This should not happen assuming that sufficient capacity in each of the settings to meet the needs of each organisation has been put in place from the outset.  This can also be included in the agreed Standard Operating Procedures i.e. that one UEC setting cannot utilise a rotating staff member when working in another UEC setting


	Getting used to different local systems e.g. IT systems, and protocols and procedures
	Agree a strategic system-wide solution to develop cross-organisational harmonisation (e.g. to implement common IT systems).  If this cannot be done there would be a need when developing the training package (see above) to ensure the training is provided to cover the different local systems (e.g. training to cover EMIS and SystmOne)


	Employment responsibility and liability; Need to determine who the lead employer is? 
If have different clinical line managers in different settings can cause issues.  
Line management could be more complicated

	There could be a lead employer who takes responsibility for recruitment, line management, supervision etc. across all organisations, working alongside an identified lead/link manager within each setting.  Alternatively, the paramedic could be employed by each organisation for the proportion of time they spend in each, so have two or more line managers/contracts/training requirements etc.: it is suggested this is potentially the more confusing/inefficient option


	Potential indemnity issues and higher costs
	This ideally would be resolved at national level.  However, in the meantime, this should be an issue the STP could resolve more effectively than individual organisations.  Indemnity insurers are already providing cover for paramedics working in all UEC settings.  If there is a lead employer arrangement, it is likely the cost will be minimised and can be shared across organisations


	If a member of staff is working late for another service one evening, it restricts what they can do the following day
	This is easily resolved by clear rota management at the outset and recognising the need for statutory breaks between shifts


	Concern about paramedics being developed by one organisation and then another organisation offering a higher band
	This ideally would be resolved at a national level.  However, in the meantime, this is an issue that a STP area could resolve by planning together as a system to have a clear strategy and influence the creation of a local market
 

	People can sometimes get stuck in certain areas, e.g. where individuals decide they want to stay in the sector perceived to be more interesting/exciting.  How would this then be managed?

	This risk should be mitigated by designing a good system-wide rotational model that has been well informed by potential paramedic employees






4.7.3	Added Value
Through the research process, two further papers were discovered relating to rotational working:
· Using Rotational Posts, NHS Employers: Appendix 29
· Principles for Rotation with Wales, the Welsh Government: Appendix 30
Additionally, the College of Paramedics have produced a ‘Paramedics Career Framework’ as a guide to the most appropriate education, knowledge and expertise available to paramedics.

[bookmark: _Toc520362581]5.	Conclusions
5.1	This paper has demonstrated there is clear evidence that paramedics are valued, working effectively and adding capacity in every UEC setting.  This helps in many ways, for example enabling GPs to have more time caring for complex patients.  Whilst there are not necessarily consistent uses of their skill-set in each setting, with the appropriate training and support, they are being used widely, caring for patients both face-to-face and on the telephone.  In many cases paramedics are being used interchangeably with nurses.  However, paramedics are not yet being used systematically in every setting by all organisations, nor are the new roles being designed consistently or are individuals being trained and developed consistently; this is leading to inconsistency in quality and delivery of services.  
5.2	Paramedics are being recruited to work in all areas of the UEC system, but many employers seem to be doing so without regard (for a variety of reasons) to the impact on the wider system.  The main adverse impact of a growing use of paramedics across the UEC system is that some paramedics are leaving local ambulance services leading to providers reporting significant concerns that 999 services are in danger of becoming unstable, thus increasing risk to patient care. 
5.3	This situation is being exacerbated by other sectors within the UEC system often offering financial and other incentives that are encouraging individuals away from 999 ambulance service providers.  If all relevant organisations employed paramedics in all the settings described in this paper, there would be a need for hundreds, if not thousands, of experienced paramedics over and above the existing number of paramedics in the 999-workforce and in training.  However, this situation also brings great opportunities for individual paramedics and the UEC system through providing paramedics with a broader career framework, thus making it more attractive for paramedics to remain in the UEC system over a longer period of time.  
5.4	From the research for this paper, it is apparent there is no sign of this issue going away, on the contrary, it appears it is going to get rapidly worse: for example, of the Practices surveyed by HEE, 65% had already employed a paramedic (an increase of 43% over the previous year), and of those Practices that had not yet employed a paramedic, over 84% were considering doing so in future.  





5.5	The evidence suggests there does not appear to be any system-wide consideration on a pan-STP level to address these issues (with the exception of commissioning the work required to produce this paper).  A consequence of this therefore is the number of paramedics required in the future (outside of 999-ambulance services) across the whole system is currently unknown, there is not a clear training pathway for paramedics working in non-999 ambulance service settings, there is lack of clarity over the responsibility for training suitably-qualified paramedics working in non-999 ambulance service settings (with no real incentive for local ambulance services to train them for this purpose), and therefore inevitably there are not enough paramedics in training to meet anticipated future need.  
5.6	There are a range of potential solutions, which includes taking a system-wide collaborative approach, underpinned by a clear workforce strategy.  This strategy could include rotational working; the majority of case study sites had not yet considered this at all or in detail.  However, from the varied and positive comments received, it appears providers could be receptive to it in future.  
5.7	There are then clear actions that can be taken to address the issues detailed and ensure capacity and capability of paramedics is there in the future to meet demand.  

[bookmark: _Toc520362582]6. 	Recommendations
6.1	There are four key recommendations, which are underpinned by the fact that system problems need system solutions to resolve, with strong Executive leadership in order to take a planned and strategic approach to a system that is currently emergent rather than designed:
	RECOMMENDATION
	JUSTIFICATION

	Develop and agree a clear system-wide strategy (and associated implementation plan) for the paramedic workforce as part of a STP UEC workforce strategy.  This should bring together all key players working in partnership, including Health Education England and local ambulance services.  This should include workforce planning, aligning payments/incentives, career framework, competency framework, models of deployment, responsibility for training and rotational working: ideally this would be driven nationally, if not regionally, or at the very least STP-wide


	This is considered to be the best way to address the issues described in this paper.  Done well, it should maximise the number of paramedics used appropriately across the whole UEC system and ensure there are sufficient numbers of individual paramedics to meet the demand.  
If the strategy also includes work across commissioners and providers to design a common payment/incentive framework for paramedics working in any UEC setting this should ensure paramedics are not ‘artificially’ pulled into one setting or another.  It would also result in greater sense of fairness for paramedics knowing they are paid the same for the same type of work, irrespective of setting.  It should increase the control for commissioners and providers of the payment market

	In parallel to developing a system-wide strategy, undertake a needs analysis to determine the number of paramedics needed in the UEC system over the coming years, with a view to then ensuring there are sufficient training places available
	This is required as at present the number of paramedics needed across the whole UEC system is unknown and therefore sufficient numbers of suitably-qualified paramedics are not available to work in non-999 ambulance service settings

	Further work should take place to understand the skills, competencies, mentorship needs and professional registration the new paramedic roles require.  Then consider commissioning newly-designed courses that reflect the fact paramedics are now working across multiple ‘new’ UEC settings
	Paramedics are currently working in non-999 ambulance service settings without having a clear training pathway.  Therefore, each provider is having to waste time developing their own ‘adhoc’ process that will not have been ratified by the appropriate bodies

	Consider the development of a model of care that supports paramedics working on a rotational basis across two or more UEC sectors, in partnership with HEE, with a view to piloting where desired.  There are considered to be two overall models:
a) Rotational Working - one employer as the lead employer for paramedics working across two or more settings
b) Rotational Working - one employer for each paramedic in each setting
A lead employer arrangement should be more effective, including minimising duplication/inconsistent practice/additional HR paperwork and processes/and management time input
	In order to retain paramedics working somewhere in the UEC system (including local ambulance services).  The potential benefits around rotational working are considered in detail above (section 4.7.1).  




6.2	Providers seeking to employ paramedics across the UEC system are advised to consider the learning from the relevant case studies to inform their thinking, mindful of any potential adverse impacts on the wider UEC system.  There are a range of other important recommendations, which result from the research undertaken that are represented thematically below.  These are drawn from the ‘section recommendations’ above, and are those abridged and prioritised:
6.2.1	Recruitment
· At an STP or Pan-STP level, provide a clear role definition to ensure there is a common understanding on what the different levels of a paramedic working in any UEC setting are e.g. specialist or advanced paramedics. As part of this, ensure common titles are used, e.g. ‘Urgent Care Practitioner’ for any paramedic not working in an emergency environment;
· When considering recruiting a nurse or paramedic in an UEC setting, it would be advisable to advertise for a role that could be filled by either profession.  

6.2.2	Induction, Training and Support
· Prior to employment starting, undertake training needs assessment and put in place training/induction plan from the paramedic’s start date;
· Build in sufficient time to develop and support paramedics, with a particular focus on the first year;
· Allocate a clinical mentor (e.g. GP) to the paramedic, and possibly nurse mentor where there are nursing tasks the paramedics won’t be used to doing;
· Offer patient-related advice and support from senior clinician (e.g. GP) each day;
· Ensure the paramedic is clear about their own skill-set and when to ask for help;
· Consider development of local/in-house training packages to develop the competencies required;
· Consider allowing regular time for paramedics to work in the local ambulance service as part of their skills maintenance or to encourage them to do so in their own time.

6.2.3	Maximising Effectiveness
· Consider placing the paramedic onto the newly accessed Non-Medical prescribing course;
· Maximise use of IT to support mobile working (if undertaking home visits), particularly to enable access to patient records;
· Ensure all clinicians working alongside them are aware of the paramedic role, abilities and what they can offer;
· Ensure they have access to a comprehensive Directory of Services, including voluntary/community/mental health services;
· Consider where within the system and the service the paramedics can be best utilised, matching closely to their skill-set.

6.2.4	Rotational Working	
· Agreeing a shared purpose across two or more organisations (with Executive-level support), with a clear understanding of the benefits of rotational working to all parties.  Ensure this issue is addressed within the ‘sign-off’ process for all organisations agreeing to be part of a rotational working arrangement (e.g. agreement by all to accept the mandatory training requirements from one of the organisations);
· Determine what competencies are required in each setting and develop a training package to ensure paramedics have all core competencies required; 
· There could be a lead employer who takes responsibility for recruitment, line management, supervision etc. across all organisations, working alongside an identified lead/link manager within each setting.  Alternatively, the paramedic could be employed by each organisation for the proportion of time they spend in each, so have two or more line managers/contracts/training requirements etc.: it is suggested this is potentially the more confusing/inefficient option.

[bookmark: _Toc520362583]7. 	Next Steps
7.1	Driven by the South West Pan-STP UEC Workforce Programme Board, this paper will be shared widely through HEE and LWABs with STPs, CCGs, and provider organisations (for example, ambulance trusts, primary care, acute trusts, community trusts, and NHS 111).  
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Microsoft_Excel_Worksheet1.xlsx
Question 1

		HEE - First Point of Contact Paramedic in Primary Care

		You and your practice

		Answer Choices		Responses

		Your name:		100.00%		332

		Practice OD code:		100.00%		332

		Practice name:		100.00%		332

		Practice postcode (main surgery):		100.00%		332

		Contact email address:		100.00%		332

		Contact phone number:		100.00%		332

		Practice List Size as at 01.06.2017:		100.00%		332

		CCG:		100.00%		332

		Email Address:		0.00%		0

		Phone Number:		0.00%		0

				Answered		332

				Skipped		0





Question 2

		HEE - First Point of Contact Paramedic in Primary Care

		The focus of this survey is on Paramedics in General Practice; however Health Education England is keen to build up a picture of the use of any / all First Point of Contact clinicians available to patients in General Practice. Do you have any other clinicians in a FPoC role in the practice? (For example clinical pharmacists, mental health nurses, advanced nurse practitioners, social workers).  If you answer yes then Health Education England would like to contact you to discuss your approach further, supporting their work to share good practice.

		Answer Choices		Responses

		Yes		49.85%		163

		No		50.15%		164

				Answered		327

				Skipped		5



The focus of this survey is on Paramedics in General Practice; however Health Education England is keen to build up a picture of the use of any / all First Point of Contact clinicians available to patients in General Practice. Do you have any other clinic

Responses	Yes	No	0.4985	0.50149999999999995	Analysis – Of the Practices surveyed, 50% had access to another MDT clinician (as well as a paramedic) in their Practice as a potential alternative to a GP



Question 3

		HEE - First Point of Contact Paramedic in Primary Care

		Can a patient registered with your practice access a paramedic through the practice (i.e. not through 999, 111 services) without going through the GP first?

		Answer Choices		Responses

		Yes		24.32%		80

		No		70.21%		231

		Not currently but we are planning on implementing a FPoC Paramedic service for our patients in the next 6 months.		6.08%		20

		First Point of Contact Osteopath		0.00%		0

		None of the above as First Point of Contact		0.00%		0

		If you have another clinician (not listed above) as a First Point of Contact for patients on the MSK pathway we would be interested in learning more.Please can you provide details in the box below.		0.00%		0

				Answered		329

				Skipped		3



Can a patient registered with your practice access a paramedic through the practice (i.e. not through 999, 111 services) without going through the GP first?

Responses	Yes	No	Not currently but we are planning on implementing a FPoC Paramedic service for our patients in the next 6 months.	First Point of Contact Osteopath	None of the above as First Point of Contact	If you have another clinician (not listed above) as a First Point of Contact for patients on the MSK pathway we would be interested in learning more.Please can you provide details in the box below.	0.2432	0.70209999999999995	6.08E-2	0	0	0	Analysis – 25% of the Practices surveyed offer access to a paramedic without going through a GP first; however the vast majority (over 70%) do not yet allow access to a paramedic without going through a GP first.  Around 6% of the Practices surveyed are planning to implement a paramedic service that can be a patient’s first point of contact as an alternative to a GP.




Question 4

		HEE - First Point of Contact Paramedic in Primary Care

		Using 1st June as a fixed point in time, did your patients have access to a FPOC Paramedic on this date or do you have plans to implement this service in the future?

		Availability

				Yes				No				Total

		As at 01.06.2016		21.74%		15		78.26%		54		69

		As at 01.06.2017		64.71%		44		35.29%		24		68

		Planned for future implementation		84.21%		32		15.79%		6		38

		Exploring the idea		68.00%		17		32.00%		8		25

										Answered		73

										Skipped		259



Availability

Yes	As at 01.06.2016	As at 01.06.2017	Planned for future implementation	Exploring the idea	0.21740000000000001	0.6470999999999999	0.84209999999999996	0.68	No	As at 01.06.2016	As at 01.06.2017	Planned for future implementation	Exploring the idea	0.78260000000000007	0.35289999999999999	0.15790000000000001	0.32	Analysis – As of June 2016, less than 22% of Practices had access to a FPoC paramedic, but that had grown significantly by June 2017 to 65% of Practices. Of those Practices that had not yet employed a FPoC paramedic, over 84% were considering using the role in the future.




Question 5

		HEE - First Point of Contact Paramedic in Primary Care

		How many sessions per week (average) did, do or will you have a FPOC Paramedic service available to your patients through your practice?

		Number of Sessions

				1				2				3				4				5				6				7				8				9				Total

		As at 01.06.2016		6.67%		1		0.00%		0		13.33%		2		0.00%		0		13.33%		2		0.00%		0		0.00%		0		20.00%		3		46.67%		7		15

		As at 01.06.2017		0.00%		0		2.27%		1		4.55%		2		11.36%		5		15.91%		7		4.55%		2		4.55%		2		15.91%		7		40.91%		18		44

		Future		2.94%		1		5.88%		2		0.00%		0		20.59%		7		14.71%		5		2.94%		1		2.94%		1		23.53%		8		26.47%		9		34

		How long is a session (i.e enter 4.5 if the answer is 4 1/2 hours)																																						69

																																						Answered		70

																																						Skipped		262



Number of Sessions

1	As at 01.06.2016	As at 01.06.2017	Future	6.6699999999999995E-2	0	2.9399999999999999E-2	2	As at 01.06.2016	As at 01.06.2017	Future	0	2.2700000000000001E-2	5.8799999999999998E-2	3	As at 01.06.2016	As at 01.06.2017	Future	0.1333	4.5499999999999999E-2	0	4	As at 01.06.2016	As at 01.06.2017	Future	0	0.11360000000000001	0.2059	5	As at 01.06.2016	As at 01.06.2017	Future	0.1333	0.15909999999999999	0.14710000000000001	6	As at 01.06.2016	As at 01.06.2017	Future	0	4.5499999999999999E-2	2.9399999999999999E-2	7	As at 01.06.2016	As at 01.06.2017	Future	0	4.5499999999999999E-2	2.9399999999999999E-2	8	As at 01.06.2016	As at 01.06.2017	Future	0.2	0.15909999999999999	0.23530000000000001	9	As at 01.06.2016	As at 01.06.2017	Future	0.4667	0.40910000000000002	0.26469999999999999	Analysis – As of June 2016, those with a FPoC paramedic were putting on a mix of sessions per week; with 6.5% practices putting on only one FPoC paramedic session per week, 13.3% three sessions per week, 13.3% five sessions per week, 20%oeight sessions per week and finally 47%, and so the vast majority, putting on nine FPOoC sessions per week.

As of 2017, 41% of practices put on nine sessions per week, 16% of practices eight sessions per week, with the rest spread out from 7 to 2 FPOC sessions per week. In the future 21% of practices are considering 4 FPoC sessions per week and 24% considering 8 FPoC sessions per week and 27% considering 9 FPoC sessions per week. 

The trend then is for most Practices with, or intending to have, 9 sessions per week.




Question 6

		HEE - First Point of Contact Paramedic in Primary Care

		How many FPOC Paramedic appointments were, are or will be available / offered each week (average)?  Please enter the number.

		Answer Choices		Average Number		Total Number		Responses

		As at 01.06.2016		4.8780487805		200		65.08%		41

		As at 01.06.2017		30.6458333333		1471		76.19%		48

		Future		50.9		2036		63.49%		40

								Answered		63

								Skipped		269



How many FPOC Paramedic appointments were, are or will be available / offered each week (average)?  Please enter the number.

Average Number	As at 01.06.2016	As at 01.06.2017	Future	4.8780487804878048	30.645833333333329	50.9	Analysis - As of June 2016, there were less than 5 FPoC paramedic appointments offered.  In 2017, that number had risen to 31 appointments per week and in the future there are plans for over 50 appointments per week on average and so there is a significant rise in appointments offered with more to come in the future.




Question 7

		HEE - First Point of Contact Paramedic in Primary Care

		What is an average length of an appointment in a clinic with your FPOC Paramedic (minutes)?

		Answer Choices		Responses

		10 mins		9.68%		6

		15 mins		64.52%		40

		20-30 mins		25.81%		16

		30-40 mins		0.00%		0

				Answered		62

				Skipped		270



What is an average length of an appointment in a clinic with your FPOC Paramedic (minutes)?

Responses	10 mins	15 mins	20-30 mins	30-40 mins	9.6799999999999997E-2	0.6452	0.2581	0	Analysis – There is a variance in the average length of appointment time offered for FPOC paramedics with 10% of practices offering appointment times of 10 minutes. The majority of practices, or 65%, offered an appointment time of 15mins, with 26% of practices offering times between 20-30 minutes.




Question 8

		HEE - First Point of Contact Paramedic in Primary Care

		What is an average length of a home visit appointment with your FPOC Paramedic (minutes)?

		Answer Choices		Responses

		20-30 mins		40.32%		25

		30-40 mins		45.16%		28

		40-50 mins		11.29%		7

		50+ mins		3.23%		2

				Answered		62

				Skipped		270



What is an average length of a home visit appointment with your FPOC Paramedic (minutes)?

Responses	20-30 mins	30-40 mins	40-50 mins	50+ mins	0.4032	0.45159999999999989	0.1129	3.2300000000000002E-2	Analysis – 40% of Practices allowed between 20-30 minutes for each home visit, 45% of Practices (and so the majority) offered appointments between 30-40 minutes. 11% of Practices offered appointments between 40-50 minutes, with only 3% offering appointments over 50 minutes.




Question 9

		HEE - First Point of Contact Paramedic in Primary Care

		How did, do or will patients access this service? (Note - This service does not include patients accessing urgent care / paramedic services through 999, 111 services)

		Not Applicable

				Yes				Total

		As at 01.06.2016		100.00%		23		23

		As at 01.06.2017		100.00%		17		17

		Future		100.00%		5		5

		Other (please specify)						10

						Answered		71

						Skipped		261

		Patients refer themselves (Self-Referral)

				Yes				No				Total

		As at 01.06.2016		50.00%		5		50.00%		5		10

		As at 01.06.2017		62.50%		15		37.50%		9		24

		Future		69.23%		18		30.77%		8		26

		Other (please specify)										10

										Answered		71

										Skipped		261

		Practice team direct patients to the service (Direct Access)

				Yes				No				Total

		As at 01.06.2016		73.68%		14		26.32%		5		19

		As at 01.06.2017		93.02%		40		6.98%		3		43

		Future		100.00%		41		0.00%		0		41

		Other (please specify)										10

										Answered		71

										Skipped		261

		Patients signposted to the service by other professionals / services

				Yes				No				Total

		As at 01.06.2016		75.00%		6		25.00%		2		8

		As at 01.06.2017		72.00%		18		28.00%		7		25

		Future		100.00%		25		0.00%		0		25

		Other (please specify)										10

										Answered		71

										Skipped		261



Not Applicable

Yes	As at 01.06.2016	As at 01.06.2017	Future	1	1	1	Patients refer themselves (Self-Referral)

Yes	As at 01.06.2016	As at 01.06.2017	Future	0.5	0.625	0.69230000000000003	No	As at 01.06.2016	As at 01.06.2017	Future	0.5	0.375	0.30769999999999997	Practice team direct patients to the service (Direct Access)

Yes	As at 01.06.2016	As at 01.06.2017	Future	0.73680000000000012	0.93019999999999992	1	No	As at 01.06.2016	As at 01.06.2017	Future	0.26319999999999999	6.9800000000000001E-2	0	Patients signposted to the service by other professionals / services

Yes	As at 01.06.2016	As at 01.06.2017	Future	0.75	0.72	1	No	As at 01.06.2016	As at 01.06.2017	Future	0.25	0.28000000000000003	0	Analysis – As of June 2016, 50% of patients referred themselves to the FPoC paramedic.  As of June 2017, this number had risen to 63%. Of those Practices thinking about an FPoC paramedic, they are considering self-referral at a rate over 70%.




Analysis - Where Practice teams direct patients to the service in 2016, 74% of patients are referred to the FPoC paramedic.  In 2017, this number had risen to 93%, with 100% of Practices intending to refer in this way in the future.


Analysis - Where patients are signposted to the FPoC paramedics by other professionals, 75% of patients were referred in 2016, falling to 72% in 2017, but rising again to 100% in the future




Question 10

		HEE - First Point of Contact Paramedic in Primary Care

		How was, is or will the FPOC paramedic (be) employed?

		Employment Model

				Practice Employed				Community Provider Employed				Acute Provider Employed				GP Federation Employed				NHS Ambulance Trust Employed				Private Provider Employed				Social / Community Enterprise Organisation Employed				Total

		As at 01.06.2016		93.33%		14		6.67%		1		0.00%		0		0.00%		0		0.00%		0		0.00%		0		0.00%		0		15

		As at 01.06.2017		88.64%		39		2.27%		1		0.00%		0		6.82%		3		2.27%		1		0.00%		0		0.00%		0		44

		Future		84.78%		39		0.00%		0		0.00%		0		10.87%		5		4.35%		2		0.00%		0		0.00%		0		46

		Other (please specify)If the employment model you use is not covered above please can you outline your approach below.																														11

																														Answered		71

																														Skipped		261



Employment Model

Practice Employed	As at 01.06.2016	As at 01.06.2017	Future	0.93330000000000002	0.88639999999999997	0.8478	Community Provider Employed	As at 01.06.2016	As at 01.06.2017	Future	6.6699999999999995E-2	2.2700000000000001E-2	0	Acute Provider Employed	As at 01.06.2016	As at 01.06.2017	Future	0	0	0	GP Federation Employed	As at 01.06.2016	As at 01.06.2017	Future	0	6.8199999999999997E-2	0.1087	NHS Ambulance Trust Employed	As at 01.06.2016	As at 01.06.2017	Future	0	2.2700000000000001E-2	4.3499999999999997E-2	Private Provider Employed	As at 01.06.2016	As at 01.06.2017	Future	0	0	0	Social / Community Enterprise Organisation Employed	As at 01.06.2016	As at 01.06.2017	Future	0	0	0	Analysis – As of June 2016, 93% of FPOC paramedics were directly employed by individual practices and 7% were employed by community providers. 

From June 2017, 89% of FPOC paramedics were employed by practices although the number of responses was also far higher in 2017 compared to 2016, 39 to 14. Nearly 7% were now employed by a GP federation as opposed to an individual practice.  3% where an ambulance trust was the employer and 2% were employed by a community provider.

In terms of the future, 85% of the Practices who responded were considering employing a paramedic so comparable to the 2017 figures. The number of GP federations increased to 11% of the responses, possibly reflecting the way primary care is evolving to meet demand.




Question 11

		HEE - First Point of Contact Paramedic in Primary Care

		What AfC band or level were, are or will they (be) employed at?

		AfC Band / Level

				Band 5				Band 6				Band 7				Band 8a				Band 8b				Band 8c				Band 8d				Total

		As at 01.06.2016		10.00%		1		10.00%		1		30.00%		3		50.00%		5		0.00%		0		0.00%		0		0.00%		0		10

		As at 01.06.2017		3.33%		1		20.00%		6		46.67%		14		26.67%		8		3.33%		1		0.00%		0		0.00%		0		30

		Future		3.45%		1		20.69%		6		44.83%		13		27.59%		8		3.45%		1		0.00%		0		0.00%		0		29

																														Answered		51

																														Skipped		281



AfC Band / Level

Band 5	As at 01.06.2016	As at 01.06.2017	Future	0.1	3.3300000000000003E-2	3.4500000000000003E-2	Band 6	As at 01.06.2016	As at 01.06.2017	Future	0.1	0.2	0.2069	Band 7	As at 01.06.2016	As at 01.06.2017	Future	0.3	0.4667	0.44829999999999998	Band 8a	As at 01.06.2016	As at 01.06.2017	Future	0.5	0.26669999999999999	0.27589999999999998	Band 8b	As at 01.06.2016	As at 01.06.2017	Future	0	3.3300000000000003E-2	3.4500000000000003E-2	Band 8c	As at 01.06.2016	As at 01.06.2017	Future	0	0	0	Band 8d	As at 01.06.2016	As at 01.06.2017	Future	0	0	0	Analysis – As of June 2016, the overall responses were relatively low at 10, with bands 5 and 6 each having one response or 10% each.  Band 7 saw 3 paramedics employed at this level or 30% of the overall response. Band 8a saw the highest number of responses with 5 or 50% of the overall.  There were no FPoC paramedics recorded as working at bands 8b, 8c or 8d.

As of June 2017, there were more responses overall at 39 perhaps reflecting the general trend of paramedics moving from more traditional roles with an ambulance service and instead working in primary care. 3% were recorded as working at band 5, 20% working at band 6, 47% working at band 7, 27% working at band 8a and 3% working at band 8b.  With the majority of FPoC paramedics working at Bands 6 and 7 this reflects the financial incentive to paramedics who could expect to work at bands 5 or 6 (depending on experience and ambulance trust) working with an ambulance trust.

In the future the responses were directly comparable to the response for 2017, this may suggest that practices or employers were filling roles at the bands advertised in 2017 with no need to move further up the agenda for change scale.




Question 12

		HEE - First Point of Contact Paramedic in Primary Care

		How much non-clinical time was, is, will be allocated for management, research, CPD, patient administration (average hours per week)?

		Answer Choices		Average Number		Total Number		Responses

		As at 01.06.2016		2.1875		35		32.00%		16

		As at 01.06.2017		3.9428571429		138		70.00%		35

		Future		4.0714285714		114		56.00%		28

								Answered		50

								Skipped		282



How much non-clinical time was, is, will be allocated for management, research, CPD, patient administration (average hours per week)?

Average Number	As at 01.06.2016	As at 01.06.2017	Future	2.1875	3.9428571428571431	4.0714285714285712	Analysis – As of June 2016 there were, on average, 2 hours per week of non-clinical (management, research, CPD, patient administration) time planned into the working for the FPoC paramedics.  This figure rose to an average of 4 hours per week as of June 2017.  
In the future this figure stayed static, and this may suggest an acceptance or normalising of the role and the ancillary time needed to be successful.




Question 13

		HEE - First Point of Contact Paramedic in Primary Care

		In what setting did, does or will the FPOC Paramedic provide care

		In Practice Clinics

				Yes				No				Total

		As at 01.06.2016		61.11%		11		38.89%		7		18

		As at 01.06.2017		85.37%		35		14.63%		6		41

		Future		100.00%		43		0.00%		0		43

		Other (please specify)										4

										Answered		69

										Skipped		263

		Care Homes

				Yes				No				Total

		As at 01.06.2016		66.67%		12		33.33%		6		18

		As at 01.06.2017		82.05%		32		17.95%		7		39

		Future		92.31%		36		7.69%		3		39

		Other (please specify)										4

										Answered		69

										Skipped		263

		Home Visits

				Yes				No				Total

		As at 01.06.2016		73.68%		14		26.32%		5		19

		As at 01.06.2017		91.30%		42		8.70%		4		46

		Future		100.00%		43		0.00%		0		43

		Other (please specify)										4

										Answered		69

										Skipped		263



In Practice Clinics

Yes	As at 01.06.2016	As at 01.06.2017	Future	0.61109999999999998	0.85370000000000001	1	No	As at 01.06.2016	As at 01.06.2017	Future	0.38890000000000002	0.14630000000000001	0	Care Homes

Yes	As at 01.06.2016	As at 01.06.2017	Future	0.66670000000000007	0.82050000000000001	0.92310000000000003	No	As at 01.06.2016	As at 01.06.2017	Future	0.33329999999999999	0.17949999999999999	7.690000000000001E-2	Home Visits

Yes	As at 01.06.2016	As at 01.06.2017	Future	0.73680000000000012	0.91299999999999992	1	No	As at 01.06.2016	As at 01.06.2017	Future	0.26319999999999999	8.6999999999999994E-2	0	Analysis – As of June 2016, 61% of FPoC paramedics worked within a Practice setting, and this rose as of June 2017 to 85%. In the future the responses rose further still to 100% of FPOC paramedics anticipated to be working in a Practice setting.

As of June 2016, 67% of FPOC paramedics were working in a care home setting, this rose to 82% of response as of June 2017. In the future it is anticipated 92% of FPoC paramedic would be working in a care home setting.

As of June 2016, 74% of FPOC paramedics undertook home visits and this rose (as of June 2017) to 91%.  In the future this number is anticipated to rise further still to 100%.

These three areas (Practice clinics, care homes and homes visits) and the rises shown indicate likely focus areas where FPoC paramedics are anticipated to provide the most benefit.




Question 14

		HEE - First Point of Contact Paramedic in Primary Care

		Further to the question above, can you indicate which of the following functions / tasks are provided by the FPoC Paramedic?

		Answer Choices		Responses

		Home visits		94.20%		65

		Sessional work in  the practice		78.26%		54

		Telephone Triage		50.72%		35

		In the box below please describe how the model works				27

				Answered		69

				Skipped		263



Further to the question above, can you indicate which of the following functions / tasks are provided by the FPoC Paramedic?

Responses	Home visits	Sessional work in  the practice	Telephone Triage	0.94200000000000006	0.78260000000000007	0.50719999999999998	Analysis – In addition to the described previous, current or future settings of care (see question 13), 94% of FPoC paramedics are targeted at home visiting, 78% are targeted at sessional work within the Practice and 51% are tasked with providing telephone triage.




Question 15

		HEE - First Point of Contact Paramedic in Primary Care

		What are the indemnity arrangements for this service?

		Answered		63

		Skipped		266



		Policy via existing Practice indemnity (e.g. MDU/MPS) - 51

		Royal College of Paramedics - 2

		Individually indemnified - 3

		Not arranged yet - 2

		Covered by Provider Trust - 3

		Covered by GP Federation - 2

		TOTAL - 63



Analysis – 81% of practices who responded cover the indemnity of the paramedics they employ. 




Question 16

		HEE - First Point of Contact Paramedic in Primary Care

		Please can you describe the clinical governance structure for the service?  For example responsibilities and accountabilities for the management and reporting of risk, clinical audit, supervision etc.

		Answered		56

		Skipped		274



		GP mentorship provided - 8

		GP supervision throughout the day based on individual patient need - 23

		Line managed by Senior Nurse - 2

		Links to GP federation - 1

		Provider trust provides supervision - 2

		Regular GP supervision provided - 20

		56 Total

		Respondents		Response Date				Responses		Tags

		1		Feb 23 2018 12:13 PM		GP supervision throughout the day based on individual patient need		Works closely with duty doctor reviewing all visits. Access to supervising GP for queries throughout the day.

		2		Feb 19 2018 04:56 PM		GP supervision throughout the day based on individual patient need		The paramedic works alongside a lead Nurse practitioner and duty doctor everyday. Any supervision/support required on the day is available, The acute team work together sharing patients.

Our paramedic also has a GP as a mentor and to provide GP support and supervision and the Business manager for management input and support. 

		3		Feb 12 2018 04:38 PM		Regular GP supervision provided.		PP has a GP supervisor and they have regular supervision sessions.  PP also attends weekly GP meetings with GPs and other meetings with Practice Nurses.

		4		Feb 09 2018 02:20 PM		Line managed by Senior Nurse		Accountable to Nurse Team Leader (Band 8A) ANP

		5		Feb 09 2018 10:48 AM		GP supervision throughout the day based on individual patient need		Paramedic clinics are always covered by the duty GP and there is time allowed in both clinics for cases to be discussed, prescriptions to be signed . Supervision is provided by GPs and the Lead Acute Illness Prescribing Nurse

		6		Feb 08 2018 09:28 PM		GP supervision throughout the day based on individual patient need		Works closely with Duty Doctor who is called in to review patient as necessary, issues prescriptions. 

Debrief/feedback after every home visit

Paramedics have a mentor who they meet monthly for GP supervision

Regular reviews of workload etc with Practice Manager

		7		Feb 08 2018 03:26 PM		Regular GP supervision provided.		Direct from partners to Paramedic. One partner responsible for GP governance and annual appraisal training approval

		8		Feb 08 2018 12:09 PM		GP mentorship provided		Paramedic is mentored by one of the partners.  He completes his own audits where are published and checked by the mentor and shared at GP meetings.  We have a system for reporting significant events and sharing with the team.    Debriefs are included in the day to day practice appointments.

		9		Feb 08 2018 11:55 AM		GP supervision throughout the day based on individual patient need		Daily responsibility of duty doctor. Allocated to a GP trainer for training/supervision/CPD

		10		Feb 08 2018 11:05 AM		GP supervision throughout the day based on individual patient need		Accountable to the daily duty doctor.  All cases discussed with duty doctor or pt's own GP.  GP supervision is provided by a named GP mentor.

		11		Feb 08 2018 11:04 AM		GP mentorship provided		We employ 3 paramedics and each has their own GP mentor

		12		Feb 08 2018 10:59 AM		Line managed by Senior Nurse		Accountable to the multi disciplinary team lead. Responsible for GP governance CPD.

		13		Feb 08 2018 10:39 AM		GP supervision throughout the day based on individual patient need		He is accountable to the GP Partners and will always go to them for advice which outside of his remit, ask the GP to see the patient.  He has regular sessions with the GPs to discuss patient consultations and outcomes.

		14		Feb 08 2018 10:13 AM		Regular GP supervision provided.		Report into GPs.  Follow all other practice protocols and policies ref significant events etc.  HCPC registered.  

		15		Feb 07 2018 06:13 PM		GP mentorship provided		GP Supervisor and mentor with line management responsibilities

		16		Feb 07 2018 05:29 PM		GP supervision throughout the day based on individual patient need		supervision by duty team

		17		Feb 07 2018 11:17 AM		GP supervision throughout the day based on individual patient need		The Paramedic has daily support and supervision from the GP team with patient based discussions and care management plans being agreed by the team even though the Paramedic may deliver them. As this is a new development of our operational model over the last 18 months, we have ensured that the service is safe and robust. GP audits of case management have been taken and learning shared and discussed with the whole practice team. The Paramedic has been able to identify many cases of safeguarding, self-neglect, mental health difficulties on home visits to our patients. We have reviewed any protocols necessary to ensure the safe delivery of our services for all members of our GP team. Our GP team includes GPs, Advanced Nurse Practitioners, Physician Associate and Paramedic. These new health care roles have been incorporated into our workforce and have enabled us to develop an urgent care model for our patients which manages demand and streamlines patients to the appropriately skilled clinician.   

		18		Feb 06 2018 06:39 PM		Regular GP supervision provided.		we have a GP supervisor to organise training for them, we have done audits, organise courses. 

		19		Feb 02 2018 08:35 AM		GP mentorship provided		Accountable to assigned GP

		20		Feb 01 2018 10:54 AM		Regular GP supervision provided.		Paramedic works within her competencies under the direction and supervision of the GP's and adheres to all practice policies

		21		Jan 31 2018 07:52 PM		GP supervision throughout the day based on individual patient need		The PP's are supported daily by the Duty Doctor and overall by the partners of the practice.

		22		Jan 31 2018 03:55 PM		GP supervision throughout the day based on individual patient need		A mentor & duty dr oversee

		23		Jan 30 2018 04:36 PM		Regular GP supervision provided.		solely accountable to GP

		24		Jan 30 2018 01:24 PM		Regular GP supervision provided.		Position is supervised by the GPs

		25		Jan 30 2018 01:11 PM		Provider trust provides supervision		Ambulance Trust will provide GP governance with unput from lead Gp

		26		Jan 25 2018 11:32 PM		Regular GP supervision provided.		Through the Paramedic Lead into the Federation quality assurance system

		27		Jan 25 2018 04:20 PM		Provider trust provides supervision		Employed by SCAS with supervision from both

		28		Jan 25 2018 03:43 PM		Regular GP supervision provided.		All GP governance and oversight is coordinated by the GP GP team.  

		29		Jan 25 2018 09:00 AM		GP supervision throughout the day based on individual patient need		He is supervised in every session. Some sessions include a reflection on every single case and has had 1-2 hours per month to discuss progress with mentoring GP. No formal  audit done yet. Satisfaction survey is planned

		30		Jan 24 2018 06:46 PM		Links to GP federation		risk would be reported to specific practice for practice SEA but also to federation GP team other issues are federation responsibility

		31		Jan 24 2018 04:50 PM		Regular GP supervision provided.		Our PCP is mentored by our GP GP Lead.  He has GP supervision, allocated admin time and is part of the weekly GP team meeting which is an open forum for feedback and GP supervision.  Our PCP carries out audits of his own work 

		32		Jan 24 2018 01:34 PM		Regular GP supervision provided.		Accountable and supervised the Patient's GP, reports back to the GP via TPP, audits and reviews take place to ensure governance

		33		Jan 24 2018 12:43 PM		Regular GP supervision provided.		GP supervision 

		34		Jan 24 2018 12:13 PM		GP supervision throughout the day based on individual patient need		Working closely with Duty doctor team for each session who issue any necessary prescriptions following discussion.  Senior partner has overall responsibility for supervision 

		35		Jan 24 2018 11:06 AM		GP mentorship provided		Still being discussed by ultimately mentored by GP

		37		Jan 24 2018 10:49 AM		Regular GP supervision provided.		Possibly partners for GP and manager for admin etc 

		38		Jan 24 2018 10:00 AM		Regular GP supervision provided.		GP supervision and inline with practice policies and guidelines.

		39		Jan 24 2018 09:56 AM		GP supervision throughout the day based on individual patient need		report to duty dr

		40		Jan 24 2018 09:39 AM		GP mentorship provided		The PP is mentored by two of our GPs.  She also has a GP GP supervisor allocated for each surgery session and debriefs at the end.  She calls a GP in with her when seeing the patient when necessary.

		41		Jan 24 2018 09:25 AM		GP supervision throughout the day based on individual patient need		Model still being worked up but I anticipate the paramedic will report on a daily basis directly to the duty doctor but also have a GP mentor assigned.  

		42		Jan 23 2018 11:40 PM		GP supervision throughout the day based on individual patient need		GP Supervision of all clinics and home visits

		43		Jan 23 2018 07:56 PM		GP mentorship provided		GP mentor appointed for each paramedic session worked, with a number of scattered appointment slots held to enable access / discussion

		45		Jan 23 2018 07:08 PM		GP supervision throughout the day based on individual patient need		GP supervision and joint surgeries regularly. GP leads in each practice for support. De-briefing as consultations are reviewed by GPs.

		46		Jan 23 2018 06:38 PM		GP supervision throughout the day based on individual patient need		Project Board 

Full Audit of each visit. 

Client feedback on a % of visits

See our Draft Scope of Practice & Education Framework here

https://1drv.ms/w/s!AiqPifpcks_LgbMjMY5527-nGkV1YA 

		47		Jan 23 2018 06:38 PM		Regular GP supervision provided.		GP Governance, Audit, Supervision and Management is conducted by three partners, under the leadership and overall direction of the Senior GP Partner, who is also GP Governance Lead for the practice.

		48		Jan 23 2018 06:30 PM		GP supervision throughout the day based on individual patient need		Paramedic is overseen by Duty GP and all cases discussed with her.  All visits are triaged by GP for suitability.

		49		Jan 23 2018 06:29 PM		GP mentorship provided		We have a GP trainer who is the mentor & provides supervision, each Practice is responsible for their patients and the FPOCP reports back to them after each visit.

		50		Jan 23 2018 06:26 PM		GP supervision throughout the day based on individual patient need		GP on call on the day has responsibility for the PP. Partner responsible for GP audit etc

		51		Jan 23 2018 06:19 PM		Regular GP supervision provided.		Paramedic reports to a GP Partner, had an annual appraisal with a GP and supervision is provided by all GPs in the practice.

		52		Jan 23 2018 06:18 PM		Regular GP supervision provided.		GP's, job description, regular GP supervision

		53		Jan 23 2018 06:17 PM		Regular GP supervision provided.		GP control with senior partner and administration with practice manager

		54		Jan 23 2018 06:15 PM		Regular GP supervision provided.		Paramedics directly supervised by a GP - allocated tutorials to discuss patients. Paramedic follows practice protocols and CCG pathways.

		55		Jan 23 2018 06:12 PM		Regular GP supervision provided.		Paramedics always in touch with supervising GP who agrees management plan. iPad connectivity to patient records via mobile communication so consultations are recorded immediately. Lead GP allocated to paramedics.

		56		Jan 23 2018 06:03 PM		GP supervision throughout the day based on individual patient need		GP supervision - daily GP meeting

		57		Jan 23 2018 05:59 PM		GP supervision throughout the day based on individual patient need		To the Duty Doctor

		58		Jan 23 2018 05:59 PM		GP supervision throughout the day based on individual patient need		Has dedicated supervision with lead gp allocated daily



Analysis – 41% of practices offer the paramedic GP supervision throughout the day based on individual patient need, with 35%  providing regular supervision by a GP and 14% providing a GP mentor.





Question 17

		HEE - First Point of Contact Paramedic in Primary Care

		Have you considered use of apprenticeships to develop post graduate paramedic roles?

		Answer Choices		Responses

		Yes		7.25%		5

		No		76.81%		53

		I would like more information on this		33.33%		23

				Answered		69

				Skipped		263



Have you considered use of apprenticeships to develop post graduate paramedic roles?

Responses	Yes	No	I would like more information on this	7.2499999999999995E-2	0.7681	0.33329999999999999	Analysis – Only 7% of Practices had considered the use of apprenticeships to develop post graduate paramedics, however 33% of the respondents would like to have further information on this subject




Question 18

		HEE - First Point of Contact Paramedic in Primary Care

		Would you like to be contacted by the HEE Paramedic Lead to discuss your model or proposed model and explore the opportunities further?

		Answer Choices		Responses

		Yes		52.24%		35

		No		47.76%		32

				Answered		67

				Skipped		265



Would you like to be contacted by the HEE Paramedic Lead to discuss your model or proposed model and explore the opportunities further?

Responses	Yes	No	0.52239999999999998	0.47760000000000002	Analysis – 52% of Practices said they would like to be contacted to discuss their model/proposed model further




Question 19

		HEE - First Point of Contact Paramedic in Primary Care

		Would you be happy for us to contact you to enable us to co-develop a case study on your experience of a FPoC Paramedic service for your population?

		Answer Choices		Responses

		Yes		65.22%		45

		No		34.78%		24

				Answered		69

				Skipped		263



Would you be happy for us to contact you to enable us to co-develop a case study on your experience of a FPoC Paramedic service for your population?

Responses	Yes	No	0.6522	0.3478	Analysis – 65% of Practices said they would be happy to be contacted to produce a more detailed case study
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Q1 You and your practice


Answered: 184 Skipped: 0


ANSWER CHOICES RESPONSES


ZIP/Postal Code


Country
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Your name


Practice OD code


Practice name


Practice postcode (main surgery)


Contact email address


Contact phone number
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49.43% 87


50.57% 89


Q2 Would you like more information from HEE on First Point of Contact
Clinicians supporting MSK pathways?


Answered: 176 Skipped: 8


TOTAL 176


Yes


No
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ANSWER CHOICES RESPONSES


Yes


No
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28.49% 51


5.59% 10


2.23% 4


68.72% 123


10.61% 19


Q3 Can a patient with a MSK condition (such as such as back pain or
arthritis) access one of these clinicians without going through the GP


first?


Answered: 179 Skipped: 5


Total Respondents: 179  
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above
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76.67% 23


23.33% 7


Q4 Can any of your patients with musculoskeletal (MSK) conditions
currently access a physiotherapist without needing to see a GP first?


Answered: 30 Skipped: 154


TOTAL 30


Yes


No
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ANSWER CHOICES RESPONSES


Yes


No
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Q5 Using 1st June as a fixed point in time, did your patients have
access to a FPOC Physiotherapist as part of the MSK pathway on this


date or do you have plans to implement this service in the future?


Answered: 26 Skipped: 158
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Q6 How many sessions per week (average) did, do or will you have a
FPOC Physiotherapist service available to your patients on the MSK


pathway?


Answered: 12 Skipped: 172
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 0  1  12


 8  98  12


 15  178  12


Q7 How many FPOC Physio appointments for new patients were, are
or will be available / offered each week (average) on the MSK


pathway?  Please enter the number.


Answered: 13 Skipped: 171


Total Respondents: 13
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Future
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 0  1  11


 1  12  11


 3  34  10


Q8 How many FPOC Physio follow-up appointments were, are or will
be available / offered each week (average) on the MSK pathway? 


Please enter the number.


Answered: 12 Skipped: 172


Total Respondents: 12
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01.06.2017


Future
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14.29% 2


71.43% 10


7.14% 1


0.00% 0


7.14% 1


Q9 What is an average length of appointment with your FPOC
Physiotherapist (minutes)?


Answered: 14 Skipped: 170


TOTAL 14
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Q10 How did, do or will patients access this service as part of the MSK
pathway?


Answered: 18 Skipped: 166
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Not Applicable


Practice team direct patients to the service (Direct Access)
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Q11 How was, is or will the FPOC physiotherapist (be) employed?


Answered: 14 Skipped: 170
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Q12 What AfC band or level were, are or will they (be) employed at?


Answered: 6 Skipped: 178
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 0  0  3


 0  1  6


 1  3  6


Q13 How much non-clinical time was, is, will be allocated for
management, research, CPD, patient administration (average hours per


week)?


Answered: 8 Skipped: 176


Total Respondents: 8
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Future
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Q14 Please can you describe the clinical governance structure for the
service?  For example responsibilities and accountabilities for the
management and reporting of risk, clinical audit, supervision etc.


Answered: 9 Skipped: 175
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Q15 Which of the following was, is or will your physiotherapist (be) able
to provide autonomously within the context of the multi-professional


team?


Answered: 11 Skipped: 173
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Request diagnostics (imaging, bloods etc.)


Yes No


As at


01.06.2016


As at


01.06.2017


Future
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Diagnosis


Yes No


As at
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As at
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Future
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Prescribing Service
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Discharge
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10.00% 2


90.00% 18


Q16 Can any of your patients with musculoskeletal (MSK) conditions
currently access a podiatrist without needing to see a GP first?


Answered: 20 Skipped: 164


TOTAL 20
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Q17 Using 1st June as a fixed point in time, did your patients have
access to a FPOC Podiatrist as part of the MSK pathway on this date


or do you have plans to implement this service in the future?


Answered: 8 Skipped: 176
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Q18 How many sessions per week (average) did, do or will you have a
FPOC Podiatrist service available to your patients on the MSK


pathway?


Answered: 1 Skipped: 183
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 1  1  2
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 1  1  2


Q19 How many FPOC Podiatry appointments for new patients were,
are or will be available / offered each week (average) on the MSK


pathway?  Please enter the number.


Answered: 2 Skipped: 182
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Q20 How many FPOC Podiatry follow-up appointments were, are or
will be available / offered each week (average) on the MSK pathway? 


Please enter the number.


Answered: 2 Skipped: 182
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Q21 What is an average length of appointment with your FPOC
Podiatrist (minutes)?


Answered: 1 Skipped: 183
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Q22 How did, do or will patients access this service as part of the MSK
pathway?


Answered: 3 Skipped: 181
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Not Applicable


Practice team direct patients to the service (Direct Access)
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Q23 How was, is or will the FPOC Podiatrist (be) employed?


Answered: 1 Skipped: 183
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Q24 What AfC band or level were, are or will they (be) employed at?


Answered: 1 Skipped: 183
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 1  1  2


 1  1  2


 1  1  2


Q25 How much non-clinical time was, is, will be allocated for
management, research, CPD, patient administration (average hours per


week)?


Answered: 2 Skipped: 182


Total Respondents: 2


As at
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Future
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Q26 Please can you describe the clinical governance structure for the
service? For example responsibilitiesand accountabilities for the
management and reporting of risk, clinical audit, supervision etc.


Answered: 1 Skipped: 183
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Q27 Which of the following was, is or will your podiatrist (be) able to
provide autonomously within the context of the multi-disciplinary team?


Answered: 0 Skipped: 184
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Onward Referral
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5.00% 1


95.00% 19


Q28 Can any of your patients with musculoskeletal (MSK) conditions
currently access an Osteopathwithout needing to see a GP first?


Answered: 20 Skipped: 164


TOTAL 20
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Q29 Using 1st June as a fixed point in time, did your patients have
access to a FPOC Osteopath as part on the MSK pathway on this date


or do you have plans to implement this service in the future?


Answered: 1 Skipped: 183
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Q30 How many sessions per week (average) did, do or will you have a
FPOC Osteopath service available to your patients on the MSK


pathway?


Answered: 0 Skipped: 184
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 0  0  0


 0  0  0


 0  0  0


Q31 How many FPOC Osteopath appointments for new patients were,
are or will be available / offered eachweek (average) on the MSK


pathway? Please enter the number.


Answered: 0 Skipped: 184


Total Respondents: 0


! No matching responses.
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 0  0  0


 0  0  0
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Q32 How many FPOC Osteopath follow-up appointments  were, are or
will be available / offered eachweek (average) on the MSK pathway?


Please enter the number.


Answered: 0 Skipped: 184


Total Respondents: 0


! No matching responses.
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Q33 What is an average length of appointment with your FPOC
Osteopath (minutes)?


Answered: 0 Skipped: 184


TOTAL 0


! No matching responses.
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10-20 mins


20-30 mins


30-40 mins


40-50 mins


50+ mins


44 / 69


HEE - First Point of Contact Clinician in MSK Pathway







Q34 How did, do or will patients access this service as part of the MSK
pathway?


Answered: 0 Skipped: 184
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Q35 How was, is or will the FPOC Osteopath (be) employed?


Answered: 0 Skipped: 184
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Q36 What AfC band or level were, are or will they (be) employed at?


Answered: 0 Skipped: 184
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 0  0  0


 0  0  0


 0  0  0


Q37 How much non-clinical time was, is, will be allocated for
management, research, CPD, patient administration (average hours per


week)?


Answered: 0 Skipped: 184


Total Respondents: 0


! No matching responses.
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Q38 Please can you describe the clinical governance structure for the
service? For example responsibilitiesand accountabilities for the
management and reporting of risk, clinical audit, supervision etc.


Answered: 0 Skipped: 184
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Q39 Which of the following was, is or will your podiatrist (be) able to
provide autonomously in the context of the multi-disciplinary team?


Answered: 0 Skipped: 184
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Onward Referral


0.00%


0


0.00%


0


 


0


0.00%


0


0.00%


0


 


0


0.00%


0


0.00%


0


 


0


 YES NO TOTAL


As at 01.06.2016


As at 01.06.2017


Future


51 / 69


HEE - First Point of Contact Clinician in MSK Pathway







Q40 What is the title of your Project?


Answered: 7 Skipped: 177
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Q41 Who are you? (Optional)


Answered: 2 Skipped: 182
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Q42 Who you worked with (other organisations)


Answered: 4 Skipped: 180
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Q43 What was the start date for your initiative?


Answered: 3 Skipped: 181
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Q44 What were your objectives when setting up the project and who
were you trying to help?i.e. improved access for patients, releasing GP


capacity, etcWas the project focused on any particular cohorts of
patients within the MSK pathway?


Answered: 4 Skipped: 180
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Q45 What did you deliver?i.e. Type of service, number of
appointments, number of people accessing the service, which patients
could access the service, staff (who was involved and at what level?)


Answered: 3 Skipped: 181
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Q46 What were the benefits?


Answered: 4 Skipped: 180
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Q47 Did you collect any data relating to the service?  If so, what is the
length of time the data has been collected over and what are the key


findings?


Answered: 3 Skipped: 181
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 79  316  4


Q48 What impact has this service had on patient access?


Answered: 4 Skipped: 180


Total Respondents: 4
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Q49 What impact has this service had on releasing GP capacity?


Answered: 4 Skipped: 180


Total Respondents: 4
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Q50 What impact has this service had on patient health outcomes?


Answered: 4 Skipped: 180


Total Respondents: 4
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Q51 Please describe your experience of implementing this service


Answered: 5 Skipped: 179
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Q52 Please can you describe any key learning points that others
may benefit from?


Answered: 3 Skipped: 181
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Q53 In your experience what was the most challenging aspect of
implementing the service?Understanding this will help us to target our


support.


Answered: 4 Skipped: 180


TOTAL 4
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Q54 How were staff engaged with the project and the implementation of
the change?


Answered: 5 Skipped: 179
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Q55 How were patients / service users engaged with the project and
the implementation of the change?


Answered: 5 Skipped: 179
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Q56 Any words of wisdom for a practice starting this journey?


Answered: 4 Skipped: 180
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Q57 Do you have any feedback from patients or staff that you would
like to include?


Answered: 2 Skipped: 182
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		Q1 You and your practice

		Q2 Would you like more information from HEE on First Point of Contact Clinicians supporting MSK pathways?

		Q3 Can a patient with a MSK condition (such as such as back pain or arthritis) access one of these clinicians without going through the GP first?

		Q4 Can any of your patients with musculoskeletal (MSK) conditions currently access a physiotherapist without needing to see a GP first?

		Q5 Using 1st June as a fixed point in time, did your patients have access to a FPOC Physiotherapist as part of the MSK pathway on this date or do you have plans to implement this service in the future?

		Q6 How many sessions per week (average) did, do or will you have a FPOC Physiotherapist service available to your patients on the MSK pathway?

		Q7 How many FPOC Physio appointments for new patients were, are or will be available / offered each week (average) on the MSK pathway?  Please enter the number.

		Q8 How many FPOC Physio follow-up appointments were, are or will be available / offered each week (average) on the MSK pathway?  Please enter the number.

		Q9 What is an average length of appointment with your FPOC Physiotherapist (minutes)?

		Q10 How did, do or will patients access this service as part of the MSK pathway?

		Q11 How was, is or will the FPOC physiotherapist (be) employed?

		Q12 What AfC band or level were, are or will they (be) employed at?

		Q13 How much non-clinical time was, is, will be allocated for management, research, CPD, patient administration (average hours per week)?

		Q14 Please can you describe the clinical governance structure for the service?  For example responsibilities and accountabilities for the management and reporting of risk, clinical audit, supervision etc.

		Q15 Which of the following was, is or will your physiotherapist (be) able to provide autonomously within the context of the multi-professional team?

		Q16 Can any of your patients with musculoskeletal (MSK) conditions currently access a podiatrist without needing to see a GP first?

		Q17 Using 1st June as a fixed point in time, did your patients have access to a FPOC Podiatrist as part of the MSK pathway on this date or do you have plans to implement this service in the future?

		Q18 How many sessions per week (average) did, do or will you have a FPOC Podiatrist service available to your patients on the MSK pathway?

		Q19 How many FPOC Podiatry appointments for new patients were, are or will be available / offered each week (average) on the MSK pathway?  Please enter the number.

		Q20 How many FPOC Podiatry follow-up appointments were, are or will be available / offered each week (average) on the MSK pathway?  Please enter the number.

		Q21 What is an average length of appointment with your FPOC Podiatrist (minutes)?

		Q22 How did, do or will patients access this service as part of the MSK pathway?

		Q23 How was, is or will the FPOC Podiatrist (be) employed?

		Q24 What AfC band or level were, are or will they (be) employed at?

		Q25 How much non-clinical time was, is, will be allocated for management, research, CPD, patient administration (average hours per week)?

		Q26 Please can you describe the clinical governance structure for the service? For example responsibilitiesand accountabilities for the management and reporting of risk, clinical audit, supervision etc.

		Q27 Which of the following was, is or will your podiatrist (be) able to provide autonomously within the context of the multi-disciplinary team?

		Q28 Can any of your patients with musculoskeletal (MSK) conditions currently access an Osteopathwithout needing to see a GP first?

		Q29 Using 1st June as a fixed point in time, did your patients have access to a FPOC Osteopath as part on the MSK pathway on this date or do you have plans to implement this service in the future?

		Q30 How many sessions per week (average) did, do or will you have a FPOC Osteopath service available to your patients on the MSK pathway?

		Q31 How many FPOC Osteopath appointments for new patients were, are or will be available / offered eachweek (average) on the MSK pathway? Please enter the number.

		Q32 How many FPOC Osteopath follow-up appointments  were, are or will be available / offered eachweek (average) on the MSK pathway? Please enter the number.

		Q33 What is an average length of appointment with your FPOC Osteopath (minutes)?

		Q34 How did, do or will patients access this service as part of the MSK pathway?

		Q35 How was, is or will the FPOC Osteopath (be) employed?

		Q36 What AfC band or level were, are or will they (be) employed at?

		Q37 How much non-clinical time was, is, will be allocated for management, research, CPD, patient administration (average hours per week)?

		Q38 Please can you describe the clinical governance structure for the service? For example responsibilitiesand accountabilities for the management and reporting of risk, clinical audit, supervision etc.

		Q39 Which of the following was, is or will your podiatrist (be) able to provide autonomously in the context of the multi-disciplinary team?

		Q40 What is the title of your Project?

		Q41 Who are you? (Optional)

		Q42 Who you worked with (other organisations)

		Q43 What was the start date for your initiative?

		Q44 What were your objectives when setting up the project and who were you trying to help?i.e. improved access for patients, releasing GP capacity, etcWas the project focused on any particular cohorts of patients within the MSK pathway?

		Q45 What did you deliver?i.e. Type of service, number of appointments, number of people accessing the service, which patients could access the service, staff (who was involved and at what level?)

		Q46 What were the benefits?

		Q47 Did you collect any data relating to the service?  If so, what is the length of time the data has been collected over and what are the key findings?

		Q48 What impact has this service had on patient access?

		Q49 What impact has this service had on releasing GP capacity?

		Q50 What impact has this service had on patient health outcomes?

		Q51 Please describe your experience of implementing this service

		Q52 Please can you describe any key learning points that others may benefit from?

		Q53 In your experience what was the most challenging aspect of implementing the service?Understanding this will help us to target our support.

		Q54 How were staff engaged with the project and the implementation of the change?

		Q55 How were patients / service users engaged with the project and the implementation of the change?

		Q56 Any words of wisdom for a practice starting this journey?

		Q57 Do you have any feedback from patients or staff that you would like to include?
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 3



OVERVIEW



		Practice Name and Contact Details of Key Person



		Emmy Butcher – Practice Manager/Managing Partner

Beversbrook Medical Centre, Calne, Wiltshire

emmybutcher@nhs.net

01249 821831 and 07734 849826





		CCG



		Wiltshire CCG





		Practice List Size



		Just this Practice - 7200





		Background



		The current Paramedic applied for an HCA post (for personal reasons as wanted to find a job to fit with childcare commitments).  Worked in that role for 18 months, and realised missed being a paramedic.  At same time, CCG had a “Transforming Care for Older People” Enhanced Service in place.  Asked him to stay on and support the Enhanced Service, which was agreed.  Works two days a week (as a small Practice).  



He does urgent/same day home visits, and also other more routine tasks (e.g. flu vaccinations for house-bound patients).  Even when Enhanced Service ends, will want to carry on employing him.  Very important part of the team.  



[ADDED VALUE: Piloting ‘Doctor Link’ for a year – online triage/consultation tool.  One benefit - helping divert patients to pharmacy: highly recommended, made significant difference].   





		Strategic Drivers



		· Opportunity created by CCG funding

· Support capacity needed as part of the wider Multi-Disciplinary Team (MDT)

· Have large young patient cohort, who are highly demanding, even for minor illness – so high demand overall





		Key Objectives



		· Adding capacity

· Saving travel time for the GPs

· Making best use of individual staff members who have a specialist set

· Have a number of students from the wider MDT and innovative approaches to training, so part of enriching their overall service offer





		Source of Funding



		Via the Enhanced Service, likely to last at least another year.  Practice will fund anyway themselves if needed.  





		Communications with Staff and/or Patients



		General acceptance from patients won’t always see a Doctor.  Call him a Specialist Practitioner.  Have found it’s better to have individual conversations, rather than large ‘advertising campaign’.











		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Descriptions?



		Job Description 









PATHWAY



		What type of patients are seen/scope of practice?



		Patients requiring home visits, linking closely with GPs/District Nurses/Care Co-ordinator.  Generally, more elderly patients, with multi-morbidity – noting focus on elderly, given funding source.



Paramedic sees mix of same-day and routine patients – majority same-day.  





		How do patients access the service?



		Anyone from the Practice (including the receptionists) can refer into the Paramedic.  The receptionists are trained navigators. 





		Time Spent Per Patient



		About 30 minutes





		What do they do when they see the patient?



		Assessment/Diagnosis/Treatment etc.  Can call GP if needed for advice





		Next steps following patient appointment/onward referral pathway and process



		He can initiate an admission, refer into District Nursing team etc.  Make recommendations for further care – GP then ‘takes over’ the care.    





		Support systems for clinician



		Doesn’t have access to patient record whilst in patients’ home (issue with funding IT equipment), but can access via phone or when back at the Practice and/or prior to the visit.  He records the notes into the clinical computer system.   





		Appointments – are they virtual/Face-2-Face/mixture?



		All face-to-face.



He manages his own day, so he can try and see patients who live closely together etc.  





		Access to diagnostics



		Same as GP – take bloods, ECG etc.  He will make recommendations to the GP.





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		All patients are seen in their home (although occasionally helps out in the Practice).



Not involved in telephone triage.  





		Dependencies/Integration/Place within the System



		Dependent on the GPs and a really good admin team (where he has one point of contact).

















STAFFING



		Employment



		Practice employs him - 0.4 WTE.

Also works for prison service (as a paramedic), and as a bank member of the Ambulance Service.





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Nothing specific.





		Indemnity



		Covered by Practice.  With MDDUS – pay a few hundred pounds extra a year.  





		Training Needs



		Manages his own CPD, which he regularly reviews requirements with line managers.





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		Every patient he sees he completes the notes and reports back to the GP – so this is excellent supervision.  

Works very much within his scope of practice.  

Involved in Practice education and Significant Event meetings etc.  





		Line Management



		Jointly between Practice Manager and GP Partner (Clinical).





		Banding



		£31,200 a year, pro-rata.  Incentive for him to take the role was so he could continue to work with a team he knows well and the Practice is flexible to fit around his personal commitments.  





		Costs



		Only usual on-costs, and petrol/car insurance they also pay.





		Prescribing



		No.  Has PGDs.  Can make recommendations to GPs.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Practice knew when their busy days are, i.e. Mondays, especially for home visits.  Elderly population generally don’t like to contact OOHs service over weekend.  Also, Thursday’s are good to identify people at risk of admission, and then gives Friday to arrange admission/ initiate prevention interventions.  



Not enough work as a small Practice to do much more than a few days a week, but across several local Practices definitely would be a need for more WTE of a paramedic(s)  





		Activity



		Sees 12-15 patients a day





		Data Collection Methodology and IT access



		Into GP Practice computer system – TPP/System One



		Access to patient records



		See above.  Has access to ‘social care viewer’ from the Local Authority.  Would be helpful to have more access to mental health records.  Has same access to everything GP has.  





		Information Governance



		Same as the overall Practice arrangements.  









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		Put in a bid for funding and CCG approved.





		What was achieved through the work?



		· Met objectives

· Being able to see the patient with the carer in their own setting has made a real difference to delivering holistic care

· Patient satisfaction with the Paramedic is very high and they feel they’ve been ‘properly looked after’ (GPs often in more of a rush)





		Lessons Learnt



		· Be prepared to work alongside the individual – if not worked in primary care before, will be a gradual journey working closely with the wider team; they will be learning every day.  Will need to be prepared to develop and mentor them – it is worth the effort, but will take time (6-12 months)

· Possible some cross-over with community nursing teams, but these are often stretched, so need for joint working around individual patients





		Evaluation – yes/no/planned



		No









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Happy to consider.  





		If yes, please provide details



		Happy to consider.  





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· If know more about the rest of the system, will have better knowledge of local pathways

· Being able to have a larger pool of people to draw from

· Sharing best practice across different parts of the system.  



Issues:

· When ‘share’ staff, can be issues between how they split their time between organisations.  Each need to “get their fair share”.
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 4



OVERVIEW



		Practice Name and Contact Details of Key Person



		Craig Sutton - Paramedic

Irnham Lodge Surgery, Minehead, Somerset.

craig.sutton1@nhs.net

Tel: 01643 703289 





		CCG



		Somerset CGG





		Practice List Size



		6500





		Background



		· Approached October 2015 by GP

· Surgery struggling to recruit GPs

· Two GP retirements pending

· Asked to consider whether he might work in GP practice

· No model to start with, iterative model – started with;

· Urgent home visits – November 2015

· Patients now also seen in the surgery “sit and wait clinic” – 5 clinics through-out the day, limited to specific number of patients – 2 paramedics working every day.



2 services – home care visiting and on the day urgent care

4 paramedics – for visiting and clinics

2 full paramedics – all 4 part time. Equates to 2 paramedics available each day to run clinic and visits.





		Strategic Drivers



		· Couldn’t recruit sufficient number of GPs – two pending retirements

· GP practice considering different model of practice to meet demand.





		Key Objectives



		· Release more time for GPs to see chronic patients





		Source of Funding



		· Practice





		Communications with Staff and/or Patients



		· Met with patient group prior to starting – explained background and how role might develop

· Included in the patient newsletter

· Staff were made aware paramedic starting to help inform their choices





		Has a Service Specification been produced and/or a Standard Operating Procedure?



		· Nothing produced



















PATHWAY



		What type of patients are seen/scope of practice?



		All same day urgent care.

No official document referral criteria – reception are aware



Visiting

· Elderly, infirm, disabled – cannot physically get out of home – 95% elderly

· ill but bedbound, due to acute illness

· No age limit

· 9.30am – 5.30pm – for paramedics 

· Calls triaged by GP 8 – 9.30am (initially)



Urgent care clinics

· 10am – 11am, 11am – 12.15pm, 2pm-3pm, 3.30pm – 4.30pm, 4.30 – 5.30pm

· Varied age ranges – less elderly than visiting service





		How do patients access the service?



		Visiting

· Patients ring the practice, list created by receptionist

· List triaged by GP

· GP will ring patient back when needed

· Paramedics will visit based on this triage.

· GPs could still visit if needed

· No nurses doing visiting in lieu of paramedics



Urgent care clinic

· Ring the practice

· Receptionist ask if urgent or they need to GP

· Receptionist will book the patient after explaining to patient what paramedic (referred to as primary care practitioner) will do, patient can still see GP after if required.

· Patient will attend clinic in practice.





		Time Spent Per Patient



		Visiting

· Average 15 mins, but not designed in



Clinic

· No specific time limits





		What do they do when they see the patient?



		· History/Obs, assessment/diagnosis and treatment

· Can refer back to GP if needed

· Can’t prescribe – if needed, patient goes to doctors list, send script request to available doctors. GP could see patient if needed, but if not, the first GP, with capacity, will undertake. Pharmacy located next door.





		Next steps following patient appointment/onward referral pathway and process



		Visiting

· Debrief with GP and/or discuss next steps with GP. 

· If paramedic needs to admit they could call 999 or primary link (admissions service for Somerset)

· Paramedic can discuss admission or treatment with GP if needed – via phone or in person.

· If drugs needed, ring practice/GP who sent out to ask for script – this can be electronically sent or collected from reception/or delivered from the pharmacy. 



Clinic

· Send away with advice with over the counter medicines

· Make routine appointment at later date – ability to book GP appointment including access to GP only appointments

· Refer to GP for review

· Request script

· Refer to primary link to admit or 999

· Rebook to visit back in urgent care clinic if needed (watchful waiting)





		Support systems for clinician



		· EmisWeb – same access as GPs inc special patient notes

· Mobile electro cardiogram – 2 pads with mobile can detect Atrial fibrillation (AF) 

· Ipod with dermoscope – can upload to dermatology service for advice

· Ipod can be used to take picture for review





		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face – visiting and clinic

· No virtual

· No telephone





		Access to diagnostics



		· See notes in support systems

· ECGs

· Same as GPs

· Can take bloods





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Patients in their own home

· Nursing/care/residential homes

· In clinic (practice)

· Visits and clinics work concurrently





		Dependencies/Integration/Place within the System



		· Send a lot of people to the Living Better Team (look after vulnerability and chronic patients)

· Musgrove Hospital fund Living Better Team – Social and Health. No age limits.

· Primary link – see above

· Dependent on access to Podiatry, Physiotherapy, Talking therapies – CBT 









STAFFING



		Employment



		· Practice employs directly

· Does not work in other parts of NHS

· 9.30am – 5.30pm





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· Monthly meeting with 1.5 hour education session

· 45 mins spare, on average to research

· No regular GP supervision, although debriefs happen daily inc 45 mins.





		Indemnity



		· Paramedic organises indemnity and then the practice pays for it.

· In paramedic name





		Training Needs



		· 45 mins a–day, on average, to research if needed

· Monthly session – 1.5 hours

· Somerset Educational Trust (part of LMC) – every service that buys in gets training for staff

· Paramedic can advise and steer training needs





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Any GP could provide supervision on the day – e.g. for clinics/visiting

· Not connected to one GP per se





		Line Management



		· Practice manager line manages– but more in line with partners.





		Banding



		· Not paid on agenda for change

· Does not scale with paramedic competency framework





		Costs



		· Kitbag and equipment

· Estate costs

· Use own vehicles





		Prescribing



		· No, refer to early comments.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· 1 paramedic each for visiting and clinic

· Clinics are capped – 6 patients apart from last clinic which is open ended.

· Deployment of paramedics is fluid. They can split and one do visiting and one clinic, or they could both do clinics and visit as and when necessary.

· GP could see patients if needed, the last clinic is not capped.





		Activity



		· Visiting – average 3/4 visits a day between paramedics

· Clinics – average 35 patients a day





		Data Collection Methodology and IT access



		· No regular reporting

· Emisweb can be used for reporting





		Access to patient records



		· Full access to primary care record

· No access to community or acute systems





		Information Governance



		· Practice arrangements

· Regular 3 hour training when needed









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· Because of the nature of the service e.g. practice commissioned then this has not been necessary/required





		What was achieved through the work?



		· Local research shows

· Antibiotic prescribing is down

· Acute admissions are down

· GPs now have 15 minute slots since paramedic service inception as opposed to 10 minute slots.





		Lessons Learnt



		· Naming of paramedic – called Primary Care Practitioner instead of primary care paramedic as might confuse patient

· Being up front with patient who they are seeing – so managing expectations (gets easier over time)

· Ability to take photos for records – using IPad

· Fluidity of system is useful to urgent care demand





		Evaluation – yes/no/planned



		None to date









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		· Not to date





		If yes, please provide details



		· n/a





		What do you think are the benefits and issues associated with rotational working?



		· Understanding of referral systems and community services would stop admissions to acute environments

· Increased medical knowledge could be applied when working with ambulance service

· Ambulance paramedics more comfortable communicating with community paramedics and working together (rather than with GP)
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 5



OVERVIEW



		Practice Name and Contact Details of Key Person



		Dr Matt Clark

Cranleigh Medical Practice, Cranleigh, Surrey

mattclark@nhs.net

01483 273951 or 07903 686834





		CCG



		Guildford and Waverley





		Practice List Size



		Just their Practice involved – 15,500 patients





		Background



		Another local Practice said how good it was to have a paramedic student rotating into the Practice, so Cranleigh decided to do the same.  Had a good experience with the student paramedics, so advertised for a substantive ANP or Paramedic Practitioner (following resignation of two salaried Drs, thus funding was ‘released’).  Employed their own Paramedic in August 2016 – 1 WTE (4 days a week, 10 hours a day – as lives far away).  Advertised for a second Paramedic, but not been successful to date.  Paramedic sees same day patients in the Practice, and home visiting.  



Also, employ pharmacist (not yet prescribing) - 1 WTE.  Mostly does medication reviews, post-discharge medication reviews etc.  





		Strategic Drivers



		Saw working elsewhere and decided to try for themselves.  Realised it was a cost-effective model and it added capacity and another skill-set to their ‘on the day team’.





		Key Objectives



		· Adding capacity to the team

· Manage demand in a cost-effective way





		Source of Funding



		Practice own funding





		Communications with Staff and/or Patients



		Good Practice Patient Group, and they were included in interview process for the Paramedic.  Issue where some patients thought Jim was a Dr, so has explicit sign on door and wears clear identification on his uniform.  Great majority of patients are very pleased with the paramedic, especially as often can be seen very quickly by him.





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		Not known



















PATHWAY



		What type of patients are seen/scope of practice?



		Sees all same day minor illness, but knows his scope of practice, so will refer on to GP if need be.  

Does not see patients aged under one.

Proportion of patients seen: same day = 80% and home visiting = 20% 





		How do patients access the service?



		Practice reception signposting.  Also, paramedic will review home visits with GP and together decide which patients he will see.  





		Time Spent Per Patient



		In clinic - Average = 15 minutes

Visiting – Average = 20 minutes





		What do they do when they see the patient?



		Assessment/Diagnosis/Treatment etc. …

May also pick up any QOF related work.  If a rash, will take digital picture.





		Next steps following patient appointment/onward referral pathway and process



		If acute admission required, he will discuss with GP and contact hospital.  If home visit, will discuss next steps with GP on return.  Any referrals are discussed with GP.





		Support systems for clinician



		Full access to EMIS web, as per all the other Practice clinicians.  Can access RIO community nurses’ notes

 



		Appointments – are they virtual/Face-2-Face/mixture?



		Face-to-Face mainly.  He occasionally speaks to patients on the phone (from the triage queue); type of patients seen aligned with his personal skill-set.





		Access to diagnostics



		Same as all the Practice clinicians.  Can refer for X-ray, but would check with GP first





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		Practice and in patients’ home/care home





		Dependencies/Integration/Place within the System



		Access to supervising clinician is key, who takes the ultimate responsibility if things go wrong









STAFFING



		Employment



		Practice is the employer.  1 WTE at present – want to employ another one.  





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Nothing except for training.





		Indemnity



		Unknown





		Training Needs



		Undertaking a paediatric and prescribing course. 





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		Always liaising with GPs about individual patients.  Also, attends clinical governance meetings revolving around significant events.  Involved in designing minor illness protocols.





		Line Management



		One of the GPs.  Also, provides mentorship for the paramedic.  





		Banding



		Band 7 equivalent.  No additional incentives required to employ him.





		Costs



		Nothing over and above on-costs, except for any training courses.





		Prescribing



		No, but doing a prescribing course.  Follows PGDs and liaises with GP if patient needs a prescription.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Did an initial estimate, and piloted.  Need additional paramedic/Advanced Nurse Practitioner capacity, to cover leave/sickness, Wednesdays etc.



Practice has an ‘on the day team’.  Typical day for paramedic =

- 8-10am seeing same day patients in the Practice, then 

- undertakes ‘suitable/simpler’ home visits and then will review with GP on return (10-11.30, 2-3 visits)

- review meeting with colleagues;  

- 2pm to 6pm, seeing same day patients in the Practice, and sometimes home visits if needed.    

One morning a week does a ward round in a local nursing home.  





		Activity



		About 4 patients an hour.





		Data Collection Methodology and IT access



		EMIS is used.





		Access to patient records



		EMIS and RIO community notes.  Same as GP.





		Information Governance



		Usual Practice arrangements.



















EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		No.





		What was achieved through the work?



		· Met original objectives

· “Broken the mould” of GPs doing everything … triggered concept of skill-mix and widening the team





		Lessons Learnt



		· Very positive experience, for the paramedic, for Practice staff and patients

· “Embrace it – it’s exciting – go for it”

· Whole team has been able to broaden their skill mix

· Lightened workload of the whole team

· Don’t give the paramedic all the ‘heart-sink’ patients, so that they enjoy the work too!





		Evaluation – yes/no/planned



		Not yet.









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		No, but would share with neighbouring Practices in emergency situations.  The paramedic’s contract means he can do overtime with other employers if desired





		If yes, please provide details



		N/A





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Broader experience for the paramedic working across different sectors

· Might have a quiet day, and could then be redeployed to busy Practices (if employed by a GP Federation for example).



Issues:

· Worry that organisations might not be getting their “fair share”
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 6



OVERVIEW



		Practice Name and Contact Details of Key Person



		Dr Jackie Mercer

Practice Manager – Didcot Health Centre, Oxfordshire

Jackie.Mercer@nhs.net

01235 515535





		CCG



		Oxfordshire





		Practice List Size



		18,200





		Background



		Their paramedic joined the Practice in December 2017.  They realised the same day demand from patients was becoming overwhelming, and a good deal of it was for minor illness that didn’t need the skills of a GP to manage.  Tried training three of their existing senior nurses, but often they were pulled back into their usual day job, and so they have gone back to focus on Practice nursing.

  

One the GPs who was working in the OOHs service knew a good paramedic working in OOHs who was interested in working for in-hours primary care.  Given the Practice didn’t want to employ more Dr time (expense etc) to manage same day demand, they decided to employ the paramedic for 37.5 hours over 4 days: ideally would be over five days a week, but there are restrictions on room availability one day a week.    





		Strategic Drivers



		· Overwhelming demand for minor illness/same day care 

· Not wanting to employ more Drs due to expense and availability and doesn’t need a GP to do this sort of work





		Key Objectives



		· Releasing GP time/capacity

· Supporting home visits, as required (although there is a Federation-level primary care visiting service at the present time)

· Supporting wider multi-disciplinary team working





		Source of Funding



		Practice funds itself.  

 



		Communications with Staff and/or Patients



		Staff were supportive.  No negative comments from patients.  The paramedic is very upfront with patients that he is not a Dr, to manage expectations.  





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		Job Description produced.  Reviewed after 3 months with the paramedic, and no changes required.  















PATHWAY



		What type of patients are seen/scope of practice?



		All patients, except babies under the age of 1.  If the paramedic is picking off the GP triage list, he will self-select if it is something he can manage (less likely if medication issues, or mental health issues).  

Same-day vs routine patients = 100%/0% (all same day, or from the “night-before” triaging process)





		How do patients access the service?



		Patient speaks to receptionist and if request a same day appointment they will be placed on the triage list for the Dr to call them back.  When he has time, the paramedic will ‘pick off’ this list for patients he thinks he can manage.  If not, the Dr will triage the patient to the paramedic where suitable.  





		Time Spent Per Patient



		15 minute appointments, and tends to run to time.  





		What do they do when they see the patient?



		Assessment/Diagnosis/Treatment, and seeks advice from a GP as necessary (e.g. if need a prescription).  Takes a detailed history, and comprehensive notes.  





		Next steps following patient appointment/onward referral pathway and process



		Will complete referral paperwork etc, and liaise with GP as necessary.  

[bookmark: _GoBack]



		Support systems for clinician



		Has access to all records GPs have access to, can use ICE to refer for blood tests, and can access the Oxfordshire Care Summary (Enhanced Summary Care Record). 





		Appointments – are they virtual/Face-2-Face/mixture?



		Scheduled appointments are all F2F, but does do phone calls from the Drs triage list.  





		Access to diagnostics



		Nothing directly (except blood tests), and so via the GP.  Although (annoyingly for the Practice) when the paramedic was working for the OOHs service, he was able to refer for X-ray, but as now employed by GP Practice rather than a Trust, the local acute Trust won’t allow him to refer for X-ray 





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		All Practice-based.  He is involved in telephone triage (as had experience of this within OOHs). Majority of his time though is spent seeing patients F2F.





		Dependencies/Integration/Place within the System



		Access to a GP for advice/support as necessary.

 







STAFFING



		Employment



		Practice employs 1 WTE paramedic, over four days.  He occasionally undertakes OOHs shifts.  



Would definitely employ more paramedics, but will need to wait for funding to be released once another staff member has left. 









		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Nothing dedicated.  





		Indemnity



		The Practice indemnifies the paramedic, as they do for nurses undertaking extended roles.  Around £2500 a year with the MDU, which classified him as a Physicians’ Assistant.  





		Training Needs



		Very supportive of his training – relying on him to highlight what he needs.  Have monthly Practice education session that he attends.   





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		Same arrangements for all Practice clinicians.  Open door access to all GPs = part of his ongoing supervision. 





		Line Management



		Reports to Senior Partner clinically, and the Practice Manager for day-to-day issues.   





		Banding



		£40,500 with six-month review.  Top of Band 7 = same as senior nurse prescriber.  This was an increased salary from his OOHs basic salary of £38,000, although did then earn anti-social hours enhancements.





		Costs



		No additional costs, except indemnity and ‘usual’ on-costs.  





		Prescribing



		Cannot prescribe and doesn’t use PGDs.  Access via the GP if required.  









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Capacity linked to room availability.  



Starts at 9am and has appointments to 12.30pm (including 30-minute break for team meeting to discuss patients).  Has lunch from 1-1.30pm.  Has appointments from 230-530pm and outside these times will pick off patients from GP triage list. 





		Activity



		18-20 appointments F2F on average per day.       





		Data Collection Methodology and IT access



		Entered onto Practice system, as the GPs do





		Access to patient records



		GP patient record – has access to all he needs  





		Information Governance



		Usual Practice arrangements









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		No.  Already knew the individual employed well 





		What was achieved through the work?



		· All objectives met (except home visits, which was outside anyone’s control)

· Duty Dr afternoon same day slots aren’t all being booked, so less late clinics

· Managing same day demand better and so less stressed Duty Drs





		Lessons Learnt



		· Well worth giving it a go, especially when have the right individual who has experience of triaging

· Having someone who knows when to go and ask for help from GPs and other clinicians, and knows their limitations

· Practice Manager and crucially the GPs should provide an open door of “if in doubt, ask”





		Evaluation – yes/no/planned



		Not yet, as still early days 









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		No, as need someone to be there full-time to meet demand





		If yes, please provide details



		N/A





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Help to keep skills ‘up’ in different settings 



Issues:

· If a member of staff is working late for another service one evening, it restricts what they can do the following day

· Need shifts to be covered when they are required

· Need to determine who the lead employer is 

· Who would determine who had priority for their time?
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 7



OVERVIEW



		Practice Name and Contact Details of Key Person



		Martin Daly

Practice Manager – Springmead Surgery

Martin.Daly@nhs.net

01460 63380 



		CCG



		Somerset





		Practice List Size



		The 8 GP practices in Crewkerne, Langport, Ilminster and Chard (CLICK) Federation area have established a shared Emergency Care Practitioner (ECP) Home Visiting Service.  



		Background



		The service involves ECPs undertaking urgent home visits across the Federation area.  It started in May 2016 and involves three paramedics who provide around 55 hours per week, Monday to Friday, with shifts commencing around 9.30am to 10.00am.  

The sessions are allocated between the Practices on an equitable basis.  This acknowledges that although larger practices may have more requests for home visits, smaller practices have different challenges in managing home visits from a smaller pool of staff.  Practices are allocated an average of 2 visits each per day, but these are used flexibly depending on demand.

In future, the Practices are exploring the potential for the ECPs to undertake non-urgent home visits and further practice-based work, all aimed to help reduce workload on local GPs.  The Practices are also considering how to expand the service to develop into an integrated urgent care service incorporating the ECPs, GPs, nursing and other support staff. 



		Strategic Drivers



		Main reason for all 8 Practices was to release pressure on GPs, trying to balance home visits/clinics/admin, alongside pressure of general shortages of GPs.





		Key Objectives



		· Releasing GP capacity





		Source of Funding



		Somerset CCG funded as a 12-month pilot, they extended it into a second and third year and now up to 31 March 2021.  The Practices will fund it themselves when the CCG money runs out.

 



		Communications with Staff and/or Patients



		Discussed proposal with staff and Patient Participation Groups, and well received, especially as the GPs were so positive and supportive.  Communicated with patients through patient newsletters and waiting room posters.





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		

[bookmark: _MON_1593943429]Somerset CCG had a service specification –  see …





[bookmark: _MON_1593943470]Referral Protocol – see …  





[bookmark: _MON_1593943527]Job description – see …  









PATHWAY



		What type of patients are seen/scope of practice?



		Anyone of any age requiring a home visit.  All same day patients.  Chest infections, urine infections = main examples of patients seen.

GPs still undertake some home visits, but they select those that they believe are appropriate for an ECP.  





		How do patients access the service?



		The basic process: Requests for home visits are made by patients or care homes, usually between 8.30 and around 11.30am each morning, sometimes later.  These are put through to the duty GP in each Practice who decides whether to assign them to the ECPs.  The duty GP directs summary printouts with request for home visits to a hub based in one of the Practice sites.  Staff at the hub direct this as emails to the ECPs iPads who then manage and organise their own visiting schedule. 



		Time Spent Per Patient



		Between 30-60 minutes





		What do they do when they see the patient?



		Assess and diagnose patients, treat what they can, and then contact GP as necessary. 





		Next steps following patient appointment/onward referral pathway and process



		Discuss their recommendations with a GP and then agree who needs to take the required actions.  





		Support systems for clinician



		Use iPad to document their notes.  Can email these to the Practice and then these are scanned into the GP clinical system or they enter notes directly into the clinical system once they return to the Practice.  Prior to the visit, they are emailed a patient record summary by the ‘referring’ GP.    





		Appointments – are they virtual/Face-2-Face/mixture?



		All Face-to-Face





		Access to diagnostics



		Don’t directly access any diagnostics, but would make recommendations to the GPs as required





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		All time spent on the road.  They are not involved in phone triage.   





		Dependencies/Integration/Place within the System



		Access to the GP and the GP clinical system, and good mobile phone access.  









STAFFING



		Employment



		One Practice employs 2 ECPs, and another Practice employs 1 ECP (covering different geographies) on behalf of all 8 Practices.  The money comes from the CCG to the Federation and then the Practices bill the Federation.  



3 individuals – one is 12 hours a week, one is 16 hours a week, and one is 27 hours.  None of them work elsewhere, although initially did some bank work with the local ambulance service.   





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Only when in the Practice writing up notes or on training – no time specifically allocated. 





		Indemnity



		Professional Indemnity is organised through ‘Greybrooks’ insurance broker: specialise in paramedic insurance.  It applies to individual paramedics.  Paid by the Practices, and recovered through the CCG funding.  Per paramedic = approx. £800 a year. 



		Training Needs



		Have an allocated clinical supervisor – one GP Trainer covers all 3 ECPs.  Meet regularly and agree training needs.  Review challenging cases to identify training needs





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		As well as the clinical supervisor, also have daily contact with all the GPs as needed: the ECPs have each of the GPs mobile numbers and can contact them at any time for advice and support.  Clinical Supervisor audits the ECPs work, although no significant events to date





		Line Management



		The two relevant Practice Managers





		Banding



		Paid per hour - £20.40 (about £40,000 a year for a full-time employee).  When determining pay, Federation researched with other Practices.  No financial incentives were required to recruit them – all really like working in primary care, with good working environment and work-life balance





		Costs



		Indemnity costs, the one-off cost of purchasing iPads, and ongoing mileage costs





		Prescribing



		The paramedics being able to prescribe would be a positive development and save additional time. When working for the local ambulance service, paramedics are able to give out a range of medications under Patient Group Directions.  Having this flexibility when paramedics are working within primary care would be a significant advance.  In the meantime, if the ECP thinks a prescription is required they will discuss with the GP 









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		They weren’t sure initially how much was needed, but decided 2 visits per Practice per day was the aim and worked from there.  The 3 ECPs work 55 hours a week between them.  Proved to be about right, although a little more would be ideal.  





		Activity



		The paramedics undertake between 5-8 visits during a shift dependent on factors like location and travel.  They are not assigned a specific time in which to undertake the visits.  The service sees about 16 patients a day



		Data Collection Methodology and IT access



		Input into the GP clinical system – all 8 Practices are on EMIS.  Manual spreadsheet also held to record number of visits, times per visit etc for each ECP.  



		Access to patient records



		Access to the full patient record, which is all they need





		Information Governance



		Usual arrangements









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		Yes





		What was achieved through the work?



		· Urgent home visits which result in emergency admissions to hospitals have reduced from around 20% to around 10% since the scheme started; 

· Over 99% of GP referrals are completed by the ECPs without the need for a follow up visit by the GP;

· Has met the objective of releasing GP capacity: all 8 practices have reported savings in GP time of at least 1 hour per day as a result of the scheme;  

· The ECPs, as additional members of the workforce have been able to spend longer with patients at home, and able to carry out comprehensive clinical assessments and spend time assessing underlying health and social care issues affecting patient’s heath;  

· Patients have been seen earlier in the day and where admissions to hospital have been required, they have been arranged early in the day;

· Local care home staff have also rated the service highly in terms of its ability to respond quickly and earlier.  In turn GPs needing to attend care homes has been a better use of GP knowledge and skills.  



The service has been so successful that 4 of the Practices have now themselves employed paramedics to work within each Practice.  They are focused on same day work, they have longer appointments, and also have access to the GPs in the Practice for advice and support.  Patients are triaged by the GPs to them.  All their time is spent seeing minor illness and injury patients















		Lessons Learnt



		Key challenge was arranging the IT solution – in the end using the iPad was the compromise.  Ideally wanted ECPs to have access to the full patient record on the move, but proved too expensive; therefore, developed a ‘work around’.  

Make contact with Practices who are already employing ECPs, meet the Paramedics who are working, and the GPs they are working with.  It’s been such a positive experience for all concerned. 





		Evaluation – yes/no/planned



		

[bookmark: _MON_1593943654]Evaluation report for CCG – see … 



[bookmark: _MON_1593943685]Survey – see … 









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		No.  





		If yes, please provide details



		N/A





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Good to have a variety of different settings to work in, which may be particularly attractive for newer paramedics and/or those thinking about becoming a paramedic

· Gaining a better understanding of the wider urgent and emergency care system

· More career opportunities



Issues:

· Paramedics seems to be happy working in primary care, with a good work-life balance, so may not wish to work elsewhere

· Who would employ them?

· Potential IT issues if different providers have different systems

· Potential indemnity issues and higher costs 

· Complexity if different protocols and procedures in place different providers
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Job Description





			Job Title:


			Emergency Care Practitioner





			Base:


			The Meadows, Ilminster and Springmead, Chard





			Wage:


			





			Reporting to:


			Practice Managers and Lead GPs. 








Federation Values


The STAR values are at the heart of everything we do.  You can expect to see them in the way we act and the way we treat each other.  Our values make us who we are.


Service	We will put our patients first


Teamwork	We will work together


Ambition	We will aspire to provide the best service


Respect	We will act with integrity


Main Purpose of the Job


The Emergency Care Practitioner is a pivotal member of the CLICK Federations Primary Care Collaboration Services which aims to support primary care, by assisting on the day to day demands of patients. 





The Emergency Care Practitioner will be responsible for supporting the Federation to deliver appropriate management, treatment and advice to patients.


The post holder:


· Must be able to clearly demonstrate specialist knowledge and skills at an advanced level


· Will practice autonomously and also within a defined multidisciplinary team in accordance with local guidelines and protocols


· Provide initial history taking clinical assessment, diagnosis, treatment and evaluation of care 


· Demonstrate critical thinking in the decision making process


· Deliver a professional approach to the provision of high quality nursing care, 


Main Responsibilities and Duties


Advanced Clinical Skills:





Making professionally autonomous decisions, for which you will be accountable





Clinically triage, assess, examine, diagnose, plan and evaluate treatment / interventions and care for patients presenting with an undifferentiated diagnosis within their own home.





Screen patients for disease risk factors and early signs of illness





Develop with the patient an ongoing nursing care plan for health, with an emphasis on health education and preventative measure. 





Independently prescribe and review medications within the practitioner’s competency and scope of practice for therapeutic effectiveness, appropriate to patients needs and in accordance with evidence based practice





Perform advanced therapeutic interventions with a competency framework 





Effectively lead and monitor the delivery of care to ensure the individual needs of individual and groups of patients are met.





Provide information to patients, relatives and carers regarding the treatment options assessments, investigations and follow up, acting as an expert resource for the care of patients with medical conditions.





Provide written communication in the form of care management plans ensuring high quality of care and appropriate resources to meet individual patient needs. 





Promote and lead the development, implementation and review of the service standards





Have a supportive role in helping people to manage and live with their illness





Order necessary investigations, and providing treatment and care both individually, as part of a team, and through referral to other agencies





Promote evidence based clinical practice and be responsible for continuous performance improvement within the Federation’s service





Utilise clinical experience of working in an primary care environment and be competent in the associated skills required.





Having the authority to admit or refer patients to other health care providers as appropriate 





Management and Leadership:





Effectively lead and self-motivate in the provision of care and future service development





Develop the role to support advances in practice and competency to meet the needs of the patient group





Work collaboratively with other health care professionals including front door services to ensure effective patient flow to meet quality, safety and organisation agendas 





Establish collaborative links and working relationships with all General Practitioners across the Federation. CCG’s and the wider multi-professional teams to achieve an integrated, co-ordinated, and comprehensive service for health Conditions within the CLICK Federation


  


Ensure smooth dissemination and exchange of information through effective communication with the CLICK Federation members





Ensure clinical governance encompasses quality improvement that focuses on the fundamentals of care





Listen and respond appropriately to consumer feedback in conjunction with Patient Advice Liaison Services {PALS}





Manage complaints effectively as per practice policy





Attend meetings and act as a representative of the Federation





Work collaboratively with the clinical leader and the MDT to develop and maintain high standards of patient care





Work within relevant codes of conduct





Collaborate with colleagues to create a supportive, dynamic, smooth flowing working environment





Service Development:





Demonstrate a clear, up to date knowledge and understanding of national, and local objectives, priorities and demands, in particular the need to reduce length of stay in hospital and support proactive patient flow





Work with the Federation to evaluate patients and carers experience of the service provision, make recommendations and implement actions to improve services





Liaise with clinical team to identify areas of change in practice and ensure these are achieved





Take a lead role in the development of the service in collaboration with appropriate members of the Federation steering group, external services and regional and national work streams





Demonstrate effective leadership through self-motivation within a changing environment





Develop protocols and competencies to reflect service development





Actively participate in the delivery of nurse led clinical interventions





Contribute to the on-going development of the service





Personal Development





Develop own professional practice through appraisal, and professional development plan, taking responsibility for own learning, reflection and PREP requirements





Participate in formal and informal teaching programmes to enhance the care of patients with medical conditions





Facilitate innovations in practice and explore new ways of working








Remain up to date with changing practice/research and maximize the use of all training, educational and IT facilities





Flexibility


This job description is not intended to be exhaustive and it is likely that duties may be altered from time to time in the light of changing circumstances, in discussion with the post holder. This role profile is intended to provide a broad outline of the main responsibilities only.  The post holder will need to be flexible in developing the role with initial and on-going discussions with the designated manager.


Supplementary Information


This job description should be read alongside the Supplementary Information provided on NHS Jobs for applicants and alongside the Employee Handbook for current staff members.



Person Specification





			Job Title:


			Emergency Care Practitioner





			Base:


			CLICK Federation











The following criteria will be assessed from information provided on your completed application form, during the shortlisting and assessment process, and by your referees.





			Criteria


			Essential


			Desirable





			STAR Values


			We will expect your values and behaviours to reflect the STAR Values of the organisation:


Service - We will put our patients first


Teamwork - We will work together


Ambition - We will aspire to provide the best service


Respect - We will act with integrity


			





			





			Education, Qualifications and Training


			· Registered Nurse/or relevant 1st Degree


· Masters degree in Advanced Clinical Practice or equivalent


· Active and relevant professional registration


· Evidence of relevant CPD


· Advanced Life Support Provider


			· Advanced Life Support Instructor


· Teaching and Assessing qualification








			





			Experience


			· Extensive experience in relevant field


· Relevant transferable skills


· Ability to demonstrate advanced clinical skills e.g. history taking, physical assessments and clerking of patients presenting with undifferentiated diagnoses 


· Evidence of innovative practice developments and significant achievements gained


· Proven record to initiate and manage service development


· Effective networking with colleagues at all levels, experience or working across professional and organisational boundaries


· Ability to demonstrate commitment to high quality patient care


			· Evidence of prior experience of change management within the health care setting


· Evidence of published work in relevant field


· Competent in venepuncture, cannulation and ABG’s


· Evidence of sound management and leadership experience within specialism











			





			Knowledge and Skills


			· Strong clinical decision maker 


· Demonstrates excellent leadership, organisational, time management and motivational skills


· Advocate to service users


· Ability to identify training needs of self 


· Ability to request relevant investigations and interpret findings


· Ability to apply critical thinking/independent judgement to identify solutions to variable problems


· Ability to organise and delegate appropriately


· Excellent communicator of complex matters at all levels


· Ability to communicate complex or sensitive information about well-being to anxious patients and relatives


· Ability to build effective working relationships with clinicians and Managers at all levels


· Effective partnership with the wider multidisciplinary team


· Excellent computer/IT skills


			· Advanced theoretical and practical knowledge of a wide range of approaches to the management of the patient caseload, demonstrated by advanced clinical reasoning, specialist knowledge and experience








			





			Other


Job-Related Requirements


			· Willing to work in other areas of the Federation as and when required to do so.


· Enthusiastic


· Flexible


· Highly motivated


· Organised


· Evidence of reflective practice


· Driving licence and access to independent transport
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			1. INTRODUCTION





1.1 CLICK Federation (Chard, Langport, Ilminster, Crewkerne) has been operating an urgent home visit service since May 2016, funded by a one year Primary Care Collaboration Fund (PCCF) test and learn.





1.2 The CCG’s primary aims in commissioning this test and learn were to: action GP practice home visits promptly; undertake necessary actions and investigations much earlier in the day; and reduce the number of emergency hospital admissions.





2. OVERVIEW





2.1 Three Emergency Care Practitioners (ECPs) work across all 8 CLICK practices providing same day, urgent/acute home visits. Multiple benefits to patients and practices have been reported by GP practices. These benefits principally include: patients being seen earlier in the day; reducing the need for overnight admissions; earlier interventions, treatments and investigations for patients; more time for thorough and pro-active clinical assessments; and GP time being freed up.





2.2 The project is also proving to be a very successful, joined up organisational process, using collaborative practice working, to support the CCG’s Long Term Conditions (LTC) framework by:





· enhancing the quality of life  for patients with long term conditions


· helping patients to recover from episodes of ill-health or following injury


· ensuring patients with long term conditions have a positive experience of care


· treating, caring for and protecting vulnerable patients in a safe environment.





2.3 The ECPs provide person-centred care patients at home with multiple long term conditions (LTCs). ECP patients are: more likely to be admitted to hospital; less likely to be confident self-managers; and more likely to need help with medication, lifestyle changes, and psychological/ physical adaptations, to enable them to self-manage their LTC. 710 urgent home visits were completed by CLICK’s ECPs between 3rd May- and 21st November 2016 (start date for 1st ECP was 3rd May).








3. PROJECT DEVELOPMENT





3.1 The CLICK urgent home visit service was predicated on the basis of offering all 8 practices equal access to a same day service for patients presenting with urgent care needs. At the outset, it was initially thought that each practice should have an allocation of 2 visits pre practice per day. As the project developed, this notional allocation had to be managed in a flexible way on a daily basis, with practices needing more than 2 visits being able to ask this if ECP capacity allowed.





3.2 ECP coverage in CLICK is currently arranged in 2 distinct geographical clusters:





· llminster & Langport( 4 practices – 25,000 patients x 33.0 ECP hours a week);





· Chard & Crewkerne( 4 practices - 23,000 patients x 25.5 ECP hours a week.





3.3 This is a 10% increase on the 30.0 and 22.5 hours in each ECP practice cluster when the scheme was first set up, as practice demands necessitated this increase in ECP hours.





3.4 When setting up the project, before the ECPs could become fully operational, the 2 most challenging tasks were to secure comprehensive but reasonably priced clinical negligence and professional indemnity insurance ECP cover, and reasonably priced but effective and reliable mobile working technology. On both these points there were significant learning points which are codified below.





3.5 Practice requests for urgent home visits, and accompanying clinical information for each GP referral, are co-ordinated by an administrative hub in one practice. On receipt of practice referrals and clinical data via an email to their mobile working enabled ipads from this hub, ECPs decide what priority order they should visit patients in. 





3.6 When a visit has been completed, the ECP emails the referring practice their report for inclusion in the patient notes. Whenever the ECP or the referring GP thinks it is necessary, the ECPs discuss their home visit assessments, treatments and interventions with the referring GP by mobile telephone. This has helped develop a considerable degree clinical of trust, respect and confidence between the referring GPs and all the ECPs.





3.7 The ECPs are employed by 2 CLICK practices on fixed term contracts, timed to expire at the end of the test and learn pilot in March 2017. Risk and information sharing agreements, as well as operational ECP referral protocols, are also in place between the 8 CLICK practices. All have been fit for purpose.





4. SCHEME BENEFITS AND SUCCESSES





4.1 The single most beneficial aspect of the ECP scheme is the amount of the GP time released in each CLICK practice by GPs having access to an ECP for an early, urgent home visit.





4.2 Out of 8 CLICK practices, 5 practices reported total GP time savings of at least 1 hour per day were achieved, with the remaining 3 practices reporting GP time savings of 1-2 hours a day, as a direct result of the ECP scheme. 





4.3 GPs also reported the main reason they were satisfied with the ECP scheme was that their patients were seen much earlier in the day than a GP could have visited them – and therefore much earlier assessments being done and, when required, earlier hospital admissions, with better prospects of same day discharges than with the later visits undertaken by GPs.





4.4 A number of very positive anonymised “patient stories” came out of CLICK’s ECP GP user survey done in August 2016, the most compelling of which practices reported as follows:





· Morning phone call to GP surgery “my wife has woken up mumbling can you check her?” – ECP visits early, found patient with weak arms – admitted to hospital by ECP – hospital diagnoses/ treats for  stroke in morning – patient discharged same day;





· Patient with dementia, aged 96, suspected UTI, daughter stressed about caring for mother. Following ECP visit, daughter felt able to ask for help and request carers to visit mother daily. UTI quickly addressed by antibiotics;





· Patient with increasing oedema – possible underlying malignancy – developed shortness of breath. Early ECP visit and quick treatment greatly improved the patient;





· Patient discharged following a hip operation was in pain – seen by ECP early in day – ECP assessed and admitted patient to A&E quickly as patient experiencing chest pain.








4.5 The ECP scheme also been assessed against the original quality requirements in the service specification, as follows:





· Emergency Admissions reduced to less than 10% of all ECP visits (the proportion reported by GPs before the scheme started was about 1 in 5 of all GP home visits);





· To date, over 99% of GP referrals were completed by the ECPs. Only a small handful of ECP referrals were ever returned to GPs, when ECPs had reached their capacity and/or their interventions/investigations/treatments on site had taken much longer than was originally anticipated by the handling GP/ECP. Very few of these small number of returns required subsequent additional GP involvement;





· The time between receipt of GP referral and ECP visit has been captured in a daily spreadsheet, but not yet fully analysed – this is variable depending on ECP workload;





· The number of practice visits per day has been captured and reported to each referring practice on a regular basis;





· The most common condition/reason for an ECP referral is a chest infection, usually in a vulnerable, older person. A daily spreadsheet has been maintained of all the reasons for ECP visits, conditions assessed, and actions taken;





· An ECP patient satisfaction survey is about to take place, to measure scheme outcomes from a patient perspective, and whether patients feel progress was made as a result of the ECP visit, all actions taken by the ECP were clearly explained, and matched patient needs and expectations.








5. GOING FORWARD WITH THE PROJECT





5.1 It is CLICK’s unanimous preference to move forward with the ECP scheme, with continued PCCF funding into year 2, as financial support in year 1 has enabled all practices to work well together, innovate and achieve collaboration.





5.2 Without continued PCCF support into year 2, the CLICK ECP scheme, and the positive benefits for patients and practices, would genuinely be at risk, as would practice collaboration. 7 out of 8 CLICK practices are small/medium (below 10,000 patients) and these GPs would find it difficult to manage without the extra support provided by the ECPs.





5.3 The reality of constraints on CLICK practice finances and GP resourcing in the Locality effectively rule out practices self-financing the CLICK ECP scheme in year 2: basic costing analysis has highlighted that most of the practices in CLICK would find it virtually impossible to afford to self-finance an apportioned financial contribution to year 2, either on a pro rata practice population and/or a tariff per ECP visit basis.





5.4 Were CLICK able to secure financial support into year 2, we would be able to develop the ECP scheme even further for all 8 practices, in the following areas, which we was agreed at a CLICK GP Partners’ evening event in November 2016:





· Constructing an integrated, urgent care pathway, incorporating ECPs, GPs, nursing and support staff;





· Evaluating a CLICK-led urgent care service combining in-hours and out-of-hours practice provision, 7 days a week, covering the 3 main towns and all 8 practices in CLICK;





· Assessing the needs for and the potential costs/benefits of a generic, community based model of urgent care, involving other local care providers, and patient support professionals, such as pharmacists, potentially located in a dedicated urgent care centre serving local communities;





· Exploring the practicalities of expanding ECP roles to non-urgent home visits and/or non-urgent ECP practice based work, to see whether ECP utilisation rates could be increased further, and practices and patients given extra flexibility, thus reducing the pressures on GPs even more than the scheme has achieved already.








6. LEARNING POINTS








6.1 ECP home visits are unpredictable in volume, type, and in geographical location, given they are driven by urgent care needs. ECP referrals by CLICK GP practices are equally unpredictable in the amount of time that will be needed by the ECP at each home visit, and what they will need do when they are there, especially when any third parties are involved, such as carers, support agencies, SWAST and Primary Link.





6.2 This has meant that on some relatively higher demand ECP days and/or with more challenging assessments, practice referrals can exceed ECP capacity. When this is likely to happen ECPs immediately contact the referring practice(s) to advise them of this, so that practices make alternative arrangements. Practices have learned to manage this well.





6.3 Occasionally, when this over demand happens, and ECP capacity allows, it has been possible for the ECPs in the 2 practice clusters to cover each other. Only very infrequently has it been necessary for the ECPs to pass back referrals. Having this operational flexibility is important in a service where daily demand cannot easily be forecast in advance. 





6.4 Correspondingly, on those relatively lower demand/less challenging days, ECPs have actively sought further GP referrals, often by calling into practices in between their visits. Despite being proactive, there are rare occasions when the ECPs are not being fully utilised. This does suggest, however, if their roles were to be expanded to non-urgent home visits and/or practice based ECP work, they could fully-utilised and offer practices and patients even more flexibility, and thus reduce pressures on GPs further.





6.5  Potentially, this is one of the areas that could be explored when the CLICK practices are advised about future funding for the ECP scheme beyond the March 2017 expiry of the test and learn.





6.6 Because of daily variations in practice demands for ECP urgent home visits, in addition to patient based variations in time needed to complete the visits, and the long travelling times to outlying patients, the original estimated activity in the service specification of 16 completed visits per day was not achieved. In reality, on average, over the whole period May-November, 2017, nearer half the estimated number of daily urgent home visits were completed. However, it should be noted that when EPC capacity was increased by 10%, from August/September, 2016, their home visit completion rates have risen commensurately, suggesting that we may possibly have under-resourced ECP capacity in the first three months of the scheme, in relation to patient needs and practice demands.





6.7 In addition, since the beginning of November, 2016, ECP daily utilisation rates have measurably improved, as all practices have been given the option of booking next day, acute visits, so that the ECPs already have a caseload when they first start work. We are monitoring this revision to the ECP service very closely, to ensure same day acute visits are not compromised, and ECPs not becoming over-stretched, and thus referrals being returned, which ECPs are loath to do, as this makes it more difficult for practices. 


 


6.8 With regard to the professional/clinical indemnity cover and mobile working technology issues:





6.8.1 Indemnity Cover – low-cost, comprehensive cover for the ECPs was obtained, but only after much time-consuming research. The main clinical indemnity companies did not really want to provide cover, put barriers in the way, and then quoted ridiculous figures. The broker we insured the ECPs through (Graybrook) was familiar with the market, made the process very simple, more cost-effective and manageable than anyone else we approached.





6.8.2 Mobile Technology – we opted for a simple IT solution for mobile working, as the solution offered by EMIS, was extremely expensive in comparison. With a few, isolated exceptions, this has proved to work well. Therefore, any other practices would be advised to consider this as an option, alongside the EMIS one – which whilst having functional advantages, costs ten times as much as our solution.
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[bookmark: _GoBack]CLICK PRACTICES - EMERGENCY CARE PRACTITIONER SURVEY – AUGUST 2016


CLICK’s Emergency care practioner are keen to know how satisfied patients are with our services, and where we could improve in future. In particular, we want to know what is important to you as a patient, and what we could do to increase your satisfaction with us. Like any good customer service, we want to be better, and are always willing to listen to and act on suggestions that could help bring about future improvements.


Thank you for taking the time to complete this survey: whilst it is a fairly long survey, it is designed to capture views about all the services we provide, and identify areas where patient satisfaction is not as high as it should be. The results from this survey will be discussed with the patient participation group, and a report on what changes were made as a direct result of the survey will be published on the surgery website.


1. Speaking to a Doctor





Just over 2 years ago we introduced a new service to enable patients to speak to a doctor quicker and, when needed to come into the surgery to see a doctor the same day.





· If you needed to see a doctor the same day were you able to? (Yes/No)





· Overall, how do you find this new service? (- using a scale from very good to very poor -)





What is the main reason for your answer:





			











2. Prescriptions


How would you describe your experience of obtaining prescriptions from the surgery (using a scale of very good to very poor)


What is the main reason for your answer:


				








3. Communication





· How easy is it for you to get through to the surgery by telephone? (scale from very easy to very difficult)





· How helpful do you find the receptionists who answer the ‘phone (scale from very helpful to very unhelpful)





· When telephoned back the same day by a doctor how prompt were they to call you (scale from very prompt to not very prompt)





· How clear are the letters you receive from the surgery  (very clear to very unclear)





· How clear are the telephone messages you receive from the surgery (very clear to very unclear)





If there was one thing you could change to improve communication what would it be:


			











4. Nurse Team Appointments





· How easy do you find it to get an appointment with a nurse or health care assistant (scale from very easy to very difficult)


Thinking of your last appointment - 


· Did the nurse/health care assistant explain clearly what they were doing (Yes/No)





· Did you feel properly listened to by the nurse/health care assistant (Yes/No)





· Did the nurse/health care assistant treat you with care and concern (Yes/No)





If NO to any of the above questions, please explain why you felt this way


			











5. Practice Website


· Do you have a computer at home (Yes/No)


· Do you use the practice website (Yes/No)


· How do you rate the practice website overall (very good to not very good)


· If you have ever used the practice website how useful did you find it for:


· Repeat Prescriptions (very useful to not very useful)


· Information about services provided by the surgery (very useful to not very useful)


· Other healthcare information (very useful to not very useful)


Please use the space below to say how we could improve the practice website:


			











6. The Surgery Building


How would you rate the surgery building (very good to not very good)


What one thing could we do to improve the surgery building for you:


			











7. Changing Surgeries


Have you ever considered changing surgeries (Yes/No)


If YES please say why:


			











8. If there is anything else you would like to say about your experience of the surgery please use the space below:


			











THANK YOU FOR COMPLETING THIS SURVEY
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[bookmark: _Toc343591381]SCHEDULE 2 – THE SERVICES





A. [bookmark: _Toc343591382]Service Specifications





Mandatory headings 1 – 4.  Mandatory but detail for local determination and agreement


Optional headings 5-7.  Optional to use, detail for local determination and agreement.





All subheadings for local determination and agreement








			Service Specification No.


			





			Service


			Urgent Home Visit 





			Commissioner Lead


			Andy Hill





			Provider Lead


			





			Period


			1 Year Test and Learn





			Date of Review


			Interim Review after 6 months from start date 











			1.	Population Needs





				


1.1 	National/local context and evidence base 








			2.	Outcomes





			


2.1	NHS Outcomes Framework Domains & Indicators





			Domain 1


			Preventing people from dying prematurely


			[image: C:\Users\michael.bainbridge\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\DXO0F7UY\MC900072629[1].gif]





			Domain 2


			Enhancing quality of life for people with long-term conditions


			[image: C:\Users\michael.bainbridge\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\DXO0F7UY\MC900072629[1].gif]





			Domain 3


			Helping people to recover from episodes of ill-health or following injury


			[image: C:\Users\michael.bainbridge\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\DXO0F7UY\MC900072629[1].gif]





			Domain 4


			Ensuring people have a positive experience of care


			[image: C:\Users\michael.bainbridge\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\DXO0F7UY\MC900072629[1].gif]





			Domain 5


			Treating and caring for people in safe environment and protecting them from avoidable harm


			[image: C:\Users\michael.bainbridge\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\DXO0F7UY\MC900072629[1].gif]











2.2	Local defined outcomes





Not applicable 








			3.	Scope





			


3.1	Aims and objectives of service


The aims in commissioning the test and learn are to undertake home visits promptly following a request to a GP Practice for a home visit and to undertake necessary actions and investigations earlier in the day which it is anticipated shall result in a reduction in the number of emergency admissions. 








3.2	Service description/care pathway





The service shall conduct urgent on the day home visits for patients registered with one of the GP Practices across the Chard, Ilminster and Crewkerne Federation area.  The service would be led by Emergency Care Practitioners who would visit early in the day and promptly following receipt of the request to:


· Carry out an urgent assessment of the patient at home


· Co-ordinate further urgent investigations as appropriate,


· Co-ordinate interventions to support the patient at home as required e.g. support from the Independent Living Team


· Feedback to the GP actions carried out and follow up required


· Call 999 or arrange an admission if required





By conducting the visit early in the day, this shall provide additional time for all required actions which may keep a patient out of hospital to be undertaken, or put in place. For patients who require investigations or treatments to be completed at a hospital, this can be started earlier in the day giving greater opportunity for this to be completed, allowing discharge home on the same day, thus avoiding an admission.  





The service shall have access to home visit summary information.





The proposed pathway is attached. (Appendix A)





The service operating hours are 9am to 2pm Monday to Friday.





Requests for a home visit shall initially be triaged by the GP practice before any referrals to the service. Referral protocols shall be established with the provider.





The service shall be carried out by Emergency Care Practitioners.  The service shall operate Monday to Friday and shall be able to accept referrals into the service through a central contact number during operational hours.   The Emergency Care Practitioners shall have access to home visit summary and shall be expected to feedback the outcome of the visit and actions taken immediately after the visit.








Referrals





Referrals to the service shall be managed by a single referral point, able to manage the capacity and plan the workload of the home visiting service.  Referrals to the team shall be possible between 8:30 am and 1pm. The service shall carry out home visits on the same day as the referral is received.  Referrals shall be prioritised upon need where possible. 





It is estimated that 16 home visits per day shall be undertaken.  On average this is estimated to be around 2 home visits per practice each day.  Activity shall be variable dependent upon need.








3.3	Population covered





The Service shall be available for patients registered with one of the 8 practices within the Federation area which are:


· Church View Medical Centre, Broadway


· Essex House Medical Centre, Chard


· Langport Surgery, Langport


· Springmead Surgery, Chard


· Summervale Medical Centre, Ilminster


· The Meadows Surgery, Ilminster


· Tawstock Medical Centre, Chard


· West One Surgery Crewkerne





3.4	Any acceptance and exclusion criteria and thresholds





Requests for a home visit shall be triaged by the GP Practice, the service shall include home visits deemed suitable by the practice.  





3.5	Interdependence with other services/providers





The Home visiting service shall work in collaboration with GP Practices in the Chard, Ilminster and Crewkerne Federation as well health and social care professionals across the acute, community service and including:


 


· District Nurses 


· Social Care


· Independent Living Teams


· Ambulance and paramedic Services


· Pharmacists in Somerset


· Hospital Transport providers


· Community Hospitals





The service shall work closely with GP Practices in Somerset as well as other local health and social care providers, including but not limited to those referenced above. 








			4.	Applicable Service Standards





			


4.0 Training/ Education/ Research activities





The Emergency Care Practitioners are expected to keep up to date with best practice; a regular programme of training and supervision must be in place for all staff.  





4.1	Applicable national standards (eg NICE)





To be added





4.2	Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges) 





To be added





4.3	Applicable local standards





The service shall cover home visit requests as deemed appropriate by the GP Practice. 














			5.	Applicable quality requirements and CQUIN goals





			


5.1 Applicable quality requirements (See Schedule 4 Parts A-D) 





			Performance Indicator


			Indicator


			Threshold


			Method of Measurement


			Consequence of breach





			Quality


			


			


			


			





			1. 


			Number and percentage of referrals completed


			100%


			Monthly data capture


			





			2


			Time between receipt of Referral and visit


			Same day


			Monthly data capture


			





			3


			Number of visits per practice per day


			N/A:   For evaluation purposes


			Monthly Data capture


			





			4


			Reason for home visit, condition, action taken


			N/A:   for evaluation purposes


			Monthly Data Capture


			





			5


			Number and percentage of completed referrals that led to hospital admission


			N/A: for evaluation purposes


			Monthly Data Capture


			





			6


			Number of cases where additional involvement for a GP was needed


			N/A for evaluation purposes


			Monthly Data Capture 


			





			


			


			1. 


			


			





			Patient Outcomes





			11


			Patient Satisfaction Survey


			N/A for evaluation purposes


			Monthly Data Capture 


			





			12


			


			


			


			





			


			


			


			


			








5.2 Applicable CQUIN goals (See Schedule 4 Part E)








			6.	Location of Provider Premises





			


The Provider’s Premises are located at: The service shall be delivered in the patient’s own home or place of residence. This may include nursing or residential homes or other interim accommodation. 





The service shall operate Monday to Friday 9am – 2pm. 


Estimated activity is 16 visits per day.  Approximately 2 per practice per day although this shall be variable. 








 





			7.	Individual Service User Placement





			





Not applicable 
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Version 2





CLICK Federation ECP Interim Referral Protocol





This interim referral process will be in place until the EMIS Clinical Services Module solution has been implemented and the relevant HUB staff/ employees are trained in its use.  The referrals to the service will be managed by a single referral point as set out in the specification.


This test and learn is a Home Visit Service for acute problems to reduce the risk of Emergency Hospital admission


Practices will be required to allow access to the Medical records by ECP using a smartcard.


1. Practice receives Home Visit request


2. GP triages visit request, if deemed suitable for service refer.


3. Practice advises patient ECP will call.


4. Max. 2 visits per practice can be accepted UFN.


5. Summary Printout printed to include:


6. GP details, Practice name.


7. Patient details – name, address, contact details, NHS Number, DOB.


8. Active Problems last 4 consultations, latest blood tests, current & repeat medications, relevant hospital letters.


9. Email the referral & patient summary via CLICK HUB for ECP from 08:30 to 10:30am, the earlier the better to make the best use of the practitioners time please. If capacity is not reached the hub will advise the practices and more referrals can be accepted. Email address for CLICK hub: CLICK.ECP@meadowssurgeryilm.nhs.uk


10. PLEASE NOTE THE CLOSER TOGETHER THE VISITS ARE THE MORE LIKELYHOOD OF GREATER CAPACITY, CONSIDER NURSING HOMES ETC.


The admin team will route the visits in the most  efficient way.


The ECP will:


· Visit the patient


· Examine & prescribe where necessary contacting the surgery to issue prescription.


· Liaise with outside agencies to avoid an admission.


· Arrange for diagnostic tests to be undertaken


· Admit patient to hospital if necessary.


· Advice the practice of the action taken by email to agreed email address with practice.


· Destroy all ELECTRONIC OR PAPER records via shred It Bin.


Practices Will:


On receipt of email note of consultation from ECP arrange to scan copy of consultation into patient record & copy referring GP & Patient GP to view via workflow. 


12 May 2016
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Ɛ  In|rod�ction


Primary care is the bedrock of a high-quality and cost-effective health system 
(Starfield et al 2005). Recent research has found that, in Europe, countries with 
a strong primary care system experience better population health and lower 
rates of unnecessary hospital admissions. It has also found that, while overall 
health expenditure is higher in countries with strong primary care structures, 
comprehensive primary care is associated with slower growth in health care 
spending (Kringos et al 2013). Within the NHS, general practice is the foundation of 
the primary care system. Simon Stevens, NHS England’s Chief Executive, has said: 
‘There is arguably no more important job in modern Britain than that of the family 
doctor… A growing and ageing population, with complex multiple health conditions, 
means that personal and population-orientated primary care is central to any 
country’s health system.’ (NHS England et al 2016, p 4). 


However, general practice faces significant challenges. Our report Understanding 
pressures in general practice, published in 2016, outlined the current crisis facing 
general practice in England (Baird et al 2016). We found general practitioners (GPs) 
dealing with a rising workload, which is becoming more complex and intense. At 
the same time, funding has not been growing at the same rate as demand. There is 
also a shortage of GPs, with fewer GPs choosing to undertake full-time clinical work 
in general practice, while large numbers are retiring and leaving the profession. 
This adds up to a profession under enormous strain and facing a recruitment and 
retention crisis. Pressures in the wider health and care system are also having an 
impact on general practice and as clinical thresholds for access to care rise in other 
parts of the system, general practice is required to manage more complex needs.


In recognition of the growing pressures in general practice, NHS England and 
partner organisations published the General practice forward view (GP Forward View) 
(NHS England et al 2016), which promised:


 additional funding


 help for struggling practices



www.england.nhs.uk/publication/general-practice-forward-view-gpfv/

www.kingsfund.org.uk/publications/pressures-in-general-practice

https://www.england.nhs.uk/gp/gpfv/

www.england.nhs.uk/publication/general-practice-forward-view-gpfv/
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 plans to reduce the workload


 expansion of the workforce


 investment in technology and estates


 a General Practice Development Programme to accelerate the transformation 
of services. 


The government also committed to an extra 5,000 GPs by 2020 (Hunt 2015a). 


However, in the two years since our report Understanding pressures in general 
practice (Baird et al 2016) and the GP Forward View (NHS England et al 2016), public 
satisfaction with general practice has declined further, with the British Social 
Attitudes survey reporting the lowest levels of satisfaction for 35 years (Robertson 
and Appleby 2018). Meanwhile, GP numbers actually decreased between 2016 
and 2017 rather than increasing (NHS Digital 2018a). And with no evidence of any 
reduction in the workload, the question remains: So what is to be done about  
this crisis?


Our hypothesis is that new clinical delivery models are needed to meet the 
demands caused by an ageing population, changing disease burden and changing 
public expectations. These new models will alter the way in which general practice 
operates and interacts with individuals, families and local communities, to meet the 
needs of patients in acute phases of illness, patients with long-term conditions, and 
patients at the end of their lives. We believe that these models will be needed for 
general practice to provide effective, high-quality services in the future, although 
issues of funding and clinical workforce shortages would need to be addressed.


This report builds on The King’s Fund’s existing work, which has recommended a 
place-based approach to health and care, rooted in communities (Charles et al 2018; 
Alderwick et al 2015; Ham and Alderwick 2015; Addicott and Ham 2014).



www.gov.uk/government/speeches/new-deal-for-general-practice

www.kingsfund.org.uk/publications/pressures-in-general-practice

www.england.nhs.uk/publication/general-practice-forward-view-gpfv/

https://digital.nhs.uk/data-and-information/publications/statistical/general-and-personal-medical-services/as-at-30-september-2017-final-experimental-statistics

www.kingsfund.org.uk/publications/community-services-assets

www.kingsfund.org.uk/publications/population-health-systems

www.kingsfund.org.uk/publications/place-based-systems-care

www.kingsfund.org.uk/publications/commissioning-and-funding-general-practice
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Ƒ  Methodology


Following a comprehensive analysis of available literature and conversations with 
a wide range of stakeholders, we developed a set of core attributes which we 
believe define English general practice. We then drew up a long list of different 
delivery models of general practice from around the world. We found many of these 
through our literature search but identified others following contact with primary 
care leaders in the United Kingdom (UK) and internationally. We used the list to 
group the different models into common approaches and shortlisted those we felt 
could offer most insight for English general practice. Where models were too newly 
implemented to have been formally evaluated, we carried out telephone and face-
to-face interviews to ask more questions about the model and identify any lessons 
learnt during the implementation phase. 


Drawing learning from the examples set out in this report and our analysis of the 
literature, we identified ways of working that could support general practice in 
England to meet the challenges it faces and to deliver high-quality services across 
the core dimensions of general practice. We also developed a set of principles that 
should guide the development of new models of care for general practice as part of 
whole-system redesign. 
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ƒ  $_e evol�tion of general  
    practice �b|_bn |_e ��"


General practice is entering a period of change that is perhaps more profound 
than at any time in the history of the NHS. As we explore the implications of these 
changes, it is helpful to start by understanding how general practice has evolved to 
where it finds itself now (see Box below for a detailed historical timeline).


General practice emerged as a separate discipline in the 19th century, initially with 
private doctors treating those who had the means to pay. Then in 1911, Lloyd 
George, Chancellor of the Exchequer at the time, introduced the landmark National 
Insurance Act, one of the foundations of the modern welfare state. This Act opened 
up comprehensive health care to all men at work, but not to their families. Eligible 
male workers were placed on the ‘panel’ of a named GP, a clear forerunner of NHS 
list-based general practice.


When the NHS was formed in 1948, health care became available to all citizens 
irrespective of their ability to pay. General practice became responsible for virtually 
all personal medical care, and it became the gateway for people to access hospitals, 
specialist care and sickness benefit. Since that time, the professional status of GPs 
has increased, with clearer professional standards, formal postgraduate training, and 
greater financial incentives to work as a GP. 


General practice has also changed considerably in terms of the scope and nature 
of the services provided, its workforce, and how it is funded. What was a cottage 
industry in the 1950s has over the decades evolved into a complex web of different 
organisational models, with increasingly integrated clinical information systems, 
shared workforce arrangements, and standardised work processes. 


Over the past few years there have been major structural changes in general 
practice, with the average practice list size now about 8,000 patients. We have 
seen the emergence of ‘super-practices’, some with list sizes of more than 
100,000 patients, with organisational structures more in keeping with NHS trusts 
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than traditional GP partnerships. A number of NHS hospital trusts are taking 
over general practice contracts and either delivering care through a subsidiary 
(for example, Northumbria Healthcare NHS Foundation Trust working through 
Northumbria Primary Care) or integrating general practice care with their other 
services (such as the Royal Wolverhampton NHS Trust). Networks and federations 
of practices are also coming together, ranging from a handful of practices to more 
than a hundred, all looking for more effective ways of working and to address the 
increasing expectations being placed on them by the wider NHS.


This is all a far cry from the single-handed GP struggling to care for a list of patients 
at the birth of the NHS – a journey that Iliffe has described as the industrialisation 
of family medicine (Iliffe 2002), a journey that offers the prospect of a standardised 
service, performing in the same way wherever people live, but risks leading to 
health care that is impersonal and mechanised. 


$_e evol�tion of general practiceĹ a _bs|orbcal timelbne


ƐƖƓѶĹ |_e ��" bs formed


 With the formation of the NHS, GPs took on responsibility for covering the 
entire population and controlling access to specialist care – a major expansion of 
their role. Within one month, 90 per cent of the population had registered with a 
GP, leading to a major increase in GPs’ list sizes and workload.


 GPs chose to remain outside the NHS as independent contractors rather than 
salaried NHS employees. Effectively having a franchise arrangement with the 
NHS, they were paid for the number of patients on their lists and for some 
specific activities such as vaccinations.


ƐƖƔƏsĹ a c_allengbng s|ar|


 The 1950 Collings report – the first major report on quality in general practice – 
found poor standards of care, bad working conditions and isolation from other 
professionals (Collings 1950). Many GPs worked under considerable pressure, 
with limited support.


 Most GPs worked in a single-handed practice or with one partner. The National 
Health Service Act 1946 had intended that, over time, GPs would be rehoused 
within health centres, but this proved unaffordable.
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ƐƖѵƏsĹ con|rac|�al bmprovemen|s


 In 1966, a landmark new contract improved pay and conditions for GPs, along 
with providing additional resources for professional education, the improvement 
of premises and the employment of support staff. 


 The following years saw improvements in terms of falling list sizes, increasing 
recruitment, improving facilities and a trend for group practices to become  
the norm.


ƐƖƕƏs and ƐƖѶƏsĹ bncreasbng professbonalbsation and evolvbng roles


 The Royal College of General Practitioners (formed in 1952) received its royal 
charter in 1972, putting it on the same footing as the other medical colleges.


 After years of concern about the adequacy of GP training, a three-year 
postgraduate training programme became mandatory from 1976.


 With the Alma-Ata declaration on primary health care in 1978, prevention and 
health promotion became seen as an increasing part of the GP’s professional role 
(International Conference on Primary Health Care 1978).


 In 1983, the Royal College of General Practitioners launched a Quality Initiative 
in response to evidence of large variation in clinical practice. It introduced clinical 
audit and evidence-based standard-setting to general practice.


ƐƖƖƏsĹ bncreased acco�n|a0blb|� and marhe| reform


 The trend towards increased accountability was consolidated in the 1990 GP 
contract, which was imposed after it was rejected by GPs. This launched an era 
of greater external management of general practice; it increased the proportion 
of payments linked to practice list size and introduced elements of performance-
related pay.


 GP fundholding allowed GPs to take on the responsibility for commissioning 
services on their patients’ behalf, creating an incentive for GPs to become more 
involved with the wider health system.


 In the latter half of the 1990s, GP practices started working collaboratively to 
provide out-of-hours care through GP co-operatives.



www.who.int/social_determinants/tools/multimedia/alma_ata/en/
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ƑƏƏƏsĹ grea|er e�|ernal con|rolķ competition and c_obce


 The 2004 GP contract represented a new relationship between GPs and 
the NHS, with an increased emphasis on performance-related pay, with the 
introduction of the Quality and Outcomes Framework (QOF).


 The new contract removed the obligation on GPs to provide 24-hour  
care for their registered patients, leading to most GPs opting out of  
‘24-hour responsibility’.


 Competition in general practice was encouraged through enabling patient  
choice of general practice, relaxing practice boundaries, and introducing wider 
private sector competition through Alternative Provider Medical Services 
(APMS) contracts.


ƑƏƐƏ |o |_e presen| da�Ĺ �orhbng a| scale


 In 2013, clinical commissioning groups (CCGs) were established, aiming to 
give GPs and other clinicians the power to influence commissioning decisions 
about their patients; more recently, assuming or sharing responsibility for 
commissioning primary care in their area.


 There is a requirement for all general practices to register with and be inspected 
by the Care Quality Commission. 


 The GP Forward View (NHS England et al 2016) set the direction for the  
creation of extended group practices – federations, networks or single  
large organisations.


 Policy on seven-day access and extended hours, along with the funding 
associated with this (the GP Access Fund), has encouraged practices to 
collaborate at scale.


 There have been workforce changes – there has been a downward trend over 
the past decade in GP partners, along with a fourfold increase in salaried GPs 
who now make up nearly 30 per cent of the GP workforce. There are increasing 
roles for other professionals such as pharmacists, therapists and clinical  
support staff.


 Financial pressures, recruitment challenges, rising and changing workloads, and 
administrative demands have accelerated new patterns of working.



www.england.nhs.uk/publication/general-practice-forward-view-gpfv/
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4  )_a| bs |_e essence of  
    general practiceĵ


While general practice has been evolving – from solo practitioners working from 
their homes to the present multidisciplinary enterprises increasingly based in 
large health centres – an underpinning philosophy of general practice and family 
medicine has emerged. Early thinking focused on the role of the individual GP 
and in many ways mirrored the early development of general practice – with the 
focus on single-handed or small group practices, and the GP as the central figure. 
The titles of seminal writings from these early days – The doctor, his patient, and 
the illness (Balint 1957), The future general practitioner (Royal College of General 
Practitioners 1972) and ‘A new kind of doctor’ (Tudor Hart 1981) – illustrate this 
focus on the individual clinician. However, the early definitions of general practice 
addressed the role of the GP while also recognising the need for the doctor to 
work with the support of a wider team (Leeuwenhorst Group 1974; British Journal of 
General Practice 1969). 


Howie and colleagues, in considering these and other writings on the nature of 
general practice, identified two ‘core values’ that underpin the work of GPs and 
their teams – ‘patient-centredness’ and ‘holism’ (Howie et al 2004). Others have 
emphasised the importance of general practice being the first point of contact 
with the NHS for most people. Heath has described it as ‘the point at which the 
vast undifferentiated mass of human suffering meets the theoretical structures of 
scientific medicine’ (Heath 1995). 


A recent European definition of general practice has moved the focus from 
the individual GP to the practice as an organisation (WONCA Europe 2011), and 
emphasised the following characteristics: 


 it is normally the first point of medical contact with the health care system


 it manages illness, which often presents in an undifferentiated way, and deals 
with health problems in their physical, psychological, social and existential 
dimensions (holistic care)



http://euract.woncaeurope.org/sites/euractdev/files/documents/archive/publications/general-practitioner-europe-statement-working-party-appointed-2nd-european-conference-teaching.pdf

https://trove.nla.gov.au/version/46492149

www.woncaeurope.org/content/european-definition-general-practice-family-medicine-edition-2011
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 it takes a person-centred approach and provides continuity of care 


 it manages simultaneously the acute and chronic health problems of individual 
patients


 it co-ordinates care, working with other professionals in the primary care 
setting, and manages the interface with other specialties


 it promotes health and wellbeing by both appropriate and  
effective intervention


 it has a specific responsibility for the health of the community.


The Royal College of General Practitioners summarises this as providing ‘continuing, 
comprehensive, co-ordinated and person-centred health care to patients in their 
communities’ (Royal College of General Practitioners 2016). 


)_a| do patien|s �an| from general practiceĵ


Does this detailed, and quite complex, definition correspond to what the wider 
population want from general practice? There is in fact significant overlap between 
what patients say they want from general practice and the underpinning philosophy 
of care that has been developed by the academic bodies over the past 50 years.


A systematic review of 19 international research studies looked at which 
characteristics were ranked most commonly by patients as priorities for general 
practice care (Wensing et al 1998). The five most important were:


 humaneness


 competence/accuracy


 patients’ involvement in decisions


 time for care


 accessibility. 


Coulter (2005) reviewed the research evidence from the UK and internationally to 
answer the question: What do patients and the public want from primary care? 



www.rcgp.org.uk/training-exams/training/gp-curriculum-overview/document-version.aspx
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She highlighted five themes:


 interpersonal care – patients want primary care professionals who are good 
communicators and who have sound, up-to-date clinical knowledge and skills, 
and they want to be given sufficient time and attention and to be provided 
with advice on health promotion and self-care


 access – patients want easier and more flexible access to services


 choice and continuity – the heaviest users of primary care (older people and 
people with chronic conditions) place particular value on continuity of care 
from professionals they know


 shared decision-making – many, if not most, patients expect to be given 
information about their condition and treatment options and expect to be 
engaged in decision-making


 equity – the British public retain the view that services everywhere should be 
high quality and equally available to all.


$_e core a�rb0�|es of general practice


Based on our research, we have developed a five-part model, which we believe 
encompasses the different attributes that must be present for general practice to 
deliver effective and comprehensive care to its patient population (see Figure 1).


We now describe the evidence, nature and policy context for each of the five 
attributes in turn. It should be noted that the attributes do not apply solely to 
general practice and achieving them may depend on wider system contexts. 
Furthermore, although we describe them separately, it is clear that there is 
significant overlap across the attributes. And some may be more or less important 
for some patients and at particular times, and the balance between them may 
therefore change.


�ersonŊcen|redķ _olbstic care


Providing person-centred care is probably the core tenet of general practice, 
with increasing evidence to suggest that this approach not only increases patient 
satisfaction but also helps people to take control of their own health and reduces 
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the use of formal health services (Fahey and NicLiam 2014). The Royal College of 
General Practitioners has identified three interlinked factors that are important for 
person-centred care (Farrar 2014): 


 a holistic approach – this sees patients as ‘whole people’ ‘who are complex, 
and live in complex communities in a complex world’ (Freeman 2005); people 
should have their physical, psychological, social and spiritual needs, and the 
interactions between those needs, considered by their general practice team 


 personalised and flexible care – this requires patients’ priorities to be identified 
and respected and then met in a way that is most effective for them at that 
moment in time


 empowering patients as equal partners in their care – this is so that they can 
both manage their own ill health and maintain their health.


A narrative produced jointly by National Voices and Think Local Act Personal (2013, 
p 3) summarised views on person-centredness in the following statement: ‘I can 



bg�re Ɛ $_e core a�rb0�|es of general practice


Continuity Co-ordination


Accessible care


Community
focus


Person-
centred,


holistic care



www.rcgp.org.uk/policy/rcgp-policy-areas/inquiry-into-patient-centred-care-in-the-21st-century.aspx

https://www.nationalvoices.org.uk/publications/our-publications/narrative-person-centred-coordinated-care
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plan my care with people who work together to understand me and my carer(s), allow 
me control, and bring together services to achieve the outcomes important to me.’


In a review of eight research studies looking at patient and GP views on what 
promoted patient engagement in a consultation – five studies from the UK and 
three from North America and Europe – several themes emerged that were shared 
by both parties (Parsons et al 2010):


 shared decision-making – this was facilitated by a good doctor–patient 
relationship, usually after several consultations with the same doctor and the 
development of mutual respect


 empathy – particularly where patients were presenting with mental  
health problems


 time available to facilitate engagement


 training and support – health professionals may need additional 
communication skills training to promote this approach and some patients  
may require support, perhaps from bringing a ‘significant other’ with them to 
the consultation


 informational support – access to information in an appropriate format.


Having enough time is clearly critical to both patients and clinicians in delivering 
person-centred care. Researchers from the University of Bristol found that, in 
practice, an average consultation included discussion of 2.5 different problems 
across a wide range of disease areas, in less than 12 minutes, with each additional 
problem being discussed in just 2 minutes. Doctors introduced further issues 
for discussion, in addition to those presented by patients, in 43 per cent of 
consultations (Salisbury et al 2013). 


Time to listen and deal with the ‘whole person’ is particularly important. A study by 
Citizens Advice found that GPs in England reported spending almost a fifth of their 
time on social issues that are not principally about health (Citizens Advice 2014). Half 
the GPs surveyed felt that the time they spend on non-health issues helped them 
to understand their local communities. However, when patients raised non-health 
issues, only one-third (31 per cent) of GPs said they advised patients adequately 
themselves and most referred to external agencies. 



www.kingsfund.org.uk/projects/gp-inquiry/patient-engagement-involvement

www.citizensadvice.org.uk/about-us/policy/policy-research-topics/health-and-care-policy-research/public-services-policy-research/evolving-expectations-of-gp-services/
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A recent systematic review of the variation in primary care physician consultation 
time showed that, among economically developed countries, the UK had one of the 
lowest average consultation lengths at 9.2 minutes. This compared with an average 
of 15 minutes in Australia, 16 minutes in Canada, 20 minutes in Norway and 22.5 
minutes in Sweden. The authors estimated that at the current rate of change, the 
consultation length in the UK would only reach 15 minutes in 2086 (Irving et al 
2017).


Developing truly person-centred services is likely to mean doing so with the involvement 
of empowered and engaged patients who are effectively supported to engage. 


The NHS has made a clear commitment to person-centred care. For this 
commitment to become a reality, general practice will need clinical teams with 
the appropriate skills and informational support. It also needs the resources and 
systems in place to enable patients to build long-term relationships with these 
teams and for consultations to be long enough to support this type of care. 


�ccessb0le care


Access in general practice is about the ease with which patients can obtain 
appropriate and beneficial care. Access has several dimensions that change in 
nature and importance depending on the patient’s needs. Boyle and colleagues 
(Boyle et al 2010) specified four dimensions: proximity (although they call it physical 
access), timeliness, choice and range of services:


 proximity involves being able to easily consult with a professional working 
in general practice either in person or remotely. This means considering and 
wherever possible addressing patients’ accessibility needs for both types  
of consultation. 


 Timeliness – being able to access general practice when needed – has been 
the main focus of national policy in recent years


 choice involves choice of GP practice, preference for a particular doctor and 
choice over what care is received


 the range of services available in GP practices includes services provided by 
the practice itself as well as partner organisations working in partnership with 
the practice. 



www.kingsfund.org.uk/projects/gp-inquiry/access-to-care





Innovative models of general practice


What is the essence of general practice? 16


 1  2  3  4  5  6  7


The different dimensions of access are interrelated, and patients are willing to 
trade them off against one another depending on their preferences and the 
problem they have at the time. For example, when their presenting problem is 
poorly defined or undifferentiated, they may want to see a particular, familiar GP 
who is able to consider their illness in the context of their past medical history and 
personal situation. This means that the timeliness of the appointment may become 
of secondary importance, with many people willing to wait or amend their own 
schedules to fit in the appointment.


For most people, general practice is their first point of contact with the health 
service when they need health care. However, recent conversations that we 
have had with patient representatives have revealed the confusion caused by 
the increasing number of ‘entry points’ into health care, whether face to face, by 
telephone or online. 


There is a strong association between quality of GP clinical care as measured by 
performance in the Quality and Outcomes Framework (QOF) and the level of 
patients’ satisfaction with access measures in the GP Patient Survey. These include 
how easily patients can get through to their GP surgery by telephone, how easily 
they can book appointments, how quickly they are able to see a doctor and whether 
they can see a GP of their choice (Raleigh and Frosini 2012). However, Quality and 
Outcomes Framework performance may be more an indication of good practice 
organisation than the delivery of high-quality, holistic care.


The GP Patient Survey asks: Overall, how would you describe your experience of 
making an appointment? In June 2012, 79.3 per cent rated their overall experience 
as good, whereas in July 2017 this was down to 72.7 per cent. The difference 
between the best- and worst-performing clinical commissioning groups on this 
question was almost 30 per cent. Patients are also finding it harder to get through 
to their GP surgery on the telephone – a drop from 77.9 per cent finding it easy 
in 2012 to 68 per cent in 2017. This drop might be less concerning if significantly 
more people were using online services but this was not the case (NHS England 
2017b).


Much recent policy activity in English general practice has focused on extending 
access beyond traditional working hours. Such schemes have been justified by 
referring to public preferences for convenient appointment times, and employers’ 



www.kingsfund.org.uk/publications/improving-gp-services-england

https://gp-patient.co.uk/surveysandreports

https://gp-patient.co.uk/surveysandreports
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changing attitudes to their employees taking time off work (Hunt 2015b), and the 
need to use GPs’ expertise to help patients manage in the community without 
resorting to other urgent or emergency care services (Hunt 2015a). 


The Prime Minister’s Challenge Fund was announced in October 2013 to help 
improve access to general practice in England and increase innovation. Twenty 
wave-one pilots started in April 2014 and continued through to October 2015. 
Over this period, £60 million was invested in the pilots to provide extended access 
to slightly more than 5 million patients. A formal evaluation found that a 14 per 
cent reduction in A&E attendances for minor problems (42,000 attendances) was 
achieved across the pilot schemes, compared with a 4 per cent drop nationally. 
However, there was no change in either the number of emergency hospital 
admissions or the use of GP out-of-hours services across the pilot schemes (NHS 
England 2016). A further £100 million has been committed to support 37 schemes 
in wave two. Slightly more than £250 million is being invested across England in 
2018–19 to support extending access to general practice for the whole population 
of England (NHS England 2016). However, the National Audit Office is concerned 
that although the Department of Health and Social Care recognises the importance 
of improving access, it has limited understanding of the pressures in general 
practice. It also believes that the Department of Health and Social Care and NHS 
England have not fully considered the consequences and cost-effectiveness of their 
commitment to extend access (National Audit Office 2017). 


Furthermore, a policy focus that emphasises access may be detrimental to creating 
the conditions needed for person-centred, holistic care. In the current model, 
increasing access while lengthening appointment times will be impossible without 
a very significant increase in capacity. The National Audit Office recognises this 
issue and warns that efforts to increase the GP workforce, which will be crucial to 
improving access, are at particular risk from falling retention rates and increases in 
part-time working (National Audit Office 2017).


�ontin�b|� of care


Traditionally in general practice, continuity of care is viewed as the relationship 
between a single practitioner and an individual patient, extending beyond specific 
episodes of illness. This sense of affiliation (‘my doctor’ or ‘my patient’) has been 
referred to as longitudinal, personal or relational continuity. In contrast, in specialist 



www.gov.uk/government/speeches/new-deal-for-general-practice

www.england.nhs.uk/publication/prime-ministers-challenge-fund-improving-access-to-general-practice/

www.england.nhs.uk/publication/prime-ministers-challenge-fund-improving-access-to-general-practice/

www.england.nhs.uk/publication/prime-ministers-challenge-fund-improving-access-to-general-practice/





Innovative models of general practice


What is the essence of general practice? 18


 1  2  3  4  5  6  7


services such as mental health care or cancer care, the relationship is more typically 
established between a team and the individual patient. 


Continuity of care has two core elements that distinguish it from other aspects of 
health care; these are care over time and the focus on individual patients (Haggerty 
et al 2003). Care over time is the longitudinal component of continuity, where the 
timeframe of relationships may be short, such as during a hospital admission, or 
open-ended as in general practice. Continuity is also a description of how individual 
patients experience their care.


Haggerty and colleagues have described three types of continuity (Haggerty et al 
2003):


 relational continuity – an ongoing therapeutic relationship between a patient 
and one or more health care professionals that bridges episodes of care (the 
traditional understanding of continuity)


 management continuity – a consistent and coherent approach to the 
management of a patient’s health problem(s) that is responsive to the  
patient’s changing needs (this has also been referred to as integrated care or 
seamless care)


 informational continuity – the use of information on past events and personal 
circumstances to make current care appropriate for the individual patient (this 
information may be captured in a clinical record or may be tacit, such as a 
patient’s preferences, values and social situation, and/or held in the memory of 
a clinician).


There is now a significant research base, much of which has been summarised by 
Freeman and Hughes (2010), regarding the advantages and benefits of relational 
continuity, which include:


 increased patient and staff satisfaction


 reduced conflicts of responsibility for clinicians – particularly reducing the 
‘collusion of anonymity’, where a succession of clinicians deal only with what is 
most immediately pressing



www.kingsfund.org.uk/projects/gp-inquiry/continuity-of-care
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 increased security, trust and respect within the doctor–patient relationship, 
which increases the willingness of patients to accept medical and health 
promotion advice – this supports the ‘wait-and-see’ management of non-
specific symptoms that are often self-limiting, and may reduce the undesirable 
medicalisation of symptoms


 improved problem recognition and quality of management of long-term 
conditions, with the evidence particularly strong for diabetes care


 reduced costs – for prescriptions, tests, A&E attendance and  
hospital admissions. 


Recently, three key studies have shown that relational continuity in general practice 
is associated with reduced A&E attendances, reduced emergency admissions and 
reduced outpatient department attendances (Barker et al 2017; Katz et al 2015; 
Hansen et al 2013). Perhaps most importantly, there are now at least four studies 
showing an association with improved survival in older people (Maarsingh et al 2016; 
Leleu and Minvielle 2013; Worrall and Knight 2011; Wolinsky et al 2010).


Despite this growing evidence base for its benefits, relational continuity in English 
general practice is deteriorating. The GP Patient Survey shows that where patients 
have a specific GP they prefer to see or speak to, the number being able to do this 
either all of the time or a lot of the time fell from 65.3 per cent in 2012 to 55.6 per 
cent in 2017. Along with getting through to the practice on the telephone, this was 
the largest deterioration for any element in the survey over this five-year period 
(NHS England 2017b). 


Current national policies, particularly those promoting general practice at scale and 
extending access in general practice, may well have the unintended consequence 
of decreasing relational continuity of care and in turn creating more pressures 
within the wider system. The GP Forward View and the associated Time for Care 
development programme, both launched by NHS England in 2016, are focused 
on improving access and recruitment, increasing productivity and supporting 
practices to work at scale, with no mention of initiatives to promote continuity of 
care. Given the evidence base for the benefits of relational continuity described 
above, particularly for reducing pressures elsewhere in the health system and for 
improving clinical outcomes in older people, this omission is surprising.



http://bjgp.org/content/early/2016/06/20/bjgp16X686101

https://gp-patient.co.uk/surveysandreports
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In relation to the other two types of continuity described by Haggerty and 
colleagues (Haggerty et al 2003), management continuity is important when a 
patient is receiving care from two or more clinicians or provider organisations. It is 
about crossing boundaries and bridging gaps in health and care systems that are 
increasingly complex. Appropriate information transfer – informational continuity 
– is a key factor in management continuity and it may more appropriately be 
considered as a component of management continuity rather than as a separate 
entity. This is considered further in the following subsection on the co-ordination  
of care.


�oŊordbnation of care


The NHS five year forward view (Forward View) describes a future where health and 
care provision will be fully integrated, with seamless movement between services:


…a future that dissolves the classic divide, set almost in stone since 1948, between 
family doctors and hospitals, between physical and mental health, between health 
and social care, between prevention and treatment. One that no longer sees 
expertise locked into often out-dated buildings, with services fragmented, patients 
having to visit multiple professionals for multiple appointments, endlessly repeating 
their details because they use separate paper records. One organised to support 
people with multiple health conditions, not just single diseases. A future that sees 
far more care delivered locally but with some services in specialist centres where 
that clearly produces better results. 


(NHS England et al 2014, pp 7–8)


Patients report (National Voices 2012) that they want:


 to tell their story once


 the professionals involved in their care to talk to each other


 to know who is co-ordinating their care 


 an identified single point of contact. 


The Canterbury health system in New Zealand, which is on a journey towards 
delivering this sort of integrated care, has as a core principle ‘the right care, at 
the right time, in the right place and by the right person’ and a key measure of 



www.england.nhs.uk/publication/nhs-five-year-forward-view/

www.nationalvoices.org.uk/publications/our-publications/integrated-care-what-do-patients-service-users-and-carers-want
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success is a reduction in the time that patients spend waiting (Timmins and Ham 
2013). This is not an original concept, but the patient-centred measure of reducing 
the time spent waiting, be it waiting for an appointment date for an assessment, 
investigation or treatment, or waiting to be seen on the day in a community clinic or 
hospital setting, has been a key factor in motivating a wide range of professionals to 
work towards this goal. 


The need for specialists to work more closely with general practice has been well 
documented, with a wide range of examples that go beyond simply relocating 
specialist clinics in general practice. These include mechanisms to provide GPs with 
easy access to advice, providing outpatient services jointly with general practice, 
and working in multidisciplinary teams (Robertson et al 2014). 


What is the role of general practice in helping to create this future? As practices 
grow larger there is an increasing need to co-ordinate care properly between 
clinical staff within the practice organisation itself. In addition, many other services 
have an interface with general practice and there is strong evidence that a failure 
to co-ordinate care across these interfaces is inefficient and at times dangerous 
(Øvretveit 2011). As described in the previous subsection, management continuity 
is important when a patient is receiving care from two or more clinicians or provider 
organisations and informational continuity is a key factor in this. The GP practice 
has a key role in co-ordinating this care, and helping patients navigate their path 
through the system. 


Activities involved in co-ordinating care within general practice include having a 
named clinician(s) who:


 routinely provides the patient’s care (providing relational continuity and 
building a strong relationship over time – see the previous subsection)


 acts as a guide/navigator and advocate


 works with the patient to develop a personalised care plan


 supports the patient to maximise their potential to self-manage and stay well


 ensures that the patient’s clinical record is comprehensive and up to date


 reviews and seeks input from the practice team and wider primary care team 
as/when needed.



www.kingsfund.org.uk/publications/quest-integrated-health-and-social-care

www.kingsfund.org.uk/publications/quest-integrated-health-and-social-care

www.kingsfund.org.uk/publications/specialists-out-hospital-settings
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Examples of the types of information flow that should occur between general 
practice and other services are:


 communication from general practice to accompany the referral of patients to 
other services, and the subsequent provision of information back to  
the practice


 notification when patients use the GP out-of-hours service, attend A&E or are 
admitted to hospital


 the information needed to continue to manage patients’ care following 
discharge from another care setting (eg, tests carried out and medication 
prescribed).


A survey of primary care doctors by The Commonwealth Fund in 2015 found that 
while the UK compared favourably with other countries in terms of communication 
between health providers (particularly between primary and secondary care), 79 per 
cent of GPs in the UK reported that their patients had experienced problems in the 
previous month because their care was not well co-ordinated (Osborn et al 2015).


The ability to share clinical records electronically can streamline much of this 
information transfer and address patients’ frustration at having to repeat 
their stories on numerous occasions. It can also ensure that important clinical 
information – such as allergies, medication use and significant medical history – 
is accessible across organisational boundaries. However, given the sensitivity of 
some health information, there is an ongoing debate about balancing the issues of 
confidentiality with patient safety (Papanikitas 2013).


A review of evidence on the impact of clinical care co-ordination shows that it can 
improve quality and save money – depending on which approach is used, how well 
it is applied and the context (Øvretveit 2011). However, it is challenging (and time-
consuming) to develop and sustain relationships in a multi-layered health and care 
system (Baird et al 2016). As will be described later, those primary care organisations 
that have made real progress in this area have required significant investment in 
time and other resources, along with a constancy of focus.



www.commonwealthfund.org/interactives-and-data/surveys/international-health-policy-surveys/2015/2015-international-survey

www.kingsfund.org.uk/publications/pressures-in-general-practice
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�omm�nb|� foc�s


There is now widespread recognition that the communities in which we are born, 
live, work and socialise have a significant influence on our health and wellbeing – 
a much greater influence than health care. The Forward View acknowledges that 
the UK has ‘not fully harnessed the renewable energy represented by patients and 
communities, or the potential positive health impacts of employers and national 
and local governments’ (NHS England et al 2014, p 9). It argues that the NHS needs 
to get serious about prevention, empowering patients and engaging communities.


General practice has traditionally been rooted in local communities. Before the 
implementation of patient choice legislation for general practice in 2015, which 
allowed patients to register with a general practice outside their local area, GPs  
had a registered patient list drawn exclusively in geographical terms. Even now,  
the vast majority of a practice’s patients will live close by and GPs are well placed  
to understand the needs and context of the local community in which their  
patients live. 


In the United States, the Institute of Medicine published Community oriented 
primary care: new directions for health services delivery in 1983, which added 
community focus and epidemiological approaches to the Institute’s existing list of 
the core attributes of primary care (Institute of Medicine 1983). Around the same 
time, in the UK, Tudor Hart was almost a lone voice calling for GPs to take on 
responsibility for the health of the neighbourhoods in which they worked (Tudor 
Hart 1981). He proposed that the GP team, in addition to reacting to problems 
brought by individual patients, should be involved in an active search for unmet 
need, in screening for preventable disease, and in planning the continuing care of 
chronic disease. Even though most practices would now see this as part of their 
core responsibilities, there is significant variation across the UK in how well these 
tasks are being delivered (Goodwin et al 2011).


‘Community orientation’ is now one of the 12 core competencies for GPs in 
training, who are required to understand the potentials and limitations of the 
community in which they work, its characteristics, and how these might have an 
impact on health needs (see Royal College of General Practitioners undated). There are 
many assets within communities that can be mobilised to promote the wellbeing of 
individuals and families living there, and also to support service delivery in general 
practice through volunteering (Gilburt et al 2018). One approach to mobilise these 



www.england.nhs.uk/publication/nhs-five-year-forward-view/

www.kingsfund.org.uk/publications/improving-quality-care-general-practice

www.rcgp.org.uk/training-exams/training/gp-curriculum-overview/online-curriculum/1-being-a-gp/core-capabilities-and-competences

www.kingsfund.org.uk/publications/volunteering-general-practice
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has been the development of social prescribing – a means of linking patients with 
sources of support within the community – which is listed as one of the 10 high-
impact actions in the GP Forward View (NHS England et al 2016). 


We suggest that GPs and their teams have an important role in building trust 
with local communities, through both participating in local community initiatives 
and on occasions providing leadership. As highlighted by Freeman and Hughes 
(2010), continuity of care is central to building trust in a therapeutic relationship, 
which in turn supports shared decision-making about health. In a similar way, 
GPs and their teams over time can build relationships with local communities to 
support effective change across the wider community. Batalden and colleagues 
suggest that, at its most basic level, this requires civil discourse with respectful 
interaction and effective communication. But it also demands deeper trust, more 
cultivation of shared goals and more mutuality in responsibility and accountability 
for performance (Batalden et al 2016). Clearly, general practices are not the only 
organisations in local communities that can support this sort of local engagement 
and action, but they have the potential to be powerful agents of change. 


These attributes are not new, but are a way of restating those elements that 
general practice will need to address if it is to deliver patient-centred, holistic care. 
Given current pressures, delivering these elements using current models will be 
challenging without a significant increase in capacity. In this report we identify 
innovations that might support general practice to deliver care that captures all 
of the elements, while recognising that additional capacity will still be required if 
general practice is going to be able to meet future demands.



www.england.nhs.uk/publication/general-practice-forward-view-gpfv/

www.kingsfund.org.uk/projects/gp-inquiry/continuity-of-care
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Ɣ  )a�s of �orhbng 


How might general practice of the future deliver a service that provides the 
dimensions of care that we have identified? We have looked across the UK 
and internationally for innovative models of general practice that have taken a 
different approach to providing care, assessing those ways of working that might 
be applicable to general practice in England and the extent to which they deliver 
on those dimensions. These models are not mutually exclusive, and many meet 
several or all of the dimensions, but we have chosen to group examples to highlight 
a particular aspect of care delivery. While some of the interventions have been fully 
evaluated, many are new and as such we have depended on the available literature 
and brief interviews with those involved. 


$eamŊ0ased �orhbng


Our previous work found that GPs often felt very isolated in their working life, 
managing a continuous stream of in-person and telephone appointments, with little 
room for reflection or collaboration. They reported that they were not always doing 
the tasks most appropriate for them and that an increase in flexible working and 
responding to access needs meant that relational continuity with their patients  
was difficult (Baird et al 2016). Ethnographic research in the United States found a 
similar pattern:


The practices we observed were divided, hierarchical and under stress. Physicians 
struggled to meet their demanding rosters of patient visits; they were hours behind 
schedule from the moment their work began every day. The rest of the practice 
staff was largely restricted to supporting the constellation of activities around the 
physician–patient encounter. Patients, meanwhile, could be left in limbo while they 
waited for a moment of the physician’s time. 
(Chesluk and Holmboe 2017, p 878)


Shortages of GPs combined with increased demand have added to this pressure. 
Practices both in the UK and internationally are attempting to address these 
issues by adopting a team-based model of patient care. These teams take many 
different forms, but most are moving from the more traditional approach to one 



www.kingsfund.org.uk/publications/pressures-in-general-practice

www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2009.1093





Innovative models of general practice


Ways of working 26


 1  2  3  4  Ɣ  6  7


where a small team comes together to take responsibility for a group of patients 
and collaboratively shares the care of those patients. Sometimes called ‘micro-
teams’ or ‘teams within teams’, they bring together a range of skills. These teams 
often include a GP, a nurse practitioner or case manager, a medical or health care 
assistant and an administrator. This approach:


 allows patients to build an ongoing relationship with a small number  
of professionals


 improves access by removing the ‘bottleneck’ of the GP


 offers an environment in which all professionals can undertake work that is 
matched to their abilities.


Evidence suggests that team-based care offers advantages in delivering the core 
attributes of general practice that we have identified, including improved access, 
more efficient co-ordination and improved continuity (Wagner 2000). Fundamental 
to this approach is the belief that when practices draw on the expertise of a variety 
of team members, patients are more likely to get the care they need (Schottenfeld et 
al 2016).


Research shows that a number of elements are required for successful teamworking 
in primary care (Ghorob and Bodenheimer 2015; Hochman 2015), including:


 being located in the same place


 a stable organisational structure


 a culture shift from doctor-driven to team-based care


 defined roles and workflow


 good communication through ‘huddles’ (very short daily meetings where teams 
discuss their work for the day), team meetings and informal ‘handoffs’  
of patients. 


Building relationships and trust within the team is particularly important and 
reflects wider literature on effective teamworking (Wisdom and Wei 2017). 



https://pcmh.ahrq.gov/page/creating-patient-centered-team-based-primary-care

https://pcmh.ahrq.gov/page/creating-patient-centered-team-based-primary-care

https://catalyst.nejm.org/psychological-safety-great-teams/
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In addition to a micro-team, primary care teams might also bring together a wider 
range of professionals, including behavioural health specialists, social workers, 
health coaches, midwives and pharmacists. The most effective teams include the 
patient as an active member of their care team (Bitton et al 2018). 


From the perspective of some clinicians and patients, team-based care may feel 
like a departure from patient-centred care because it can split care delivery across 
several team members; effective communication within the team and between 
team members and the patient is therefore critical (Schottenfeld et al 2016).


��haķ "o�|_cen|ral 
o�ndationķ �nc_orageķ �lashaķ &nb|ed "|a|es


	escrbption


During the 1990s, guided by input from ‘customer-owners’ (the term used for the 
Alaska Native people who are the users, and also the owners, of the health system), 
the Southcentral Foundation made significant investment in a generalist model 
of care called Nuka. It created small teams, typically with one GP, one nurse case 
manager, one member of case management support staff and one certified medical 
assistant. The nurse case manager handles routine health issues and triage; the 
case management support person schedules appointments and communicates 
regularly with patients; and the medical assistant greets patients and carries out 
routine monitoring tasks. The GP handles only the most complex duties, particularly 
diagnosis. Each core team is responsible for around 1,400 patients and each group 
of six teams is supported by an integrated care team, which includes a dietician, a 
pharmacist, behavioural health consultants and midwives. This wider support team 
therefore provides support to around 8,400 patients. There is also a manager who 
oversees each clinic, a front desk for each clinic, and a call centre. The teams sit 
together, going to the patients in clinic rooms rather than the patients being brought 
to them. This allows them to make informal handoffs to other professionals, often 
acting opportunistically, and make personal introductions to other professionals, 
which builds trust and confidence.


The teams keep 70 to 80 per cent of available time for appointments free on any 
given day so that they can respond to demand. They use wider communication 
channels including the telephone, text and email but customer-owners can always 
have a face-to-face discussion with the doctor if they prefer. They can provide 
holistic care for their populations, by combining a range of generalist skills covering 



https://themedicalroundtable.com/article/medical-home-%E2%80%A8better-whom

https://pcmh.ahrq.gov/page/creating-patient-centered-team-based-primary-care
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both physical and mental health in the teams and bringing specialist skills into 
the teams where needed, rather than referring patients out to other teams. The 
model supports co-ordinated care for the entire population, in comparison with 
models where only higher-risk groups are referred out to care co-ordinators and 
multidisciplinary teams. The Southcentral Foundation does still refer patients to 
specialists, such as its paediatric and women’s clinics, and to the hospital system, but 
the aim is to do so as little as possible.


�essons learn|
The Nuka model was based on engagement with the community, realising that 
most customer-owners managed their own health for the vast majority of the time, 
and that the primary care system needed to build trusting, long-term relationships 
with its community, so that over time it could have a real impact on how people in 
the community lived their lives. The Southcentral Foundation chose a model that 
would deliver this focus on relationships, with small primary care teams who could 
develop meaningful relationships with patients and families. This means that the 
teams are better placed to support their populations because they understand their 
motivations, their clinical history, their personal backgrounds and their families. 
The core team allows doctors to spend more of their time on people with newly 
diagnosed conditions rather than advising those with complex needs who are on 
known pathways and protocols. People are sent to the right person to care for them, 
removing the doctor as a bottleneck. 


The transition to the new model was complex, and significant investment in staff 
engagement, organisational development and training was critical. Key was choosing 
to invest in a model of generalist, holistic care rather than technical specialist 
expertise, including physical infrastructure to allow the workforce to be located  
in the same place. Investment in data analytics allows primary care teams to view  
a dashboard of information about their performance and how they compare with  
other teams.


�ore bnformation


www.southcentralfoundation.com/nuka-system-of-care/



http://www.southcentralfoundation.com/nuka-system-of-care/
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�eal|_� �res|a|�n Iac_ķ �res|a|�nķ )ales


	escrbption


Based on the Nuka model of care developed by the Southcentral Foundation, 
Healthy Prestatyn Iach was created by Betsi Cadwaladr University Health Board 
in April 2016 when several practices in the area closed or were at risk of closure 
because of difficulties in recruiting GPs. The practice has five multidisciplinary 
KeyTeams, each one caring for an allocated group of patients. Each KeyTeam 
serves around 5,000 patients and comprises two full-time equivalent GPs, nurse 
practitioners, occupational therapists, pharmacists and a dedicated co-ordinator. 
Supporting the teams are a range of other professionals, such as physiotherapists. 
A practice nursing service, including a nurse and health care assistant team, 
provides a range of traditional nursing services from each site, including monitoring, 
vaccinations and immunisations and contraception. The practice operates a same-
day service from one site during the week for urgent primary care problems, such 
as infections and minor illnesses, with no appointment necessary. One of the five 
KeyTeams focuses on patients in care homes, patients who are housebound with 
complex medical needs and patients with advancing frailty. The practice has been 
working closely with a social enterprise and town council to develop community 
support for patients.


�essons learn|


While based on the Nuka model, there are interesting differences in the KeyTeam 
structure. The use of occupational therapists in particular has been seen as a 
significant benefit and has created a change in approach, and a shared team room 
allows for informal discussion and support. While the team approach creates 
continuity for patients with a single team, this was a significant change for patients 
who were used to a relationship with a single GP. This required ongoing engagement 
and communication to address. Recruitment challenges and rising demand continue 
to cause issues for the practice and mean that the average patient list of 5,000 per 
team is much larger than would be the case in the Nuka model.


�ore bnformation


http://healthyprestatyniach.co.uk/



http://healthyprestatyniach.co.uk/
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$o�er �amle|s mbcroŊ|eamsķ �ondonķ �ngland


	escrbption


Tower Hamlets is a London borough in east London, which covers much of the 
traditional East End. It is characterised by wide inequalities and pockets of high social 
disadvantage, with people living with more illness, consulting more frequently, and 
dying younger, compared with more affluent areas. The number of patient contacts 
per GP is very high, resulting in both patients and doctors feeling more stressed after 
consultations. Meanwhile, a large number of GPs (65 per cent) in Tower Hamlets 
work on a salaried or sessional part-time basis. Restoring relational continuity of 
care has been high on the agenda of the local CCG and the GP community after 
local audits and feedback from patients showed that this was a significant problem. 
The Tower Hamlets approach has been to pilot the introduction of micro-teams. 
These are seen as a way of retaining the best aspects of ‘small is beautiful’ models of 
general practice under the rational and efficient umbrella of a practice ‘macro-team’.


Four practices volunteered in 2015 to develop the concept of micro-teams (Risi et al 
2015). These practices had higher levels of performance on the Quality and Outcomes 
Framework, and also higher self-reported levels of personal achievement, than the 
majority of local practices. One other practice participated, which already had an 
established personal list system, but wished to further develop the micro-team concept. 
All practices had list sizes of more than 10,000 patients. Practices used the micro-teams 
to either cover the entire population or focus on patients with multiple long-term 
conditions and/or at risk of an unplanned hospital admission. The core concept was 
of two to three buddying doctors working in a small team, and some practices also 
included a receptionist and a member of their administrative staff in the micro-team. 


Over the past two years there has been mixed progress within the four practices, 
with only one practice managing to implement the micro-team model with a 
significant degree of success, largely due to the simultaneous roll-out in this practice 
of quality improvement training for all staff. Early findings from the work have shown 
that the micro-team approach can improve safety, reduce GP workload by avoiding 
duplication of effort and improve co-ordination.


�essons learn|


Over a number of years, Tower Hamlets has tested the concept of providing 
many back-office functions on a large scale through the Tower Hamlets GP Care 
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	bgb|al bnnovations


Digital technology affords people new possibilities for interacting in general 
practice. Patients and professionals alike have taken this technology, experimented 
with it, adapted it and put it to use for general practice. In this section, we discuss 
how technology has been used to change the consultation between the patient and 
the professional. 


Digital technology changes rapidly. First, it changes quickly in terms of the things 
we can do with it, as new products, services and updates are released frequently, 
and infrastructures continue to develop. Second, the uses to which we put 
technology also change quickly; users adapt technology, and develop skills and 
different practices as they integrate it into their personal and working lives. The 
evidence base therefore requires some careful consideration as studies can become 
rapidly outdated by both technological developments and social change. 


Group. The aim of the micro-team initiative was to enable practices to reorganise 
themselves so that ‘front-office’ functions, defined as all direct contacts with 
patients, could be delivered to maximise relational continuity by what was essentially 
a part-time clinical workforce. The following key lessons can be drawn from the 
experience so far.


 Involve patients from the start of the changes and give them the flexibility to 
choose their micro-team.


 Engage the whole practice team, from GP partners to reception staff. The 
latter are particularly important in ensuring that patients understand the new 
processes. Buy-in from all GPs involved is vital. Implementation is difficult where 
there is significant staff turnover.


 Create opportunities for longer consultations so that the potential for 
relationship-based care can be maximised.


 In practices with several micro-teams, attention needs to be given to the 
infrastructure that supports the teams and also how to handle work that might 
fall between the teams.


 Investment is needed to support staff training.


 External input to support change management is important.
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The evidence covering remote consultations in general practice is a prime example of 
this tricky evidence base. The technology and context relating to remote consultations 
have transformed in recent years. Ten years ago, smartphone use was exceptional 
rather than the norm it is today and videocalling was an established but cumbersome 
technology. Partly because of this, there is little evidence and a continual debate about 
the best way to deploy these technologies as part of a GP delivery model. However, 
according to a recent summary of the evidence, remote consultations can involve 
some overhead costs but they reduce consultation length, improve accessibility and 
patients appreciate being given the option (Castle-Clarke and Imison 2016). 


Despite the absence of robust evidence, it seems that there is real potential for 
digital innovations to play a role in GP delivery models. They can help to support 
access to health care by creating flexibility in the increasingly busy lives of patients 
and their GPs. For patients with long-term conditions or those who find it difficult 
to access their GP practice in person, simple-to-use platforms providing video or 
telephone consultations could play an important part in their ongoing relationship 
with their GP. So too could giving the patient the technology to monitor and share 
information about their health remotely between consultations. 


However, some marginalised groups are likely to find it more challenging to access 
digital models of care because they experience barriers to using online services, 
such as: 


 people with few digital skills


 people unable to afford the relevant technical equipment


 people without access to an appropriate environment in which to use the 
technologies


 people for whom English is not their first language. 


While these barriers and the factors behind them often pose a challenge for 
interacting with established models too, it is incumbent on those working on digital 
models of care to ensure that inclusion is prioritised. The digital inclusion charity 
Doteveryone urges technology developers and their partners working in health care 
to ‘design for the needs of the furthest first’, pointing out that if digital services ‘can 
work for an older person with multiple co-morbidities or for a homeless teenager, it 
is more likely to have the capacity to work for everyone’ (Doteveryone undated). 



www.nuffieldtrust.org.uk/digital-patient

https://projects.doteveryone.org.uk/improvingcare/pages/commissioning.html
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In recent years, policy and investment from the central health bodies have been 
directed towards expanding the range of technologies being put to widespread use 
in general practice. The Forward View called for the new organisational models to 
make ‘fuller use of digital technologies’ in general practice (NHS England et al 2014, 
p 19). Meanwhile, the GP Forward View calls for the use of digital technology to 
change patient–professional interactions through remote consultations and other 
initiatives, but also to support ways of working at scale across multiple sites or 
using data to better co-ordinate care (NHS England et al 2016). It pledged a £45 
million fund to allow GPs to purchase e-consultation systems for their practice 
(see the example below). It also pledged a forthcoming framework for assessing 
(and hopefully improving) digital maturity in general practice, along the lines of the 
Digital Maturity Assessment exercise carried out across provider trusts in 2015 
(National Information Board 2015).


�� a| �andķ �ondonķ &�


	escrbption 


GP at Hand is a partnership between an existing GP practice and Babylon Health. 
The model of care is centred around the use of a smartphone app to book and carry 
out GP consultations and is the first time that all patients can routinely interact in 
this way with an NHS practice. Patients switch their practice registration to the GP 
at Hand practice. The GP patient choice commitment means that they can register 
with the practice even if they do not live in the local area (NHS Choices 2017). 
The service also provides care at certain physical locations in central London for 
appointments requiring investigations and physical examinations, arranged during a 
smartphone consultation or with the practice telephone support team. 


�essons learn|


GP at Hand is a new service and is currently being evaluated (Crouch 2018). It 
commits to extremely short waiting times (20–30 minutes at peak times) for a 
smartphone appointment with a GP, and smartphone access allows patients to 
interact with their GP at a place convenient for them. Patients with more complex 
needs who may need more face-to-face care are advised to consult with clinicians 
at GP at Hand before registering. Patients are not routinely able to select a specific 
or regular GP through the app. This means that the type of continuity provided by 
the service is informational continuity through the clinical record system and other 



www.england.nhs.uk/publication/nhs-five-year-forward-view/

www.england.nhs.uk/publication/general-practice-forward-view-gpfv/

https://www.england.nhs.uk/2015/11/digital-maturity/

www.nhs.uk/NHSEngland/AboutNHSservices/doctors/Pages/patient-choice-GP-practices.aspx

www.digitalhealth.net/2018/03/nhs-england-250k-independent-evaluation-gp-at-hand/
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internal systems that the practice uses, rather than relational continuity between a 
GP and the patient. To make special arrangements to see a specific GP, patients can 
contact a clinical support team by telephone. 


How this model affects the continuity and co-ordination of care, and how referral 
pathways into the rest of the health system are performing, will be studied in a 
forthcoming evaluation. A service provided by a remote workforce may be less likely 
to provide community-focused care but this has not been evaluated. 


The practice had grown from 4,970 patients in November 2017 when GP at Hand 
launched, to 24,652 in March 2018, with 85 per cent of new registrations made by 
people between 20 and 39 years old (NHS Digital 2018b, 2017). This suggests that it 
is attractive to younger patients who may prioritise convenience of access over other 
attributes of general practice.


�ore bnformation


www.gpathand.nhs.uk/


�Ŋcons�l|ations


	escrbption


E-consultations (also called online consultations) is a term used to refer to online 
platforms that use forms or a series of branching questions to gather information 
about the patient’s condition for the practice to act on. The platforms can also 
offer advice about appointment booking in the practice, self-help health advice 
and signposting to other NHS services. The exact approach varies across different 
products and in how they are implemented by practices. The information gathered 
from the patient can be reviewed and used by the GP to decide about whether they 
should refer the patient to another member of the practice. It can also be used to 
complement history-taking at the start of a consultation. 


�essons learn|


More than 300 practices in England are already offering online consultations but an 
evaluation of pilots in 36 practices using one of the platforms – eConsult – found 
very low use of e-consultations, with the most common reason for an e-consultation 



http://digital.nhs.uk/catalogue/PUB30244

https://digital.nhs.uk/catalogue/PUB30141

http://www.gpathand.nhs.uk/
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being an administrative request, for example for a fit note, repeat prescriptions or 
test results (Edwards et al 2017). Findings from other pilot sites suggest that dealing 
with these administrative tasks does free up time for GPs by managing patients 
who do not need to be seen face to face (NHS England 2017a). The early evidence 
suggests that e-consultation systems need careful implementation and refinement 
before they bring benefits to patients in terms of access, as well as other aspects of 
quality in general practice. 


�ore bnformation


www.england.nhs.uk/gp/gpfv/redesign/gpdp/online-consultations-systems-fund/


$elep_one |rbage


	escrbption


‘Telephone-first approaches’ have become increasingly common in English general 
practice. Where this model is introduced, a patient wanting to see a GP calls the 
practice and is called back on the same day (often within the hour) by a GP, who 
consults with the patient to decide whether the problem can be resolved over the 
telephone or whether a face-to-face appointment with a doctor or other health 
professional is required. 


There are two main commercial companies that provide management support to 
practices adopting this system in England: GP Access and Doctor First.


�essons learn|


A major evaluation of telephone-first approaches was published in 2017 (Newbould 
et al 2017). It found large decreases in face-to-face consultations and increases 
in telephone consultations and it suggested that up to half of patient problems 
could be appropriately dealt with on the telephone. Using results from the national 
GP Patient Survey, the evaluation found that GP practices using a telephone-first 
approach reported a large improvement in patients’ perceptions of time waiting  
to be seen. However, the approach was associated with an overall increase in  
GP workload, as there was an overall increase in the average time that GPs  
spent consulting. 



www.england.nhs.uk/wp-content/uploads/2017/10/e-consult.pdf

www.england.nhs.uk/gp/gpfv/redesign/gpdp/online-consultations-systems-fund/
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Digital technology in general practice is not just about allowing patients to access 
care in different ways; it can also allow GPs to access support that allows them to 
provide an enhanced level of care. It is now common practice for the internet to be 
used in the consultation to source up-to-date guidance through online textbooks 
or guidelines from sources such as the National Institute for Health and Care 
Excellence (NICE). 


There was significant variation in the experiences of practices that adopted the 
telephone-first approach, with some finding that it transformed their ability to 
meet demand for appointments, but others finding that it increased demand. The 
researchers observed that the approach worked better in practices that were 
organised and data-driven and were already able to meet demand, and that it was 
less likely to prove successful in practices that were already struggling to meet 
demand. There was also variation in the way patients experienced the approach: 
patients with language barriers and patients who could not easily take telephone 
calls at work were less welcoming of the approach.


�a� �eal|_ and �are �ar|ners �dvbce and ��bdanceķ  
�orecam0e �a�ķ �ngland


	escrbption


Advice and Guidance (A&G) is a bespoke web-based system that allows GPs 
to request advice from secondary care specialists in two-way secure electronic 
conversations. GPs access the system via EMIS Web (the electronic patient record 
system used by all GP practices across Morecambe Bay). From a patient’s record 
in EMIS, the GP clicks on a link to A&G which passes the current patient’s details 
through automatically, meaning the GP doesn’t need to re-enter these details. This 
opens the new conversation page and all the GP needs to do is select a specialty 
from a drop-down box, enter their question and click ‘submit’. The GP can choose 
to be contacted by phone and provide details of when they will be free and what 
number to contact them on. The system allows for a conversation to go back 
and forth until the GP is happy their questions have been answered. Currently 
26 specialties can be contacted through A&G, including radiology – where GPs 
can arrange direct access to more specialised investigations such as MRI, CT, and 
radioisotope bone scans, after remote discussion with a radiologist. Practice nurses 
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�omm�nb|�Ŋcen|red approac_es 


We found many examples of GPs engaging with wider community services to 
improve patients’ lives, often based on taking an ‘asset-based’ approach (as 
opposed to a ‘deficit’ approach). Assets might incorporate:


 personal assets – eg, patients’ knowledge, skills, talents and aspirations 


can now use the system to connect with a growing number of nurse specialists. The 
standard response time is five days, but most replies arrive in one to two days (the 
average response time is currently 1.8 days), and GPs receive an email notification 
that a response is waiting for them to view.


In 2016–17 there were 7,651 A&G queries raised by GPs; of these 1,807 were 
radiology queries. GPs stated that if the A&G service had not been available they 
would have referred a patient for an outpatient assessment on 4,377 occasions, 
but after receiving specialist advice that referral was avoided on 2,942 occasions 
(67 per cent reduction), with GPs managing the care themselves, performing 
further investigations or accessing support from elsewhere. A later referral will 
sometimes occur, but this will be after further investigations or treatment options 
have been tried. The system was established to promote communication between 
GPs and specialists, while anticipating it would also reduce the need for outpatient 
attendances. Feedback from users has shown it to be a powerful educational tool, as 
well as empowering GPs to better manage patients in a community setting. 


�essons learn|


This is an example of local innovation, with a system designed by clinicians for 
clinicians – the lead proponent was a local GP. Engaging specialists and GPs in the 
design was crucial, as was a robust pilot period during which glitches were sorted 
before wider roll-out. The pilot period also allowed a local tariff to be developed to 
fund the time involved for specialists to respond to queries. Ensuring that automated 
real-time feedback was built into the system from the start has allowed the 
collection of robust performance data.


�ore bnformation


www.bettercaretogether.co.uk/News.aspx?ID=46



http://www.bettercaretogether.co.uk/News.aspx?ID=46
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 social assets – eg, relationships and connections that patients have with their 
friends, family and peers


 community assets – eg, voluntary sector organisations, associations, clubs and 
community groups 


 neighbourhood assets – eg, physical spaces and buildings that contribute 
to health and wellbeing, such as parks, libraries and leisure centres (Greater 
Manchester Public Health Network 2016).


Social prescribing is a popular community-centred approach. Definitions of social 
prescribing can vary, but essentially it gives GPs an additional, non-medical referral 
option to help address patients’ mental health problems and low levels of wellbeing 
in particular (Bickerdike et al 2017), and it typically involves both the voluntary 
sector and volunteering. Social prescribing programmes tend to be small-scale and 
evaluations are limited by poor design, which makes it challenging to assess the 
evidence on outcomes or value for money (Bickerdike et al 2017; University of York 
2015). Nevertheless, there is currently a growing political appetite for increasing the 
availability of and access to community-centred approaches as a way to improve 
health outcomes.


�eneral �ractitioners a| |_e 	eep �ndķ "co|land


	escrbption


The Deep End group is a network of 100 practices that serves the most socio-
economically deprived populations in Scotland, mainly in Glasgow. It was developed 
by the Royal College of General Practitioners in Scotland in 2009. GPs in the 
deprived areas were often working with patients with complex multi-morbidity and 
other non-medical challenges, such as a lack of employment opportunities and social 
isolation. They found that they were spending a lot of time trying to help patients 
with problems particularly related to housing and poverty. This was difficult to do in 
the space of a 10-minute consultation and without good knowledge of or access to 
community-based services that could help. 


GPs in the network identified a need for a practice-attached ‘link worker’ to help 
address some of these challenges. In 2014, a link worker approach was introduced 
in seven Deep End practices wherein a ‘community links practitioner’ (funded by the 
Scottish government through to March 2019) is attached to the practice and works 



https://www.innovationunit.org/wp-content/uploads/2017/05/Greater-Manchester-Guide-090516.pdf

https://www.innovationunit.org/wp-content/uploads/2017/05/Greater-Manchester-Guide-090516.pdf

http://www.scie-socialcareonline.org.uk/evidence-to-inform-the-commissioning-of-social-prescribing/r/a11G000000AM2XQIA1

http://www.scie-socialcareonline.org.uk/evidence-to-inform-the-commissioning-of-social-prescribing/r/a11G000000AM2XQIA1
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with patients to help them access resources and support for non-medical issues. 
The link worker can accompany patients to appointments with other organisations 
if needed. The relationship with the link worker is not time-limited, which enables 
them to follow patients up and potentially offer further assistance. This builds 
capacity within the practices, strengthens links with local community organisations 
and improves communication between the different services. 


Another Deep End initiative is an advice worker embedded within general practice 
as an additional form of assistance that can be offered to patients who could benefit 
from advice about finances or debt management, housing and social security. The 
project was intentionally designed so that this type of advice and support is provided 
‘in-house’ and seen as part of the daily running of general practice. GPs and other 
practice staff refer patients through an online referral system as an additional form 
of support, not as a replacement for a GP appointment. Once the referral is made, 
the advice worker can make a face-to-face appointment with the patient and offer 
advice on a range of housing, social security and financial management matters. With 
permission, advice workers can access the patient’s medical records to get a better 
idea about their health. Advice workers can also refer patients on to additional forms 
of support in the community, such as organisations for carers or homeless people.


�essons learn|


In an evaluation of the link worker programme, participants identified some 
benefits, including the link worker’s ability to act as the patient’s case manager, 
and the worker’s position within GP practices, which operated as a bridge between 
organisations. The evaluation found that the success of the approach was also 
contingent on the community organisations having access to enough funding to 
provide services and make and maintain their links with primary care (Skivington et al 
2018). 


Two practices within the Deep End network piloted the advice worker project from 
December 2015 (and the initiative is ongoing). An evaluation found that advice 
workers helped the 165 patients referred between December 2015 and September 
2017 to access approximately £850,000 worth of social security support. It found 
that a key feature of the success of the scheme, as opposed to schemes where 
advice workers were not embedded within the practice, was the development 
of trust between the advice workers and clinicians in the practices, with each 
respecting the other’s knowledge and expertise. The individual patient’s relationships 
with practice staff, including GPs and non-clinical support staff, were the defining 



http://eprints.gla.ac.uk/158196/

http://eprints.gla.ac.uk/158196/
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factor in their engagement with the service. GPs suggested that having an advice 
worker embedded in the team contributed to stronger patient–doctor relationships, 
helped to reduce their non-clinical workload and freed up time (Sinclair 2017).


�ore bnformation


www.gla.ac.uk/researchinstitutes/healthwellbeing/research/generalpractice/deepend/


"mall Isles �edbcal �racticeķ Isle of �bggķ "co|land


	escrbption


When the resident GP on the Isle of Eigg passed away, it was necessary to find 
new ways of providing general practice to the remote islands of Canna, Eigg, Muck 
and Rum in Scotland, the nearest of which lies an hour by boat from the mainland. 
Inspired by the Nuka model of care in Alaska, which provides care to very remote 
populations, a key principle was community involvement and engagement, working 
with the local community to determine what the options were. Central to the model 
are four health and social care support workers, based within local communities and 
trained to deliver care such as wound dressing, blood taking, dispensing and toenail 
cutting. The support workers know the people they are treating, and they are likely 
to remain within the community for a long time, thereby providing continuity of care.


The support workers are part of a wider multidisciplinary team, which includes GPs 
who visit the islands on a regular basis. Patients can make an appointment to see 
a GP from the team on the islands on designated days and out-of-hours service 
provision is available through the rural practitioner team on the Isle of Skye. Other 
agencies have been involved in the programme on the Small Isles. The Red Cross 
delivered some basic first-aid training to residents, and the Scottish Ambulance 
Service has worked with communities to develop a First Responder scheme. 
The former doctor’s house on Eigg was converted into a health and wellbeing 
centre, with a consulting room, waiting room, dispensary, office and stores. Staff 
accommodation has been included to enable a GP or other professional to stay 
overnight if necessary (NHS Highland 2017, 2016, 2015, 2014).



www.gcph.co.uk/latest/news/729_deep_end_advice_worker_pilot_project_evaluation_published

http://www.gla.ac.uk/researchinstitutes/healthwellbeing/research/generalpractice/deepend/

www.nhshighland.scot.nhs.uk/News/Pages/BeingHerenewsletternowavailableonline.aspx

www.nhshighland.scot.nhs.uk/Publications/Documents/Newsletters/Small%20Isles%20leaflet%20August%202016.pdf

www.nhshighland.scot.nhs.uk/Publications/Pages/BeingHereNewsletter.aspx

www.nhshighland.scot.nhs.uk/News/Pages/NewmodelofGPprovisiononSmallIsles.aspx





Innovative models of general practice


Ways of working 41


 1  2  3  4  Ɣ  6  7


�essons learn|


Building strong relationships and trust between health care leaders and the 
community was critical to the success of this innovation. The main priority for 
the islanders was a sustainable community, which they strongly believed required 
sustainable health care and there was initially much resistance to the loss of a 
resident GP, with fears that it would mean people would leave the island. The 
project leader from NHS Highland spent considerable time building relationships 
with the community and started working with those who were interested in change. 
The project leader and a community leader visited the Nuka system in Alaska 
to learn about the model, and the community leader was then able to share her 
understanding with the local community. One of the doctors from the practice on 
Skye who would be providing a visiting service also spent time visiting the island 
building relationships. 


The team that visited Alaska brought back training materials for the health care 
support workers and adapted them for their needs. The training has been accredited 
by the Remote and Rural Healthcare Educational Alliance, providing a qualification 
that gives the workers transferable skills. There are plans to provide the first 
responders with a higher level of training so they can administer drugs, supported by 
a health care professional via telephone, and to provide mental health and paediatric 
first-aid training. Adapting the model to meet the specific needs of the islanders was 
critical, as was providing locum medical cover to the islanders while the model was 
developed and implemented.


As a sole practitioner, the resident GP had been responsible for all health and care 
needs on the island. Now the service provides islanders with more choice, with 
a visiting team of doctors, including a female doctor, and access to professionals 
including midwifery, community psychiatry and district nursing, so the islanders have 
access to a wider range of team-based care. There are new babies being born on 
the island and a thriving school and fears around the potential effect of not having a 
resident doctor have not been realised. 


�ore bnformation


www.nhshighland.scot.nhs.uk/



http://www.nhshighland.scot.nhs.uk/
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!o0bn �ane �eal|_ and )ell0ebng �en|reķ ��dse�ķ �ngland


	escrbption


The Robin Lane Health and Wellbeing Centre is a medical centre in the market 
town of Pudsey. The GP practice within the centre has a list of more than 13,000 
patients and is open six days a week, offering a diverse range of health and social 
services, including ‘standard’ general practice. The centre incorporates the Love 
Pudsey charity, which provides the base for a patient-based volunteer programme, 
with more than 30 volunteer health champions, who support and run more than 60 
health and wellbeing activities. The overall aim of the centre is to care proactively for 
its population by preventing or delaying the onset of illness and to address the social 
factors that have an effect on health. The centre’s approach is to work with ‘patients 
as partners’ to develop both the medical services and the non-medical activities 
and groups that promote healthy lifestyles and emotional wellbeing. The practice 
has a Practice Participation and Involvement (PPI) group, which is registered as a 
foundation charitable trust of Robin Lane. The PPI group plays an active role in the 
delivery and future planning of services at the practice, which includes supporting 
the patient volunteer programme. The centre takes a broad view of the different 
things that contribute to wellbeing, adopting the following five universal elements 
of it: physical, social, community, purpose and financial (Rath and Harter 2010). In 
addition to routine appointments, the practice runs a ‘walk-in’ service (for routine 
and urgent health issues) six days a week; counselling services; patients can access 
Weight Watchers, a dancing group (specifically for patients with Parkinson’s disease 
or other conditions that can limit mobility) and befriending through activities such as 
a youth café, a ukulele group and a walking group. 


�essons learn|


The practice was inspected by the Care Quality Commission in 2016 and rated as 
‘outstanding’ (Care Quality Commission 2016b). The commission noted how the 
centre was proactive in engaging with its patient population and local stakeholders 
in the design and delivery of its services and that community-centred resources were 
used for older people. The practice made the decision not to appoint a GP to fill a 
vacancy but instead appointed a wellbeing co-ordinator and a community matron to 
work with older people. The practice list has increased by 40 per cent over ten years 
but it has managed to cope with this growth without extra doctors by implementing 
the approaches described and through rethinking the way the practice is organised. 



www.cqc.org.uk/location/1-594189072/reports
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It also changed the way it approaches health care provision, with the promotion of 
wellbeing and proactive care becoming the driving ethos as opposed to creating 
services to react to demand. In order to achieve this the practice has built strong 
partnerships with its patient population and the wider local community.


�ore bnformation


www.robinlanehealthandwellbeingcentre.com/


�omm�nb|� �ell0ebng practices bn �al|onķ �_es_breķ &�


	escrbption


Halton is a borough in the north-west of England and is made up of two 
neighbouring towns – Runcorn and Widnes. Wellbeing Enterprises Community 
Interest Company has been running there since 2006. In 2012, Halton CCG and 
Halton Borough Council commissioned Wellbeing Enterprises to design and 
deliver a community-centred model, beginning with a pilot project to test out the 
effectiveness of community-centred health approaches in primary care based on 
three general practices, which was then expanded to all 17 general practices. This 
model is called Community Wellbeing Practices (CWP) (Swift 2017). Once they are 
referred by a GP or self-refer to CWP, patients are offered a one-to-one session 
with community wellbeing officers who undertake a structured ‘Wellbeing Review’. 
Patients are supported to develop an individualised action plan to address personal 
challenges, tap into their personal strengths and access wider sources of support to 
improve their health and wellbeing. Patients then have access to a range of activities, 
including social prescribing, asset-based community projects and community 
wellbeing and resilience programmes (South 2015). Community wellbeing officers 
work with patients over approximately four weeks and review progress regularly by 
telephone and in person.


Community wellbeing officers are an integral part of the team, accessing patient 
records and attending practice meetings. They spend a substantial amount of 
their working week in the practice to support health promotion and meet with 
patients in waiting rooms (Swift 2017). Patients and the public play a key role in 
the implementation of the CWP model. A number of patients who have used the 
social prescribing option go on to become joint facilitators of sessions alongside 



http://www.robinlanehealthandwellbeingcentre.com/
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"egmen|ation


Some models of care have developed to find ways to meet the needs of particular 
groups, particularly high-needs, high-cost patients. In doing this they are able to 
create teams that can meet needs in a more bespoke way and provide an enhanced 
service to that population. A 2009 report on care management for patients with 
complex needs, for example, concluded that ‘the transfer of high-risk patients 
from traditional primary care to separate “high-risk clinics” or “high-risk teams” 
has shown great promise’ (Bodenheimer and Berry-Millett 2009, p 14). The 
report recognised that while primary care is the logical place to undertake case 
management for complex conditions, the pressures caused by increased demand 
and a shrinking workforce in primary care mean that primary care visit lengths 
are not sufficient to manage complex patients. By focusing more resources on 
those groups with higher needs, for example patients with multiple and complex 
conditions, services are able to offer longer appointments to address those needs. 
Segmented models are often more able to locate specialist services in one place, 


tutors. CWP has also established volunteer schemes in a number of general practices 
through which patients have joined patient participation groups or delivered health 
promotion projects (Swift 2017).


�essons learn|


Before launching CWP, staff from Wellbeing Enterprises spent time securing the 
‘buy-in’ of the local general practice community. General practices could opt in; 
seven did so straight away and the other ten followed after six months. Wellbeing 
Enterprises offered brief interventions training to general practice staff to help them 
respond more effectively to patients’ social needs. More than 5,000 patients have 
been supported by the CWP model and outcome data shows statistically significant 
improvements in a range of areas that have been measured using validated tools, 
such as depression symptoms, anxiety levels, self-reported wellbeing and health 
status. Feedback from GPs has been mainly positive, and staff agree that the CWP 
model has improved access to community-based services for patients (Swift 2017).


�ore bnformation


www.wellbeingenterprises.org.uk/category/halton/



http://www.wellbeingenterprises.org.uk/category/halton/
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particularly psychiatry, diabetology and cardiology, and therefore specialist advice 
and support. 


!on !o0bnson "enbor �are �en|erķ "an �a|eoķ �albfornbaķ &nb|ed "|a|es


	escrbption


Opened in 2004, the Ron Robinson Senior Care Center in California operates as 
part of the San Mateo county public health system and is located in the county 
hospital on a site that houses other health and care services for older people. It 
includes both primary care and geriatric assessment for adults aged 60 and older, 
with a focus on those whose chronic or complex health issues would benefit from 
the time and resources that clinic staff can offer. Physicians and nurse practitioners 
provide primary care and the wider multidisciplinary team, which includes nurses, 
a psychiatrist, a psychologist, a licensed clinical social worker and a rehabilitation 
therapist, provide counselling and ongoing care management. 


The centre particularly serves low-income older people from the county’s diverse 
population, with more than half of its patients identifying as Latino (60 per cent) 
and languages spoken including Arabic, Cantonese, Farsi, Hindi, Mandarin, Russian, 
Tagalog and Vietnamese. 


�essons learn|


While the majority of patients are Medicaid beneficiaries (that is, they have a 
low income), some private patients are also choosing the centre because of its 
bespoke focus. In 2015, the centre served more than 3,000 patients with more 
than 13,000 visits. Key to the success of the centre is close links between clinic 
staff and representatives from social care, community health and local community 
organisations, with bi-weekly meetings that build relationships and trust between 
professionals. Continuity of care for vulnerable patients, who see a team they know 
and can build relationships with, has also been a key factor in improving health 
outcomes (Perry 2016).


�ore bnformation


www.smchealth.org/location/senior-care-center



www.calhealthreport.org/2016/12/05/19873/

http://www.smchealth.org/location/senior-care-center
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�_en�edķ 
lorbdaķ &nb|ed "|a|es


	escrbption


ChenMed is a primary care-led group practice based in Florida, which serves low-to-
moderate-income older patients, most of whom have multiple long-term conditions. 
Its care model includes a one-stop-shop approach for delivering multispecialty 
services in the community, and smaller physician list sizes of 350–450 patients, 
which allow for intensive health coaching and preventive care. The clinics offer 
services on site, including dental care, x-rays, ultrasounds and acupuncture, as well 
as support from five to fifteen specialists, and patients receive the majority of their 
primary and specialist outpatient care at the centre. As access is an issue for their 
patient population, they provide free door-to-door transport for patients.


�essons learn|


The model allows for close working between specialists and primary care doctors, 
with the latter easily able to obtain advice. The clinics are designed to promote 
collaboration and conversation between professionals, with a large nurses’ station in 
the middle of the practice where specialists do their paperwork, which is sufficiently 
far away from patient consultation rooms for spontaneous discussions between 
professionals. In many cases, the specialist can have a brief face-to-face consultation 
with the patient’s primary care provider immediately after they have seen the 
patient. On average, patients received 86 per cent of all their ambulatory health care 
in the clinics. Primary care doctors see an average of 18 patients a day and patients 
usually see their regular primary care provider (88 per cent of patients’ primary care 
visits were with their designated primary care physician in 2011). Preventive care is 
emphasised throughout the system. Research has found that the model lowers rates 
of hospital use, improves patients’ adherence to medication and leads to higher rates 
of patient satisfaction (Tanio and Chen 2013).


�ore bnformation


www.chenmed.com/



http://content.healthaffairs.org/content/32/6/1078.full.pdf+html

http://content.healthaffairs.org/content/32/6/1078.full.pdf+html

http://content.healthaffairs.org/content/32/6/1078.full.pdf+html

http://www.chenmed.com/
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�eal|_ ƐƏƏƏķ �ondonķ &�


	escrbption


Health 1000 is a bespoke GP practice for older people with complex health and 
social care needs. It was established in outer east London in 2015 as a two-year 
pilot, funded by the Prime Minister’s Challenge Fund. It provides a one-stop primary 
care and social care practice for the 1,000 most complex older people in the area. 
‘Complex’ is defined as having five or more long-term conditions and patients are 
recruited by invitation from their current practice. The staff are a multidisciplinary 
team of health care professionals, including GPs, specialist doctors, nurses, 
physiotherapists, occupational therapists, pharmacists and social workers. Patients 
and carers design their care programme with the team and a personal support 
worker helps to ensure that health and social care is personalised. The service works 
with Age UK to develop wellbeing services. The service also provides specialist 
support to four nursing homes.


�essons learn|


Evaluation results to date suggest that the service improved perceived quality 
of care for patients, but that it had not yet demonstrated any difference in the 
subsequent use of hospital services. Staff felt Health 1000 had improved the quality 
of care patients were able to access, including better medicines management and 
a reduction in unnecessary outpatient referrals. Staff also stressed the benefit of 
improved continuity on resource use, for example reducing duplication. Challenges 
included issues with technology related to prescribing, the distances that staff 
needed to travel to reach patients over a wider area and the complexity staff faced 
in managing different systems across three boroughs. Recruitment of patients to the 
new service had also proved difficult (Sherlaw-Johnson et al 2018a). Evaluation of the 
nursing home support service found that the ability of nursing home staff to access 
clinical support improved significantly and face-to-face contact with GPs increased, 
which improved the quality of patients’ experience of care. The evaluation also found 
a reduction in emergency admissions to hospital in the last months of the patient’s 
life (Sherlaw-Johnson et al 2018b).


�ore bnformation


www.haveringccg.nhs.uk/Local-services/health-1000.htm



www.nuffieldtrust.org.uk/research/patient-centred-care-for-older-people-with-complex-needs

http://www.haveringccg.nhs.uk/Local-services/health-1000.htm
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�evan �eal|_care �omm�nb|� In|eres| �ompan�ķ �radfordķ &�


	escrbption


Bevan Healthcare is a social enterprise housed within Bevan House primary care 
centre in Bradford, Yorkshire. The primary care centre provides NHS general practice 
services for patients in Bradford and Leeds, particularly designed to meet the needs of 
those who are homeless or in unstable accommodation, as well as refugees and asylum 
seekers. Alongside general practice appointments, patients can access a wide range 
of support, including social prescribing, general counselling and cognitive behavioural 
therapy, counselling and therapy for women following rape, sexual health and family 
planning advice, welfare and benefits advice and a drop-in for homeless people. 


Bevan Healthcare also serves the community through outreach work. This involves 
the ‘street medicine team’ offering health care to homeless people either on the 
street or in emergency accommodation; as well as the Bradford Bevan Pathway 
Team, comprising health and social care professionals who assist patients who 
are homeless or vulnerably housed by ensuring that appropriate discharge plans 
are in place following hospital admission. Bevan Healthcare partners with Horton 
Housing, which runs Bradford Respite and Intermediate Care Support Services 
(BRICSS). BRICSS provides supported, temporary accommodation following hospital 
admission. While staying at the unit, patients are encouraged and supported to gain 
the skills and confidence to live independently. 


�essons learn|


The Care Quality Commission inspected Bevan Healthcare in 2016 and rated it 
as ‘outstanding’ in all five quality domains (Care Quality Commission 2016a). NHS 
England has named Bevan Healthcare as a good practice example for how it involves 
patients who are disadvantaged and seldom heard. Bevan Healthcare has set up an 
Experts by Experience Group of volunteers who have experience of homelessness 
or who are refugees or asylum seekers. There is a health champions programme in 
which patients volunteer to engage others in the community to support those with 
long-term conditions to self-manage. Volunteers also help out as ‘waiting-room 
buddies’ and as bus drivers for the street medicine team (see NHS England undated). 
As a social enterprise, any financial surplus is spent on improving services for patients. 


�ore bnformation


www.bevanhealthcare.co.uk/index.php/en/ 



www.cqc.org.uk/provider/1-199697065/reports

www.england.nhs.uk/participation/success/case-studies/primary-care/bradfordbevan/

http://www.bevanhealthcare.co.uk/index.php/en/
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�e� roles bn general practice


The Forward View acknowledges that ‘healthcare depends on people’ and that even 
the most innovative care models will fail without the right numbers and skill-mix 
within the workforce to deliver them (NHS England et al 2014). It has been suggested 
that up to 20 per cent of the work undertaken by GPs could be done by nurse 
practitioners, while health care assistants could cover about 12.5 per cent of the 
work done by nurses (Wanless 2002).


Challenging the boundaries of traditional roles and supporting medical and non-
medical staff to extend their scope of practice provide a real opportunity to manage 
the demands on general practice teams. Expanding the skill-mix within teams 
by introducing new roles into the team – such as clinical pharmacists, physician 
associates and paramedic practitioners – enables the delegation of duties. This can 
improve access to care, enhance patient safety and streamline patient pathways, 
ensuring that holistic care is delivered more efficiently, with patients being seen by 
the most appropriate person, who has extensive knowledge of their condition, at 
the right time. Access to specialist advice and support is also key to helping both 
patients and GPs (Robertson et al 2014). There is evidence, as highlighted by the 
examples below, that introducing new roles could successfully bridge the workforce 
gaps that exist within general practice, supplementing, rather than substituting, 
existing team members. 


In this section we highlight some primary care teams who found novel ways of 
dealing with the challenges they faced by expanding their skill-mix and maximising 
the use of their workforce to improve patient access and care and to ease the 
burden of work on staff. 


�olla0orative careķ &nb|ed "|a|es


	escrbption


Collaborative care is an approach adopted by a number of providers in the United 
States. It is a specific type of integrated care developed at the University of 
Washington that is designed to manage common mental health conditions in primary 
care, based on the principles of effective chronic illness care. Trained primary care 
clinicians and behavioural health professionals provide evidence-based medication 



www.england.nhs.uk/publication/nhs-five-year-forward-view/

www.kingsfund.org.uk/publications/specialists-out-hospital-settings

https://aims.uw.edu/collaborative-care/principles-collaborative-care
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or psychosocial treatments, supported by regular psychiatric case consultation and 
treatment adjustment for patients who are not improving as expected against a co-
designed care plan, which sets out personal goals and clinical outcomes.


The care team has a primary care physician, a full-time behavioural health care 
manager and a psychiatric consultant working with the patient. The behavioural 
health care manager typically oversees 100 to 150 patients. They support the 
primary care physician by co-ordinating treatment, providing proactive follow-up 
of treatment response, alerting the primary care physician when the patient is not 
improving, supporting medication management, and facilitating communication with 
the psychiatric consultant about treatment changes. They also offer brief counselling 
(using evidence-based techniques such as motivational interviewing, behavioural 
activation and problem-solving treatment) and help to facilitate changes in treatment 
if the patient is not improving as expected. The psychiatric consultant does not 
usually see the patient, except in rare circumstances, and does not prescribe 
medications, but is available to the behavioural health care manager and the primary 
care physician for ad-hoc consultation as needed.


�essons learn|


Collaborative care has been tested with patients in a number of countries and health 
care systems. Studies have found that it is associated with significant improvement 
in depression and anxiety outcomes compared with usual care (Archer et al 
2012). A study in Minnesota identified the factors felt to be key in the successful 
implementation of collaborative care for depression across the state. Factors 
correlated with higher levels of knowledge, skills and confidence among patients in 
managing their own care were:


 strong leadership support


 well-defined and implemented care manager roles


 a strong primary care physician champion


 an onsite and accessible care manager. 


Low remission rates at six months were correlated with an engaged psychiatrist, not 
seeing operating costs as a barrier to participation, and face-to-face communication 
and informal handoff between the care manager and primary care physician for new 
patients (Whitebird et al 2014). This informal, rather than formal, referral-based 
approach to accessing specialist care is seen as a key element of a collaborative care 



http://cochranelibrary-wiley.com/doi/10.1002/14651858.CD006525.pub2/full

http://cochranelibrary-wiley.com/doi/10.1002/14651858.CD006525.pub2/full
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model, taking advantage of co-location but going beyond physical co-location to a 
fully collaborative, shared approach to care (see Care Partners undated).


�ore bnformation


https://aims.uw.edu/


�o�n| (be� �racticeķ 
lee|�oodķ �ngland


	escrbption


A report by the Primary Workforce Commission mentions paramedics as a means of 
bolstering the primary care workforce, stating that the use of paramedics warrants 
‘further piloting and evaluation’ (Primary Care Workforce Commission 2015, p 23). 
Mount View Practice has a patient list of 11,700 in an area of high deprivation, high 
prevalence rates for long-term conditions and a life expectancy below that of the 
national average. Driven by the loss of four part-time partners – equivalent to losing 
two experienced GPs – and difficulty recruiting new GPs, the practice was forced 
to find new ways of delivering care and turned to paramedic practitioners (Spencer 
2016).


To ease pressures on staff and increase access for patients, the practice developed 
an ‘acute access team’ consisting of a paramedic practitioner, a nurse practitioner, 
a clinical pharmacist and an on-call GP who co-ordinates care and provides support 
when required. The practitioners and pharmacists do the majority of the face-to-face 
patient contact.


The paramedic practitioner usually carries out a surgery in the morning, dealing with 
minor ailments, before going on home visits to see patients who are housebound or 
have long-term conditions. These visits constitute the majority of home visits from 
the practice, while the GP carries out home visits for new patients, those who have 
no diagnosis and, occasionally, those coming to the end of their lives.


During a home visit, the paramedic practitioner has full access to the patient’s notes 
and can contact the on-call GP at the practice for advice by telephone or via video 
link, which allows the GP to see and interact directly with the patient and carer(s) 
to aid safe management. Interestingly, the practice has had written consent from its 



https://aims.uw.edu/

www.bma.org.uk/connecting-doctors/the_practice/f/52/t/1250
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local coroner stating that it would accept a death certificate from a GP following a 
video consultation, in the same way it would if the GP had visited in person. 


�essons learn|
Mount View Practice has found that releasing the GP from undertaking acute home 
visits, seeing patients with minor or self-limiting ailments and monitoring long-term 
conditions has freed up time for the GP to see more complex patients. This has 
improved patient access to health care by creating more appointments, allowing sick 
patients to be seen more quickly, and it has had a substantial effect on reducing GP 
stress levels (Spencer 2016).


Although there is limited quantitative evidence about the impact of this scheme, 
Mount View Practice reports good feedback from patients and carers and the Care 
Quality Commission rated as it ‘good’ in all domains during the last inspection 
in 2017 (Care Quality Commission 2017). The practice has reported that its main 
challenge is that paramedic practitioners are unable to undertake prescribing 
accreditation, although the College of Paramedics has received support from the 
Commission on Human Medicines to push for paramedics to be allowed to follow a 
common non-medical prescribing course. It also reported that some patients have 
requested to see a doctor but are usually reassured that the paramedic practitioner 
is suitably trained, not working in isolation and has access to all their information to 
make informed decisions.


�ore bnformation


www.mountviewpractice.nhs.uk/


�cadem� �edbcal �en|reķ 
orfarķ "co|land


	escrbption


The Academy Medical Centre is a practice of 10,000 patients and has been moving 
to a team-based model of care, based on the Nuka model in Alaska, using core 
micro-teams to manage the list of patients. 


Since July 2017, it has also employed two behavioural health consultants (one full-
time equivalent) – health psychologists by training, who work with patients on issues 



www.cqc.org.uk/location/1-871260986/reports

http://www.mountviewpractice.nhs.uk/
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such as lifestyle change and managing long-term conditions and offer brief focused 
mental wellbeing interventions. They are based within the practice, supervised by 
the local psychology team. They spend time talking to core team members and these 
informal conversations mean they can be ready to provide responsive support and 
same-day appointments for some patients. The behavioural health consultants have 
some pre-booked appointments but also keep time free so that a GP or nurse can 
bring a patient along to meet them opportunistically. If a GP knows that a patient is 
attending on a certain day, the behavioural health consultant can keep some time 
free at the same time to facilitate a handover. There are no formal referrals, just a 
note added on the shared information system for the health psychologist to pick up 
that day.


�essons learn|


Regular team ‘huddles’ allow for more in-depth conversations about what is going 
on for the patient. This allows a more effective understanding of the patient’s likely 
needs, rather than second-guessing a referral form, and the behavioural health 
consultants can then provide direct feedback to the GP. Clinicians feel that the 
service has been most effective for those patients who might be resistant to using 
other services; for example, they might need to access weight-loss support, but 
do not attend external groups even after a referral. The patients are introduced 
informally to a behavioural health consultant by another health professional whom 
they already trust and are seen in a familiar location. The behavioural health 
consultants are then able to more easily build trust to work, for example, on a 
patient’s motivation and any psychological barriers they have. 


�ore bnformation


www.academymedicalcentre.co.uk/ 



http://www.academymedicalcentre.co.uk/





Innovative models of general practice


Ways of working 54


 1  2  3  4  Ɣ  6  7


Iora �eal|_ķ �os|onķ �assac_�se�sķ &nb|ed "|a|es


	escrbption


Iora Health’s model uses a significant number of non-medical staff to serve its 
diverse list of 40,000 patients across 29 practices and 11 states. It focuses on 
providing patients with the required emotional and practical support to engage with 
their health and adopt health-promoting behaviours. It strives to achieve this by 
incorporating health coaches into their teams. 


Iora Health’s clinics are typically staffed by two to three GPs, a clinical team manager 
(usually a nurse), a social worker and six to nine health coaches who are split into 
teams and assigned patients, for whom they act as advocates. The health coaches 
are often recruited from customer service backgrounds and are hired for their 
relationship-building. The team works with the patient to set health goals and the 
health coach actively supports the patient to achieve those goals. 


On clinic days, the health coach greets the patient on their arrival and sits with them 
to discuss how they are progressing, find out any concerns they have or issues they 
are dealing with, and review the patient’s agenda for the visit. They follow the patient 
into the consultation with the doctor, where they serve as the patient’s advocate. 
After the consultation, the patient and their coach review the treatment plan 
together, enabling the patient to clarify any points they may have misunderstood. 
The health coach uses this time to provide the patient with the education and 
coaching required to achieve the goals that they have set together. 


�essons learn|


This model enables continuity of care and allows appropriate care to be provided 
for the patient within the context of their lives. Knowledge of the patient’s social 
situation also allows the health coach to identify and seek solutions for factors that 
are having a negative impact on the patient’s health. Daily morning ‘huddles’ enable 
staff to discuss patients they are concerned about, therefore enabling proactive, 
holistic care provision before a situation escalates. Iora Health claims that its model 
has resulted in a 30–35 per cent reduction in emergency department attendances, 
as well as a 28–41 per cent reduction in inpatient admissions, and it has high patient 
satisfaction rates.


�ore bnformation


www.iorahealth.com/



http://www.iorahealth.com/
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)_oleŊs�s|em redesbgn


We end this chapter on ways of working by briefly considering general practice 
redesign in the context of the redesign of the whole health system. There are a 
number of systems across the world that have recognised the importance of placing 
general practice or family medicine at the centre of their redesign initiatives. The 
King’s Fund has previously argued that general practice should take the lead in 
developing care out of hospital by taking responsibility not only for its own services 
but also for many other services used by patients in the community. We proposed 
a move away from the model of small, independently minded practices towards 
new forms of organisation that enable practices to work together and with other 
providers to put in place the integrated services that are required (Addicott and Ham 
2014).


A model of primary care has been emerging internationally, known variously as the 
patient-centred medical home, the primary care home and the health care home. 
Systems adopting a patient-centred medical home model generally work at scale to 
deliver services that meet the vast majority of patients’ physical and mental health 
care needs. The Agency for Healthcare Research and Quality in the United States 
defines a medical home ‘not simply as a place but as a model of the organization 
of primary care that delivers the core functions of primary health care’ (Agency for 
Healthcare Research and Quality undated). It encompasses the following attributes:


 comprehensive care 


 patient-centred care 


 co-ordinated care


 accessible care 


 quality and safety. 



www.kingsfund.org.uk/publications/commissioning-and-funding-general-practice

www.kingsfund.org.uk/publications/commissioning-and-funding-general-practice

www.pcmh.ahrq.gov/page/defining-pcmh

www.pcmh.ahrq.gov/page/defining-pcmh
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HealthPartners, Minnesota and Western Wisconsin, United States


	escrbption


HealthPartners is a large consumer-governed, not-for-profit health care organisation 
in the United States, providing both health care services and health insurance. 
It is the first large, multispecialty group in the United States to have all of its 55 
primary care clinics designated as patient-centred medical homes. Central to this 
has been its adaptation of the Wagner chronic care model, applying it not only to 
chronic conditions but also across all primary care delivery, through an approach 
called the ‘care model process’. The aim of this model is to have ‘prepared practice 
teams interacting with informed, activated patients through continuous healing 
relationships supported by the ongoing availability of health information’ (Bisognano 
and Kenney 2012, p 13).


The care model process has been described as standardising how HealthPartners 
does care – patients can expect reliable, standardised, high-quality care wherever 
they go in the system. First, reliable systems and processes are designed, and then 
care is customised to the needs or preferences of individual patients. Wherever 
possible, the process starts with planning before a clinic visit – identifying which 
patients need to attend and what they need in terms of preventive care, as well as 
any ongoing monitoring of existing conditions. When the patient attends, care is 
provided by a team and not just the doctor, with each professional working to the 
‘limit of his or her licence’. The process also requires follow-up after the visit, such 
as the provision of a written after-visit summary, which the patient takes home with 
them, and the provision of support between clinic visits.


Part of the system-wide redesign has been the need to improve access, and this is 
called ‘call, click, or come in’, utilising the telephone and internet as well as face-to-
face contacts. An online portal called ‘virtuwell’ (www.virtuwell.com) allows patients 
to access support 24 hours a day. Changes in primary care have also been integrated 
with the wider system, by creating common, reliable pathways across specialist and 
primary care, using integrated information systems and common processes.


Over a five-year period, HealthPartners has seen a 7 per cent fall in hospital 
admissions and an 11 per cent fall in readmissions. There has been a narrowing 
of inequalities between different ethnic groups in the number of women being 
screened for breast cancer, with the overall rate increasing; and GP satisfaction 
scores across a range of measures have increased significantly. 



http://www.virtuwell.com
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General practices are increasingly coming together in larger groups, either to form 
super-practices or to work in large networks or federations. In the UK, these groups 
are mostly in their infancy and the wider NHS does not have a clear approach on 
how to partner or contract with them. New Zealand is an example where mature 
networks (federations) of practices have developed over the past 25 years and 
now have a central role in supporting general practices and delivering community-
based care, integrated with the wider system. One of these is Pegasus Health, a 
key partner in the Canterbury health system, with 500 GP members working from 
94 sites (see www.pegasus.health.nz). Pegasus was formed in 1992 with a strong 
clinical education foundation and a focus on reducing wastage on unnecessary 
laboratory tests and prescriptions. It now functions as a primary health organisation 
– holding the contract for primary care services from the district health board – as 
well as supporting general practices and community-based health providers within 
Canterbury to deliver high-quality services to 400,000 people. The King’s Fund 
has documented the Canterbury story well in previous publications (Charles 2017; 
Timmins and Ham 2013).


�essons learn|


Leaders of HealthPartners have identified the following key elements of the 
successful redesign of its care process:


 a clear vision – shared by senior leaders and board members, with ambitious 
goals and transparent reporting 


 the right leadership structure – the pairing of administrative and GP leaders  
was key


 simple design principles – reliability, customisation, access and co-ordination 


 cultural change to support team-based care 


 the involvement of patients and families in the change process.


�ore bnformation


www.healthpartners.com



http://www.pegasus.health.nz

www.kingsfund.org.uk/publications/developing-accountable-care-systems

www.kingsfund.org.uk/publications/quest-integrated-health-and-social-care

http://www.healthpartners.com
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�bnnacle �bdlands �eal|_ �e|�orhķ �ambl|onķ �e� ,ealand


	escrbption


Pinnacle Midlands Health Network is a not-for-profit primary health care 
management company, which works on behalf of Pinnacle Incorporated (a network 
of 85 practices in the Midlands region of New Zealand, caring for half a million 
people). In 2010, in response to workforce and demand challenges, it adopted a 
health care home model, based on that developed by Group Health in the United 
States. Like the Group Health model, and other patient-centred medical home 
models, it focuses on timely unplanned care, proactive care, routine and preventive 
care, and business efficiency. Key features include:


 a centralised call-centre access point as the first point of contact for patients 
across several practices, although patients calling the number, even out of hours, 
will feel it is their own surgery as access to electronic records allows staff to respond


 telephone triage by clinicians to proactively manage acute demand


 clinical ‘pre-work’ for booked patients to ensure that they need to be seen, 
that any preliminary tests have been done and that clinicians are aware of any 
opportunistic actions that are desirable when they are seen – this comprises 
‘fishing’ (ideally done two or three days before an appointment) and a ‘huddle’ 
(first thing every morning and focused on smoothing out the day’s work) 


 the provision of a web-based portal, which allows patients to review selected 
medical information about them, including any medication they are on and test 
results, and to securely communicate with their GP about e-consultations 


 building changes to support new ways of working, including the standardisation 
of consulting rooms, with clinicians using whichever room is available, and the 
creation of an ‘off-stage’ space, separate from patient areas, where clinicians can 
take telephone calls, work on the computer, process paperwork and consult with 
each other 


 the development of new professional roles (eg, clinical pharmacist and medical 
centre assistant) to expand the capacity and capability of general practice. 


As well as the work with general practice to proactively manage patients and 
increase access, the health care home model also supports improved co-ordination 
of care across the health and social care system, wrapping an integrated extended 
care team around those people with more complex needs (Ernst & Young 2017). 



www.healthcarehome.co.nz/wp-content/uploads/2017/03/EY-Health-Care-Home-Evaluation-2017.pdf





Innovative models of general practice


Ways of working 59


 1  2  3  4  Ɣ  6  7


In England, the primary care home model, launched in April 2016, has rapidly 
evolved and spread throughout England to now cover a total population of 
approximately 8 million people. Primary care homes aim to provide streamlined 
and co-ordinated care within a community setting to improve the health and care 
outcomes of local populations of around 30,000–50,000 people. The model has 
four key characteristics (National Association of Primary Care 2016):


 an integrated workforce, with a strong focus on partnerships spanning primary, 
secondary and social care


 a combined focus on the personalisation of care with improvements in 
population health outcomes


 aligned clinical and financial drivers through a unified, capitated budget with 
appropriate shared risks and rewards


 provision of care to a defined, registered population of between 30,000  
and 50,000.


�essons learn|


A recent evaluation of the model found evidence of improvements, including more 
planned and productive time with patients, despite similar face-to-face time, and an 
increase in capacity. However, it also found that the implementation of the model 
was complex, required significant change management and took time. After five 
years, there had been a fundamental shift across all areas of the business, but this 
was incremental and some changes took longer than others to achieve. A key feature 
was the implementation of a package of changes based on best practice, including: 
an expansion of the team; a new role of medical centre assistant; a centralised 
patient access centre; and the use of the ‘Lean’ quality improvement method to 
improve efficiency. It is now being scaled up across other regions and practices. 


�ore bnformation


www.pinnacle.co.nz/midlands-health-network



www.beaconmedicalgroup.nhs.uk/wp-content/uploads/2017/01/NAPC-PCHbooklet.pdf

http://www.pinnacle.co.nz/midlands-health-network
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$eam �ollbng|onķ 	bsle� and �o�|on Ő�	�ő �rbmar� �are �omeķ 
�_es_bre and �erse�sbdeķ �ngland


	escrbption


The Team Bollington, Disley and Poyton (BDP) Primary Care Home is a partnership 
between four GP practices and various health and social care professionals including 
the local ambulance service, located together and operating out of a ‘community 
hub’, which in this case is the GP practice. It covers a population of 33,000, with a 
significant number of older people, across three villages. The collaboration leading to 
the creation of the primary care home was founded on a shared desire to tackle local 
issues of social isolation and the lack of co-ordination within and between health and 
social services. These issues were particularly affecting frail and diabetic patients, 
leading to significant variations in hospital admissions and extended lengths of stay. 


�essons learn|


By working together and, in most cases, members of the team being located in the 
same place, Team BDP can put its patients at the centre of the services it offers. 
Regular multidisciplinary team meetings identify frail, complex and multi-morbid 
patients and proactive care plans are put in place before they become acutely 
unwell, to reduce their risk of admission to hospital. Through its collaboration with 
local hospital services and specialists, Team BDP can reduce hospital attendances by 
providing as much care within the community as is safe.


Services are not only directed at people living with long-term conditions, as 
exemplified by the plans to create urgent paediatric and minor illness clinics for 
12 hours a day, and a call centre where patients can be triaged, given advice or 
signposted to the most appropriate health or social service. This integrated approach 
not only enables a holistic provision of care that reduces polypharmacy (the use of 
several medicines at the same time) and increases safety, but also improves access 
to care and ensures that patients are seen more quickly by the appropriate person 
to help with the issues they are dealing with. Staff have reported greater satisfaction 
with work, there has been a reduction in hospital admissions and there have been 
cost savings due to holistic medicine reviews.


�ore bnformation


https://napc.co.uk/wp-content/uploads/2017/09/NAPC-case-study-Team-BDP.pdf



https://napc.co.uk/wp-content/uploads/2017/09/NAPC-case-study-Team-BDP.pdf
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In 2015, NHS England selected 50 health and care systems to take a lead on the 
development of new care models, with the intention that these ‘vanguards’ would 
act as blueprints for system change for the NHS moving forward. Nearly all of these 
vanguards had general practice as a core component of the system redesign, but 
many have simply focused on integrating existing practice delivery models with 
the wider system. However, a small number have included the redesign of general 
practice care as a key element of overall system change.


"�mp_on� �rogrammeķ "o�|_ "omerse|ķ �ngland


	escrbption


The vanguard South Somerset Symphony Programme is a partnership between 
19 GP practices, Yeovil District Hospital, Somerset Partnership Community and 
Mental Health Trust, Somerset County Council and Somerset Clinical Commissioning 
Group, along with a number of third sector and voluntary groups, delivering care to 
a population of 135,000. The programme is supporting the implementation of new 
models of care within primary and community care and Yeovil District Hospital, with 
a particular focus on patients with more complex needs but also supporting people 
more generally to improve their health and wellbeing.


Leaders from south Somerset have worked closely with colleagues from Iora Health 
in Boston, United States (described earlier) in developing what they have called 
‘enhanced general practice’. This approach uses mainly non-clinical staff as health 
coaches who work alongside other members of the practice team and provide 
support to patients with long-term conditions. This support helps patients to modify 
their lifestyles and manage their conditions. The coaches also help to co-ordinate 
their care. The practice teams have internal meetings or ‘huddles’ several times a 
week, with some practices meeting every day. All members of the practice attend, 
including reception and administrative staff. At the huddles, patients who are causing 
concern are discussed – these could be people just discharged from hospital, people 
who have attended A&E or contacted the GP out-of-hours service, people with a 
new cancer diagnosis, cases where there are child protection concerns or people 
who are at risk because of a change in their social circumstances. The health coaches 
help other staff to co-ordinate these meetings. 


Somerset CCG has invested around £1 million in health coaches (43 whole-time 
equivalents) who are allocated to practices based on one full-time coach for 
approximately every 3,000 patients. A further addition to the primary care system 
has been the creation of three complex care teams, with each team supporting a 
cluster of practices and consisting of an ‘extensivist’ (a GP with further training in 
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caring for older people with complex needs), a complex care nurse and a keyworker, 
who is normally the first point of contact for patients with the team. These teams 
were initially standalone teams but now each cluster has a complex care support 
practice, with the complex care team integrated with the practices and working from 
three bases shared with the community nursing teams. 


�essons learn|


Working with a partner organisation, in this case Iora Health, provided external 
knowledge and advice particularly around implementation. In addition, Symphony 
had input from an international expert in large-scale change, which was invaluable, 
and external support was provided to practices to help introduce the changes. They 
also drew on lessons from the Nuka model of care in Alaska and the Canterbury 
health system in New Zealand. Before implementing this new care model the local 
system invested significantly in population health analytics to understand the health 
of the local population and where the money went. This data was broken down 
to practice level and each practice was able to see the total system cost, with a 
detailed breakdown, of delivering health and social care to their registered list of 
patients. This information was important in engaging local practices in the redesign 
programme, with the prospect of releasing resources from elsewhere in the system 
into primary care.


Interviews with GPs involved in this system reveal a new mindset of moving from 
reacting to issues that arise through the day, to a proactive, forward-planning 
approach to care. They have also seen their workload reduce, with one practice 
seeing a 29 per cent fall in the percentage of appointments being carried out by GPs, 
following the introduction of team ‘huddles’ and health coaches. One GP described 
the change in his working life as ‘bringing back the joy into general practice’. For a 
video description of a day in the life of a Symphony GP, see Symphony Healthcare 
Services (2017).


Along with other initiatives introduced in local nursing homes and at Yeovil District 
Hospital, in the past year the system has seen a 3.1 per cent fall in non-elective 
admissions to the hospital for south Somerset residents, and an 11.5 per cent fall 
in non-elective hospital bed days. The hospital has also been able to close 18 beds. 
Local health leaders are convinced that the enhanced general practice initiative is a 
major contributor to this.


�ore bnformation


www.symphonyintegratedhealthcare.com



www.youtube.com/watch?v=-YBNikPmEBM

http://www.symphonyintegratedhealthcare.com
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ѵ  	esbgn for |_e f�|�re


We found many innovative examples of general practice during our research, with 
different approaches being used to tackle similar problems. Any new model of 
care for general practice will need to ensure that all five core attributes of general 
practice that we have identified in this report can be provided for the population 
it serves: access, continuity, co-ordination, a community focus and patient-centred 
care. While some of these elements may be more important for some patients than 
for others and at different times, models that focus on just one of these at the 
expense of the others risk providing a less effective and equitable service. 


While there is unlikely to be a single model of general practice for the future, 
we have identified common design features – set out in this section – that we 
believe will be important. Some of the innovations we have described have 
struggled to achieve the objectives they set for themselves. Reasons given for 
this include insufficient capacity to introduce the changes needed; lack of high-
level commitment to change; and workforce challenges. These issues that hinder 
implementation and spread of innovation echo those raised by research in other 
sectors (Dougall et al 2018; McCannon and McKethan 2013) and will need to be 
addressed if general practice is to innovate to meet rising demand and to support 
people to live healthy lives.


��bldbng and mabn|abnbng s|rong relations_bps


Common across most of the models we studied was a renewed focus on 
relationships – between patients and professionals, between professionals within 
general practice and beyond, and between general practice and wider communities. 


�e|�een patien|s and professbonals


Despite the recent policy emphasis on access to care, which has prioritised speed 
of access over other dimensions of access, we found that many innovative models 
had focused first on building stronger, more proactive and continuous relationships 
with patients. These team-based approaches to relationships had in turn enabled 



www.kingsfund.org.uk/publications/transformational-change-health-care
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better access by freeing up time for GPs to see patients with more complex need, 
either for diagnosis or significant changes to their management plan. This approach 
is underpinned by improved relational continuity which in turn builds trust between 
patients and professionals.


Producing better health and health services with the involvement of patients was 
a common feature of many of the models we studied and any future model of 
community-based care should be designed to empower people to take control of 
their own health and care as far as possible (Charles et al 2018). This could involve 
approaches that seek to understand people’s desire and ability to manage their own 
health and then find the most appropriate intervention for them (Hibbard and Gilburt 
2014). Interventions include health coaching and peer support and might also 
involve digital solutions to help empower and engage people, such as giving them 
access to their medical records. 


Models of care that are developed jointly by both professionals and patients, 
such as the ‘house of care’ model for people with long-term conditions, require 
professionals to work with and understand the patient’s goals, motivations and 
personal assets to produce a personalised care plan for that individual (Coulter 
et al 2013). This form of proactive partnership between clinician and patient is 
not just applicable to those with long-term conditions but is also appropriate for 
many patients with more complex problems who are seen in general practice. 
Working in this way requires time, either in a single consultation or over a series 
of consultations with the same health professional or small team. ‘Transactional’ 
models, which aim to ease access demands by providing quicker access to a GP – 
such as via walk-in centres or instant online GP access – do not support this trust to 
develop. When trusting and respectful relationships exist, professionals are better 
able to work in partnership with their patients, for example to support health-
promoting behaviours or to negotiate effective antibiotic prescribing. This in turn 
helps general practice to meet population and public health, as well as individual 
health needs (Rosen 2018). 


�e|�een professbonals


Common to many of the models was the creation of stronger relationships between 
professionals by moving away from the traditional one-to-one patient–practitioner 
interaction to a micro-team approach, which involves a core team of professionals 



www.kingsfund.org.uk/publications/community-services-assets

www.kingsfund.org.uk/publications/supporting-people-manage-their-health

www.kingsfund.org.uk/publications/supporting-people-manage-their-health

www.kingsfund.org.uk/publications/delivering-better-services-people-long-term-conditions

www.kingsfund.org.uk/publications/delivering-better-services-people-long-term-conditions
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working together to support a registered list of patients. These teams appear to 
provide a number of benefits, including:


 better relational continuity of care for patients


 improved access (as patients know they can access advice and support through 
routes other than a GP consultation) 


 longer appointments, as GPs and nurses are freed up to focus on those issues 
where their skills can add the most value. 


Having professionals located in the same place was also important, providing 
multiple opportunities for informal handoffs and discussion rather than going 
through more transactional referral processes.


The examples we found suggested that micro-teams comprising 4 staff, caring for 
around 1,400 patients, were the most effective, but these teams needed to be part 
of a larger group to provide patient access to a wider range of extended services 
(such as physiotherapy, pharmacy and behavioural health). There is as yet limited 
evidence of what patient list size or team membership is ideal in a UK setting, 
and also what wider network of support is best. We discovered practices testing 
different models with the aim of both delivering better outcomes for patients 
and creating working conditions for staff who are looking to restore their ‘joy in 
practice’ (Sinsky et al 2013).


�e|�een professbonals and comm�nbties 


Many of the innovative models we studied had invested time and money in working 
with their local populations to determine the best model for that population and 
saw ongoing involvement with their communities as key. From Alaska, to the 
Scottish Highlands, to Somerset and Surrey, we found good examples of community 
engagement and patients being involved in the development of services. This 
echoed findings from previous research, which identified communities driving 
health and care innovations and providing ideas that shaped completely new 
models of care (Dougall et al 2018). These communities were able to use information 
such as stories, experiences, recounts, enquiry and dialogue as powerful tools 
for the transformation of general practice. Empowering local people to become 
effective representatives who can be involved in wider system developments will 



www.annfammed.org/content/11/3/272.full
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also be important if general practices are to truly generate patient-centred  
services. This requires ongoing investment and support, including appropriate 
training and recognition.


With a growing recognition of the role of place and community in people’s lives, 
new models of general practice will need to find creative ways of connecting people 
to the wider range of resources that communities can offer. They will also need to 
see general practice as a broker between the patient, the community and wider 
health and care services and a facilitator of health and wellbeing. Such models often 
combine a range of initiatives, including volunteers and support for people to use 
their own skills and capabilities within their community (Gilburt et al 2018). 


� s_b[ from reactive |o proactive care


A feature of many of the models we studied was a shift towards proactive and 
planned care as opposed to reactive and transactional care. For many this was a 
fundamental shift in their ethos of care. This shift involved using electronic records 
to their full potential, with administrative staff contacting patients before their 
appointment to check that any necessary tests had been done and to see whether 
anything else might need to be done, and contacting them to prompt them about 
follow-up care or immunisations. It often involved health care assistants or medical 
assistants greeting and ‘rooming’ patients as they arrived at the practice, taking 
basic observations, checking records again for any preventive measures that are 
due and preparing the patient for their consultation, leading to a more effective use 
of time for both patients and health professionals. A number of models used staff 
working as health coaches or similar, to provide ongoing support and follow-up for 
patients after their clinic visit. Models that focus on more reactive, transactional 
approaches may be less able to provide such timely, comprehensive care, and are 
likely to require repeated clinic attendances to complete preventive measures such 
as immunisations or follow-up. 


	evelopbng shbllŊmb�


Multiple studies have focused on new roles and the appropriate skill-mix for 
general practice, not least because of the ongoing shortage of GPs but also because 
of the growing number of different issues and tasks that general practice has to 
tackle. Key to making the new roles work will be to understand their place in the 
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core general practice team, or wider team, and to build relationships between 
professionals so that patients do not face multiple handoffs or get confused about 
how to access care. We found that systems that promote informal referral, advice 
and consultation were more effective than transactional form-based referral 
processes. In choosing what additional roles to add to the team, it is essential that 
practices have a deep understanding of the needs of the population they serve and 
employ/train the right professionals with the right skills, supported by appropriate 
governance structures, to provide that care (Primary Care Workforce Commission 
2015). It is also important to recognise that changing the skill-mix in a team usually 
requires the redesign of work processes. This can be threatening for those whose 
roles are changing and significant people skills are required to implement this type 
of change effectively.


&sbng |ec_nolog�


Our case examples suggest that there are many ways in which digital solutions aid 
effective general practice, but these innovations should underpin ways of working 
rather than replace them. Much recent policy is focused on digital access, and 
many patients will benefit from this, but it should complement rather than replace 
teamworking. A small but significant proportion of the population in England is 
digitally excluded or has communication difficulties that would make digital access 
less appropriate for them. 


Effective information-sharing systems are fundamental to the success of networked 
models of care, with professionals able to access and share information easily, 
including out of hours and on home visits. 


The regular use of data for quality improvement and development was a feature 
of many of the models we studied, and evidence from high-performing health 
care systems shows how often change begins by using data to expose issues (see 
Alderwick et al 2017). 


�eneral practice �orhbng �b|_bn a �bder _eal|_ s�s|em


While this report has not focused on general practice working at scale or system-
wide organisational models, the ability to access a wider network of care services 
is important if general practice is to deliver comprehensive, patient-centred care. 



www.bma.org.uk/connecting-doctors/the_practice/f/52/t/1250

www.bma.org.uk/connecting-doctors/the_practice/f/52/t/1250
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For too long general practices have worked in isolation and initiatives such as 
Primary Care Home are beginning to connect practices with the wider health 
and care system in an exciting way. NHS England expects local health systems to 
ensure that all general practices are working within a wider network of practices 
covering a population of 30,000 to 50,000 people by April 2019, wherever possible 
(NHS England and NHS Improvement 2018). There is increasing recognition that 
general practice must be a core component of efforts to integrate health and care 
services through the emerging integrated care partnerships and systems. The 
most ambitious of these plans are focused on improving population health by 
tacking the causes of illness and the wider determinants of health (Ham 2018), and 
general practice has a key role to play in those plans. Bringing practices together 
to work at scale and in partnership with other health and care providers must not 
be at the expense of redesigning the way in which care is delivered to individuals 
and families; or the need to build collaborative partnerships with immediate local 
communities and to improve the working lives of the professionals working within 
general practice. 


Common to many of the models we investigated was the move away from a 
transactional referral process to a more collaborative model of care. The ability to 
locate specialist advice and support alongside general practice was also important, 
as this enabled informal discussion and support. Patients may also be more likely 
to engage with wider services if they are located in a familiar setting. Focusing on 
particular populations through segmented models of care may make this more cost 
effective, for example providing a focus for the care of groups who need a common 
set of specialist inputs, such as frail older people or homeless people. 


"�pporting general practice |o c_ange


Making radical changes to the model of general practice, such as those undertaken 
by the case examples in our study, is complex and takes time, leadership and 
resources. We have previously emphasised the importance of the time needed to 
build local relationships and transform local services, and this was echoed in our 
study, as was an iterative approach that built on the energy and engagement of 
the local community, allowing time for continual testing and refinement of plans 
(Dougall et al 2018). 



www.england.nhs.uk/publication/refreshing-nhs-plans-for-2018-19/

www.kingsfund.org.uk/publications/making-sense-integrated-care-systems
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We learnt in our research that while general practice in England has potentially 
more freedom to ‘get on and do’ than in the past, it often has less access to the 
financial or human resources needed to undertake the kinds of change we have 
highlighted in this report than other NHS organisations. For example, it has less 
access to the management skills required, such as organisational development 
intervention, improvement expertise and experience in the use of techniques such 
as ‘Lean’. There are, however, some good examples of support for general practice 
to gain access to these skills, such as the EQUIP programme developed by Tower 
Hamlets CCG which provides a quality improvement programme for its practices, 
including coaching, training and collaboration (EQUIP Tower Hamlets undated)  
and the Cumbria Learning and Improvement Collaborative (CLIC), developed  
by Cumbria CCG in partnership with the county council and the NHS trusts  
in Cumbria.


Key to any successful intervention is understanding the motivations of the different 
stakeholders involved, and ongoing engagement with professionals, patients and 
communities. This takes a significant investment in leadership time, which is hard 
when general practice is under pressure. While we have not addressed wider 
structural or organisational issues in this report, it may be that opportunities  
to work at a larger scale will be the means by which time can be freed up for  
clinicians and managers to implement change both within practices and in the  
wider community, without losing the local community focus that is core to  
general practice.
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ƕ  �oncl�sbon and  
    recommendations


We realise there is a real tension in developing a model of general practice that:


 provides person-centred, holistic care


 is easily accessible


 provides long-term relational continuity of care where this is important


 co-ordinates care for those patients who need this


 grounds everything in local knowledge and a commitment to the local area 
without a significant increase in capacity. 


We think that while more resources are still required, the challenge is for practices 
to have the organisation and structure to enable all of these elements to be in 
place, while having the flexibility to find the unique ‘sweet spot’ across these 
dimensions for each individual patient. But as our research has demonstrated, there 
are many practices delivering innovative, creative services.


Delivering person-centred and holistic care requires general practice to be at the 
heart of the development of new models of care and integrated care systems across 
the NHS. These models and systems should start with individuals and families, and 
the communities in which they live, and general practice must maintain its position 
within these communities. New models of general practice may be the key to 
unlocking the potential of new system-wide models of care; grounding them in local 
communities and providing holistic, continuing and co-ordinated care for patients, 
which is based on strong, trusting relationships with professionals who know them 
and their communities. The evidence is clear that this approach delivers benefits  
to the whole system, reducing pressure on specialist services, delivering better 
health outcomes for patients and improving the working lives of those working in 
general practice.
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Based on our research we now set out a series of recommendations for general 
practice, system leaders and commissioners, and national policy-makers. 


�eneral practice 


 Practices should endeavour to produce new models of care in partnership with 
patients and their wider community. The design principles we have highlighted 
in this report may provide a useful guide to these discussions, drawing on 
evidence of best practice.


 Models based on co-located micro-teams have the potential to provide general 
practice with the means to deliver accessible, high-quality, person-centred 
care. General practice leaders should learn from the evidence about these 
models when designing new approaches, making the most of the wide range of 
skills within practices that will best meet the needs of the local community.


 Access to a wider set of skills and resources – including pharmacy, mental 
health expertise, maternity and specialist advice – is also critical, and practices 
will need to collaborate to develop services that can provide effective access 
to these resources.


 Practices will need to access support for service development, including 
organisational development, to help them develop effective models of  
care. Piloting, testing and refining models organically is likely to be an 
appropriate approach. 


 There has not been the same investment in general management in primary 
care as there has in secondary care, and practice managers on the whole remain 
isolated and unsupported. There should be greater efforts to support practice 
managers, particularly in accessing quality and service improvement skills.


 With access to appropriate support, GPs should seek to work with technology 
partners who can support these new ways of working, prioritising partners and 
technologies that are most useful to their patient population. 


 As practices merge and grow in size, it is important for them to reflect on the 
five core attributes that we have described and to consider what impact any 
structural changes may have on these attributes of care. New processes and 
models of care may need to be introduced to improve or maintain, for example, 
relational continuity of care for patients with complex problems.
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"�s|em leaders and commbssboners


 System leaders must understand the centrality of effective and high-quality 
general practice in delivering system-wide change. Investment in new models 
of care has system-wide benefits as well as securing a strong primary care 
base and system leaders should actively engage general practice at all levels of 
planning and delivery. 


 System leaders working with local voluntary, community and social enterprise 
organisations should facilitate the building of strong links with general 
practice. Clinical commissioning groups that are involved in and work with 
local communities to transform how care is provided are well placed to support 
innovation in general practice, both through supporting the development of 
helpful conversations and relationships with local communities and in any 
necessary shifting of resources. 


 System leaders should consider opportunities to develop and support 
professional roles that span care settings, providing varied, flexible and 
attractive roles that also support an integrated approach to patient care.


 Commissioners should seek to foster and support digital innovation in their 
local practices, particularly technologies that go beyond just improving access 
– looking for those that promote self-care, shared decision-making and the co-
ordination of care. Technologies to support the sharing of clinical information 
and the promotion of communication between practices and across the wider 
system are also needed.


 Clinical commissioning groups should take a range of approaches in supporting 
general practice. They should work with general practice leaders to identify 
priorities for their local area and support them to develop and test appropriate 
new models. This support should include funding to support the training of 
practice staff in change management processes.


 Capital funding should be easily available to support the required transformation. 
This may include investment in estate to enable the co-location of professionals 
and in technology to support information-sharing and improve access.
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�ational polbc�Ŋmahers


 National policy-makers should continue efforts to support the transformation 
of general practice, offering easy access to funding for general practices to 
invest in the activities required to undertake that transformation, including 
leadership and organisational development support, project management 
expertise and capital funding. This should be reflected in ongoing  
contract negotiations.


 Policy initiatives focused on improving access should be mindful of the 
unintended effects of this on the ability of general practice to deliver 
continuity of care and community-focused and co-ordinated care. 


 There should be investment in ongoing research and evaluation of new models 
and initiatives, to share learning and support change leaders.


 Workforce development strategies should reflect the need for a 
multidisciplinary team approach in general practice, creating a workforce 
that is flexible enough to respond to local needs and offer local solutions and 
providing multidisciplinary approaches to training.


 Workforce strategies will also need to take account of the need to support 
sustainable and attractive careers in general practice, reflecting changing work 
preferences among health care professionals, for example a desire for flexible 
working and for portfolio careers. 


 Funding for technology should go beyond monies and procurement 
frameworks for specified technologies; it should also support practices in 
using digital technology to interact with their patients. National policy-makers 
should provide clarity about what they expect from general practice with 
respect to the many existing digital initiatives, which include the outdated 
Patient Online programme, NHS England’s digital experience and the NHS 
Apps Library.


Underpinning all of these recommendations will be access to adequate resources 
to meet rising demand. While changes to the model used in general practice may 
unlock efficiencies and reduce expenditure on hospital admissions, it will require 
more investment in general practice and other community health and care services 
to make those changes happen.
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 9



OVERVIEW



		Practice Name and Contact Details of Key Person



		Cornwall 111 = name of new Integrated Urgent Care Service (IUCS)

Mark Woolcock

Consultant Paramedic

Clinical Lead – Cornwall 111 IUCS

07811 455858

markwoolcock@nhs.net





		CCG



		Kernow





		Practice List Size



		Whole of Cornwall – approx. 500,000





		Background



		They were an OOH GP service, now an Integrated Urgent Care Service (started on 1st December 2017).  It is a GP-led service, but not GP-delivered in entirety.  A considerable challenge is the paucity of GPs both in and out of hours.  Cornwall has 20 years’ experience of employing paramedics (advanced paramedics, specialist paramedics) within the OOH service.  Also, has nurses – ANPs who are prescribers and triage nurses.  



Initially (20 years ago), paramedics wouldn’t triage or go to see certain classes of patients (e.g. under 2s), although they have done now for a long time.  The specialist paramedics are seen as more senior than the SWAST ‘version’.  



Main changes since being ‘just’ an OOH GP service is the integration of 111 and OOHs service (111 is subcontracted to VoCare).  Still working on implementing a Clinical Assessment Service.  Keen to develop their own people … have good reputation so no problem filling posts. 



In terms of face-to-face care, key is the GPs, Paramedics and Nurses are used interchangeably to see patients, so are undifferentiated.





		Strategic Drivers



		· Cost – can’t afford to offer the service based just on using GPs

· Other parts of England are using other members of the Multi-Disciplinary Team (MDT), not just the ‘expensive’ Drs

· IUCS requirement by NHSE

· Recognising not able to get enough GPs, and not enough coming through training





		Key Objectives



		· Making use of whole MDT within the cost envelope available





		Source of Funding



		All via CCG





		Communications with Staff and/or Patients



		No engagement or consultation.  Realised though people are more accepting of use of paramedics etc.  







		Has a Service Specification been produced and/or a Standard Operating Procedure?



		Clinicians either do Face-to-Face(F2F), triage or home visiting.  Only one thing nurses and paramedics can’t do compared to GPs is to section a person under the Mental Health Act.  



Clinicians who do F2F – nurse/paramedic/GP are undifferentiated (except paramedics work to PGDs).  



No Standard Operating Procedures.









STAFFING



		Employment



		Employer is Cornwall 111.

Is the staff member(s) working in another part of NHS? – Some GPs work in-hours, but 20 GPs just work for Cornwall 111.  24 Nurses - most also work elsewhere.  24 Paramedics – 33% just work for Cornwall 111.  Remainder also have contracts with SWAST and/or primary care.  





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Have 12 CPD study days per year – this high level of training support really helps to attract and retain staff.  





		Indemnity



		Indemnity for employees – all covered by Cornwall 111.  GPs also working elsewhere have their own indemnity and use their own indemnity when working with Cornwall 111.  





		Training Needs



		Have strong ethos on training and development and have a good reputation for this.





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		Mark is the governance lead.  He undertakes quality assurance (clinical audits and listening to calls etc) and supervision (including shadowing) – for the nurses and paramedics.  GPs have own arrangements.  





		Line Management



		Nurses and paramedics - direct to Mark.





		Banding



		Significantly higher than AfC: double and up to triple.  Clearly has helped recruitment and retention.  





		Costs



		Usual organisational costs of employment. 





		Prescribing



		Nurses and GPs are all prescribers.  Paramedics – none; nationally not able to (yet), so work to PGDs.  



















INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		50 cases a night = 5 clinicians, taken from historical data over many years.  

Staff working at one time varies = Wednesday evening is quietest, Saturday daytime is busiest. 





		Activity



		· Time to answer call, how quickly see patients in treatment centre or at home

· Conversion rates etc are available.  





		Data Collection Methodology and IT access



		All recorded on Adastra. 





		Access to patient records



		Access to patient records – don’t have, except sometimes for Special Patient Notes.  About to have smart cards, so will be able to access Summary Care Record





		Information Governance



		At present, not required.  









PATHWAY



		What type of patients are seen/scope of practice?



		Any patients, except paramedics and nurses can’t section someone under the Mental Health Act or someone who should be dealt with through 999 (limited by the equipment in the car).  





		How do patients access the service?



		Ambulance crews on scene/District Nurses/Mental Health Teams/Community Hospitals/palliative patients – through own landline.  

Patients and care homes via 111





		Time Spent Per Patient



		10 mins triage, 30 mins F2F, and 60 mins Home visit





		What do they do when they see the patient?



		Diagnose, assess and treat if they can.  Will refer back to GP in the day if required.  

55% of calls are advice, 25% Face-to-Face and 20% home visits.  Average weeknight about 100-120 patients, Saturday = 800, Sunday = 600





		Next steps following patient appointment/onward referral pathway and process



		Will refer back to GP in the day if required.  Send a Patient Electronic Message to the GP.  





		Support systems for clinician



		Always check for special patient notes, use MiDoS, and Maxim for access to blood results/investigations





		Appointments – are they virtual/Face-2-Face/mixture?



		See above.  





		Access to diagnostics



		CRP and D-Dimers are being trialled, using their own equipment.





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		Treatment Centres – 9 (mostly in community hospitals), cars based there too for home visiting.

Triage – remotely or from the HQ in Truro.  





		Dependencies/Integration/Place within the System



		SWAST – calls from ambulance crews.  







EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		Just audit snapshots of what they do.  





		Lessons Learnt



		· Don’t employ paramedics in primary care as the standard 999 ambulance paramedic won’t have the right skill-set, unless they have already worked well in primary care in or out of hours

· Taken a long time for many GPs (and other clinicians) to accept the abilities of paramedics – need for a local Paramedic Clinical Champion



Currently thinking about providing a 24/7 service (Monday-Friday) through offering home visiting services to Practices across Cornwall – commissioned by individual Practices.   





		Evaluation – yes/no/planned



		Just audit snapshots of what they do.  











JJ – 15Jan18
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OVERVIEW



		Practice Name and Contact Details of Key Person



		Shane North

Shropdoc – Shropshire Doctors Ltd

richardnorth4@aol.com

Mobile – 07788 973752





		CCG



		· Teleford and Wrekin CCG

· Powys Teaching Health Board





		Practice List Size



		Unknown – covers multiple practices





		Background



		· Shropdoc – wanted to use paramedics in a different way.

· Original idea to use paramedics out of hours, probably in a telephone setting but then

· Face to face were successful 

· Placing out with GPs to get experience where GPs came back asking whether they could use in surgery

· They see patients in urgent care and have 100 urgent care practitioners (UCPs)(paramedic and nurses) doing telephone triage in and out of hours and some carrying out many of resultant face to face appointments.

· In-hours primary care practice work, UCPs see an average of 184 book on the day patients per month (with a peak of 418 in September) and are also carrying our 65% of the home visits including patients homes, nursing homes and care homes.

· Most useful visitation services

· Interested in having UCPs supporting federated practices

· ShropDoc aim is to support GPs but not to replace

· Shropdoc – community interest company

· OOH contract holder





		Strategic Drivers



		· Paucity of available GPs

· Rise in demand

· Reduced availability of workforce.





		Key Objectives



		· Increase availability of workforce

· Ensure sustainability of primary care workforce





		Source of Funding



		· CCG & Health Board

· Prime Ministers Challenge Fund – service not stopped once this finished. This allowed a trial for 8 months and on the back of this a service has been reconfigured.





		Communications with Staff and/or Patients



		· Comms In-house - staff consultations, extensive work in house.

· Some internal pay scales have had to be managed and altered.

· Staff have now got defined pay scales and competencies (competency mapping undertaken)

· No overt patient communications – service may not look any different 

· “Same service, but different”

· The difference was the person doing the face to face consult.





		Has a Service Specification been produced and/or a Standard Operating Procedure?



		Not available at this time.







STAFFING



		Employment



		· Shropdoc, directly employ





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· Paramedics are directly employed and 100% clinical





		Indemnity



		· Shropdoc provide private insurance (vicarious liability and purchase indemnity insurance)





		Training Needs



		· Took a mix of paramedics

· Minimum of 5 years post registration (not newly qualified)

· ‘Aptitude and attitude’

· Paramedics looking to get the job

· Nurse group wanted more definition





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Nurse and paramedic the same

· Annual appraisal

· Management team expected to take part in face to face contact

· Audit of telephone work (on a volume level, quantitative)

· Times on call

· Disposition rates on calls (e.g. 999, face to face)

· Average across whole clinician group

· 60 clinicians – bench marked across the audit

· Random pick of telephone calls (every six months) and reviewed by a senior clinician

· Face to face - clinical contact

· 5 random case notes audit

· Regular (monthly) clinical discussion group – open to any one – paramedic, nurse or community GP. Invite people to submit patient contacts for scrutiny (safe forum for discussion). Both groups are learning off each other.





		Line Management



		· Head of urgent care – Shane North, working under a Medical Director

· Clinical Directorate (medical and deputy)

· GP triage specialist

· Two heads of UCP development

· Two middle managers – responsible of placements and rota’s





		Banding



		· Equivalent of AFC – top band 6 middle 7 or £17 – 19 per hour 





		Costs



		· Associated service costs (e.g. OOH service provider)





		Prescribing



		· Most are non-prescribers and must seek authorisation from a GP prior to issuing a prescription, for out of hours work ShropDoc have produced a number of PGDs with the local CCG for use by both paramedics and nurses acting as UCPs.

· Non-prescribing not necessarily a barrier to good patient care

· 15 PGDs currently, the rest supporting by clinical decision making in conjunction with sessional GPs)









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· Demand analysis 

· No of bases – demand for those basis is monitored

· 15 min consult time

· Looking at demand analysis and 15 min consult time equates the number clinicians that are needed.

· Nurse and paramedics have the same role

· GPs are there to support paramedics and nurses

· Expected to manage higher risk threshold and clinical support tool (uncertainty and complexity)





		Activity



		· Not at this time – will check and supply 





		Data Collection Methodology and IT access



		· Adastra system out of hours – generates reports automatically

· In-hours – Mixture of EmisWeb and Vision

· Clinicians use all depending on time

· Systems do not talk to one another.





		Access to patient records



		· OOH only has access to previous consultations

· Rely on surgeries reporting – e.g. special patient notes.





		Information Governance



		Cannot answer at this time.









PATHWAY



		What type of patients are seen/scope of practice?



		All patients are triaged via a telephone consultation with either a UCP or Doctor (depending on normal practice within the surgery) and allocated to an appropriate clinician, either practice nurse/ANP, UCP or GP



Urgent care practitioner = (nurse, ANP or paramedic)



· Urgent care patients only

· Receptionist>telephone waiting list> phoned back by urgent care practitioner> triaged to most appropriate place (sign posting or booking in).

· Triage done remotely

· UCP in the practitioner

· 24/7, 365

· UCPs in practices and in out of hours service

· On the day urgent care activity in primary care (10 practices)

· Generally not walk in (there are a few exceptions)

· Telephone triage

· Urgent appointments – book on the day

· No restrictions on age

· Scope of practice defined by the clinician





		How do patients access the service?



		· Telephone triage





		Time Spent Per Patient



		· 15 minutes planned





		What do they do when they see the patient?



		· Assessment, diagnosis and treatment or further investigation referral (this can include admission to a DGH direct to a ward.)





		Next steps following patient appointment/onward referral pathway and process



		· Refer to appropriate person

· Same admission rights as GP in practice





		Support systems for clinician



		· Adastra, EmisWeb, Vision

· DoS is not used currently







		Appointments – are they virtual/Face-2-Face/mixture? Mixture



		· Telephone triage and action (prescription can be done over the phone)

· Face to face





		Access to diagnostics



		· Can refer to x-ray, MRI, CT, Ultrasound – same as a GP might have.

· Some paramedics have done non-medical referrer course





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Telephone triage

· GP practices

· OOH bases (x 5)

· UCC (telford)





		Dependencies/Integration/Place within the System



		n/a



















EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· Business case was created for Prime Ministers Challenge Fund (PMCF)

· PMCF, Internal, in theory not approved by CCG/Health Board

· Not currently available





		Lessons Learnt



		· Attitude above aptitude – employ people with the right mental disposition first.

· Experience, some with high qualifications not necessarily the right person for the job





		Evaluation – yes/no/planned



		· No overt patient surveys yet.

· No evaluation planned at this time.

· Ad-hoc feedback from GP practices that without UCPs they may have had to ‘hand back their contract’. They want more hours etc.

· Clusters of practices have recommended to one another

· Patient feedback positive, no critical events or admissions

· Pts don’t necessarily understand the classes of clinicians

· This may be extrapolated from data.











RH - 23Nov17
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OVERVIEW



		Practice Name and Contact Details of Key Person



		Helen Dunford, Service Lead

Medvivo Group Ltd, Chippenham, Wiltshire

Helen.Dunford@medvivo.com

0800 6444 200





		CCG



		Wiltshire CCG





		Practice List Size



		Wiltshire CCGs – all practices – same as out of hours contract.





		Background



		· Trial for visiting in out of hours urgent care patients suggested by paramedics as they came into working with Medvivo

· Not part of original out of hours contract

· Bank holiday trial – aim to take pressure off OOH service and also provide opportunity for paramedics to provide evidence for their continued professional development

·  Varied outcomes based on which paramedic (proactive approach gave greater impact) was on and which clinicians (depended on GPs and their exposure to working with paramedics before) in the hub

· Gradually built up relationship between GP and paramedics

· Some of the paramedics involved with working with practices previously and those practises, recognising the benefits happy to engage with trial.

· Medvivo exec team wanted to explore model further and asked for new trial, trialled at the next bank holiday. 

· Service is now running on each bank holiday and occasional Saturdays although no final decision on permanent roll-out or expanded roll-out taken.





		Strategic Drivers



		· Reducing operational pressure

· Opportunity for paramedics to deliver better outcomes for patients and system





		Key Objectives



		· Identify what types of cases were most beneficial for paramedics

· Reduce workload for GPs in out of hours

· Attend death verification (nursing and/or patient homes) reducing need for Doctors to attend.





		Source of Funding



		· Medvivo directly





		Communications with Staff and/or Patients



		· Internal communications undertaken

· SPA (single point of access) co-ordinators informed

· GP and NPs on shift informed

· Access to care – co-ordinators that manage community referrals (paramedics work in this role)









		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Descriptions?



		· 

[bookmark: _MON_1593945461]Job description has been written and Medvivo willing to share – see …  

· 

[bookmark: _MON_1593945491]Parts of the service have been defined in SOPs – see … 



· 

[bookmark: _MON_1593945637]Action plan for ‘Paravan’ – see … 

· 

[bookmark: _MON_1593945664]Home visiting paramedic – see … 

· 

[bookmark: _MON_1593945689]‘Paravan’ medication stock list – see … 

· 

[bookmark: _MON_1593945715]‘Paravan’ notice – see … 

· 

[bookmark: _MON_1593945740]Patient specific direction for ‘Paravan’ – see … 

· 

[bookmark: _MON_1593945776]Schedule 17 – see … 



· 

Verification of Death procedure – see … 









PATHWAY



		What type of patients are seen/scope of practice?



		· No age range specifically – likely to be older population, new onset infection etc

· Same day urgent care



Pathway

· Come through 111 or 999

· Triaged by clinician (GP) who decide if appropriate for paramedic visit

· The jobs are allocated on mobile System1 to inform paramedics of next visit















		How do patients access the service?



		· Via 111 or 999 

· Care Homes Line also, phoning through healthcare professional line

· End of life clients in their own home through HCP line

· Responders attending urgent care at home or Telecare clients



		Time Spent Per Patient



		· No specific time allocation

· Work on an hour per patient including travel





		What do they do when they see the patient?



		· Assessment, diagnostic and treatment

· Diagnose using Blood pressure monitor, BM monitor e.g all baseline obs – see below for full list.

· Carry out consultation to reach a conclusion

· See and treat, see and refer after consultation

· Book emergency transport via SWAST healthcare professional line if needed

· No direct access to community hospitals under normal circumstances

· If referral needed for community bed, then paramedic would use Access to Care referral line.

· If doctor advice needed, ring back to call centre or send a message on System1.





		Next steps following patient appointment/onward referral pathway and process



		· Once referral done, fully document everything on System1

· Referral process done through the system – access to care

· If referral to hospital needed then phone through as well.

· Prescriptions can be arranged

· Phone back through to base

· Request on System1, GP, and then faxed to closest pharmacy

· Can utilise response service to collect script if necessary





		Support systems for clinician



		· System1 – most GP practices use in Wiltshire

· Included special patient notes

· No other access to primary or secondary care system





		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face 





		Access to diagnostics



		· Basic observation equipment that carried with the paramedic

· Blood pressure monitor

· Stethoscope

· Oxygen saturation monitor

· Blood glucose

· Dipstick urinalysis

· Thermometer (tympanic)

· Otoscope

· Patella hammer















		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Home visiting

· No current telephone triage

· No current practice based





		Dependencies/Integration/Place within the System



		· Availability of a car









STAFFING



		Employment



		· Medvivo directly

· 5 paramedics – all full time

· One works in local MIU

· 2 x bank contract with local ambulance service





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· No specific time allocated to non-clinical

· Experience towards CPD





		Indemnity



		· Medvivo insurance - same as out of hours GPs

· All paramedics part of college of paramedics – some liability coverage included





		Training Needs



		· Clinical reflection

· Self-learning

· Online learning with BMJ

· Mandatory e-learning





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Medical Director overall responsibility

· Paramedics report to Managing Director

· Clinical supervision groups to discuss issues – peer review

· Clinical audit – medical director reviews cases attended





		Line Management



		· Managing Director





		Banding



		· Non agenda for change

· Rate calculated in line with similar role advertised elsewhere





		Costs



		· Cost of vehicle

· Back filling of staff (if taking from access to care)









		Prescribing



		· Can’t prescribe

· Use patient specific directives or arrange prescription via Medvivo clinician









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· 1 paramedic at any given time

· 8 hour shift – equates to 6 patients approximately

· Bank holiday would generally have one 8 hour shift.





		Activity



		· Yes and willing to share.





		Data Collection Methodology and IT access



		· System1 is used to collect data – used for audit and reporting

· System1 can used remotely via a laptop, mobile access when on the road





		Access to patient records



		· Access to GP record/NHS spine

· Some GP practices have declined to share – not regular occurrence but noticeable.





		Information Governance



		· Sits with information governance – laid out for Out of Hours provider, which already in place 









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· No specific option appraisal recorded

· Initial proposal verbal

· Pilot paper available and Medvivo willing to share on request







		What was achieved through the work?



		· In process of meeting objectives

· Not consistently hitting numbers of patient on shift

· Very dependent on clinicians on shift to refer

· Dependant on distance to travel between visits





		Lessons Learnt



		· Efficient and early enough communications with clinicians so they know service available.

· Dependent on clinicians on shift – e.g. how engaged and how much understanding they have of paramedic role and abilities

· Dependent on paramedic working e.g. how proactive they are – seeking the work with the clinicians. 

· Working with the clinician to discuss what patients they can see – actively scanning screen

· Think about geography – e.g. county area very large and mainly rural









		Evaluation – yes/no/planned



		· High level paper produced and Medvivo willing to share









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		· Considered using in Medvivo for triage and face to face at out of hours base





		If yes, please provide details



		n/a







		What do you think are the benefits and issues associated with rotational working?



		· Supportive of rotational model

· Continued building of relationships between healthcare profession groups.

· Maximum exposure to variety of learning opportunities for Paramedic









RH – 08Mar18
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Appendix 5


			Overall Aims/Objectives


			Outcome


			Next steps


			Lead





			To identify if utilising Medvivo Paramedics to carry out visits in  busy periods could give valuable support to the OOHs service


			· Enjoyed by Paramedics


· Good level of engagement from other OOHs Clinicians & AtC


· Some evidence of benefit seen 


			To assess the results of the report and establish ways to increase turn-over of visits for Paramedics 


			


      HD





			To establish if Paramedics in the Medvivo office were interested in carrying out home visits on behalf of the OOHs service and what nature of case would sit in their comfort zone


			· All Paramedics currently working in the FTH office expressed an interest in taking part in the trial.


· 3 were selected based on availability and appropriateness with line manager support


			To discuss results with other Paramedics to establish if same outcomes would have been achieved


			


     DB





			To identify the clinical and IT equipment required in order for this to be carried out safely


			· There were issues with the tablet retaining its charge


			IT have already identified the problem. To establish if better solution can be found


			     MJ





			To ascertain if a Telecare Responder vehicle would be suitable for use


			· Mostly this was the case. There would have been issues if there had been a need to convey a patient with escort or a person with reduced mobility


			Consideration on ordering new vehicles regarding limitations with possibility of transport of patients to bases being requested of Responders too.


			


  HD/SB





			To establish a criteria showing type of cases appropriate for Paramedic  assessment from an OOHs perspective


			· This was developed over the course of the 5 dates.


· Potential admissions, acute infections and Verifications of Death were identified as the most suitable but no guidance currently for Paramedics within Medvivo to validate death and not being able to prescribe caused frustration with some of the Doctors


			More time to be spent looking at criteria following this trial.


Discussion around availability of some medication to be explored


Training on Medvivo VOD protocol to be given


Minimise delay in call back process


			





   LC/RB





			To ascertain if any further equipment is required prior to further trials


			· One case highlighted a potential need for an AED.


· A mobile phone to be allocated to the vehicle as Paramedics using their own so number not consistent


			To look at utilising the Devizes car AED, stored at FTH, when not in use by the OOHs Doctors at the Devizes base


Mobile to be sourced & set up with all relevant contacts


			     RB        


  


 HD/EM





			To establish what/if any other training/resources are required before rolling out again


			· Medvivo VOD protocol


· Duplicate paperwork or carbon copy for admissions


· Emergency Medications


			VOD as above


Paperwork for leaving with patient to show evidence of consultation for other HCPs


			


   RB/LC





			To establish how readily other clinicians within OOHs would engage with the process


			· There was a slow uptake due to little time to broadcast this was going to be an added resource


			Earlier communication to allow time for discussion


			    HD





			To calculate if this is a cost effective initiative with view to repeating at a later date.


			· Variations due to some cover being given during AtC shift.


· Cost per visit needs to be lower to prove this to be a sustainable option is higher than would be 


			Addressing points above will enable the Paramedics to carry out more visits in the hours worked


			


    ALL
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Job Description & Person Specification





Job Title		Home Visiting Paramedic


Location 		GP Out of Hours/ Urgent Care Centres


Reports to 		Clinical Support Manager


Working Pattern 	Varied





Job Summary:


The primary focus of this role is to work as a member of the clinical team to provide care to a range of patients within the post holder’s scope of practice and under the supervision of a General Practitioner.  The Home Visiting Paramedic be responsible for performing home visits as allocated by GPs with the use of video technology if required. 


This will encompass the skills of assessment, examination, diagnosis and treatment within an agreed scope of practice.  You will drive to the patient’s home to conduct this assessment using Vocare’s transport.


Key Responsibilities:


Clinical Care


· Under supervision, assist in the safe assessment, management, and referral of patients with undifferentiated and undiagnosed presentations in the patient’s own home as allocated by a GP.


· Undertake the clinical assessment of patient’s within their own home and communicate findings via telephone or video consultation to the supervising GP.


· Provide support to other clinical colleagues to ensure the safe, effective and efficient care of patients.


· Ensure that patients receive high quality clinical care, delivered in a timely manner.


· Supply and administer medicines in line with Patient Group Directions (where able) and within scope of practice.


· Ensure complete and accurate documentation of each and every patient contact.


· Work as part of multi-disciplinary and multi–agency teams in order to ensure patients’ needs are met.





Professional


· Adhere to the HCPC Code at all times work within the scope of professional practice.


· Ensure that professional practice adheres to organisational and HCPC policies, procedures and guidelines.


· Maintain a professional manner and act as a positive role model for all staff and other members of the team.


· Maintain confidentiality with regard to information pertaining to patients and staff.


· Ensure that the service interfaces with all other departments in a professional and productive manner, providing an effective service to partner organisations and other service providers





Communication


· Communicate effectively with patients and families regarding information about their care.


· Communicate effectively with clinical staff regarding the findings of the patient assessment


· Provide advice and information to patients, carers and their families where appropriate.


· Communicate effectively and work collaboratively with medical, nursing, allied health professionals and operational staff to ensure delivery of a co-ordinated service.


· Ensure accurate record keeping in line with local policies and HCPC guidelines.


· Promote and demonstrate effective communication networks within the organisation, with partner organisations and other service providers.





Clinical Governance and Service Improvement


· Contribute to the implementation of clinical audits identifying areas of best practice and areas for improvement.


· Provide support and supervision to assist others to develop knowledge, skills, and abilities within scope of professional practice.


· Participate in quality improvement within the service.


· Contribute to the on-going development of the service to address identified needs.


· Adhere to Vocare policies, procedures and guidelines.





 Educational/Personal Development


· Contribute to the development and maintenance of an excellent learning environment.


· Adhere to professional registration requirements.


· Participate in defining own developmental plan to maintain and develop own clinical skills and ensure own professional development.


· Undertake and complete all statutory and mandatory training.


· Participate in an appraisal and regular performance reviews.


· Ensure that all mandatory training is completed in line with organisational policy.





Other


· Demonstrate commitment to flexible working patterns, to meet the needs of the service and staff.


· Be aware of, and comply with all Vocare infection prevention and control policies. 


· It is the responsibility of all staff to adhere to infection control policies in order to promote cleanliness and reduce infections.  Hand hygiene must be undertaken correctly to prevent the spread of infection.  Staff must contribute to the cleanliness of the work environment and keep it “clutter free” and tidy and must also attend all mandatory training and updates to ensure receipt of training appropriate to role.


· Tackle discrimination and harassment, and promote equality and diversity in the workplace.


· Participate in all investigations in a timely manner


· Complete all mandatory training on a yearly basis as per Training Matrix


· This post is deemed to require a Disclosure check – Enhanced Level with the Disclosure & Barring Service (DBS). This is due to the fact the post has access to children or vulnerable adults. Further information on the disclosure Service is available from www.disclosure.gov.uk 


· Demonstrate professional and ethical behaviours at all times when liaising with internal and external colleagues.


· Under the Data Protection Act 1998, the post holder must maintain the confidentiality of information about patients and staff. The work is of a confidential nature and information gained must not be communicated to other persons except in the recognized course of duty. Unauthorised disclosure of confidential information will result in disciplinary action and may lead to your dismissal. 


· Actively promote equality and diversity and encourage colleagues to do the same.


· Direct staff as necessary to ensure compliance with Vocare Group policies to ensure no discrimination occurs irrespective of sex, age, marital status, disability, sexuality, race, colour, religion, ethnic or national origin.


· Support a zero tolerance approach to bullying and harassment in all forms, and to lead by example in this area. 


· Comply with Vocare Groups health and safety policies, procedures and guidelines and ensure that appropriate arrangements are in place.





Please Note


· This job description is intended as guide to the duties and responsibilities of the post and should not be regarded as a complete list of those required to be fulfilled under the ‘written statement of the main terms and condition of employment’. 


· This role profile is intended to provide a broad outline of the main responsibilities only. The post holder will need to be flexible in developing the role and in initial and ongoing discussions with their line manager.


· As a member of the Vocare Group members of staff may from time to time be required to provide cover at a location which is not their normal primary location.















Home Visiting Paramedic – Job Description		 September 2017 – JD139


Person Specification:





			Attribute/Skills


			Essential


(When applying for this job it is important you fulfil all these essential requirements. If you do not you are unlikely to be interviewed)


			Desirable


(When applying for this job it is desirable you fulfil these requirements. However, if you so not you may still apply and may be interviewed)


			Measurement


A/C/P/R/T





			Qualification & Skills


			Registered Paramedic


Degree or in health care or equivalent 


Willingness to undertake academic study as preparation to work autonomously


Willingness to undertake academic study to become an independent non-medical prescriber if applicable to profession





Clean Full Driving Licence


			Teaching and assessing qualification


Clinical skills qualification or evidence of equivalent experience.


Qualified independent non-medical prescriber or willing to undertake 





			A/C


A/C





A/C


A/C











I





			Experience


			2 years post registration experience of which 1 year will have been spent in one of the following


· General Practice


· WIC/MIU


· GP OOHs


· A&E


· Ambulance Service


Experience of working to protocols, guidelines and Patient Group Directives.


			


			A/I/R




















A/I





			Knowledge, Skills and Abilities


			Knowledge of urgent and/or emergency care.





Willingness to obtain new knowledge, skills and abilities. 


Ability to work under the direction of a senior clinician.


Ability to organise and prioritise own workload.


IT skills.





Excellent communication skills.


Ability to evidence in writing, verbally and through listening skills, personal understanding and use of the English language


Ability to use initiative and to work as lone clinician.


			


NHS111 Pathways trained














Knowledge of clinical governance


			A/I/R


A/I/R


A/I/R


A/I/R


A/I


A/I


A/I


A/I


A/I








A/I





			Other


			Enthusiasm and commitment to continuous service development.


Willingness to undergo additional training, education and mentoring to develop and maintain clinical skills.


Flexibility to work evenings, nights, weekends and bank holidays.


Ability to undertake training during office hours.


Ability to work under pressure whilst delivering high quality care.


			


			A/I





A/I





A/I





A/I


A/I











A – Application Form       C – Certificate        I – Interview        P – Pre-employment Screening       R – References        T – Tests/presentation











This job description and person specification reflects the current requirements of the role. As objectives, duties and responsibilities change and develop; the job description will be reviewed and amended or updated as required. 








Approved by: 		Head of Recruitment – Fliss Stewart and Workforce Development Manager – Marianne Donnelly


Date approved:	1st September 2017


Reviewed:








image1.jpeg


Vv
vocare

Quality care partners










image5.emf





Appendix 11E - 
Case Study - 














Appendix 11E - 


Case Study - 




Microsoft_Word_Document3.docx

PARAVAN MEDICATIONS LIST


			MEDICATION NAME


			STOCK LEVEL IN BOX





			Amoxicillin 500mg


			2 bx





			Clarithromycin 250mg


			2bx





			Flucloxacillin 250mg


			4bx





			Nitrofurantoin 50mg


			2bx





			Trimethoprim 200mg


			2bx





			Amoxicillin 125/5ml


			1btl





			Amoxicillin 250/5ml


			1btl





			Flucloxacillin 125/5ml


			2btl





			Trimethoprim 50mg/5ml


			1btl





			


			





			Chlorphenamine 2mg/5ml


			1btl





			Paracetamol sachets


			1bx





			Ibuprofen sachets


			1bx





			Dioralyte sachets


			1bx





			Glucostop/Dextragel


			1bx





			


			





			Aspirin 300mg


			1bx





			GTN


			1bx





			Paracetamol 500mg


			1bx





			Prednisolone 5mg


			2bx





			Chlorphenamine


			1bx





			


			





			Adrenaline 1:1


			1bx





			


			





			Salbutamol inhaler 100mcg


			X2





			Ipatropium 250mcg/ml neb


			X 1 strip





			Salbutamol 2.5mg in 2.5ml


			X 1 strip





			Salbutamol 5mg in 2.5ml


			X 1 strip





			


			





			Diazepam 5mg rectal tubes


			X 1bx





			


			











PARAVAN Medication stock TB/MEDVIVO NOVEMBER 2016
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PARAVAN





Parawhat?? – This is a mobile HCPC registered Paramedic to be utilised for carrying out home visits on behalf of the Out of Hours Clinicians. These Paramedics are all already employed direct by Medvivo mainly to roles within our Access to Care team.





Following the positive feedback received after the Christmas ‘Paravan’ trial, we will be utilising this valuable additional resource again over the Easter weekend as below:





· (Good) Friday 25th March 	1400-0000 


· Saturday 26th March 	1300-2300 


· Sunday 27th March 		1200-2200 


· (Easter) Monday 28th March 	1100-2100 





The Paramedic will report into Fox Talbot House (Chippenham HQ) at the commencement of the shift where they will await a decision from, and/or enter into discussion with, the triage and base clinicians regarding appropriate visits. 





Paramedics can be dispatched to:





· Convey a patient into a base for an appointment (Telecare Responders also available for this)


· Carry out Verification of Expected Death


· Assess acutely unwell patients who are likely to need admission


· Assess acutely unwell patients (adults and children)who are likely to require a prescription (these will be organised through consultation with an  appropriate OOHs Clinician over the telephone)





Paramedic visits should not be requested for patients with complex needs, unless purely to carry out an initial face to face assessment where the mobile Doctor visit is delayed.





All Paramedics will have mobile access to the SystmOne and will be contactable by mobile on 07584021564.





Examination equipment will consist of





· Stethoscope


· Sphygnomanometer


· Oxygen saturation probe


· Blood sugar monitoring


· Urinalysis dipsticks


· Tympanic thermometer


· Reflex hammer





The Paramedics will have a small number of medications available to them for emergency use namely Aspirin, GTN, Adrenaline 1:1, rectal diazepam, salbutamol (for nebulisation) and oxygen. Authority to administer these medications will be cleared with an out of hours doctor on duty at the time.





Other kit carried will be that necessary to be able to carry out Basic Life Support should a patient be found in a collapsed condition.  They will not be carrying a defibrillator but they may be carrying limited ‘emergency medications’ which they will confirm at the commencement of the shift. 





These visits are to be requested on SystmOne in the same way other OOH visits. Please enter a note on SystmOne to state if the case is suitable for a Paramedic visit and telephone / instant message the coordinator to confirm they can be despatched if available.  If you are unsure if a paramedic visit is appropriate you can discuss this directly with the Paramedic on duty at the time. They can be contacted via the SPA Coordinators.





All Paramedics have been allocated Lone Worker pins and will be driving a Responder van reg HJ62 WRU.
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Patient specific direction for Paravan





			System One case number





			Date of consultation





			Patient identification checked





			Name yes / no                                    DOB yes / No                                       Consent yes / No








			Allergies / sensitivities 














			Name of person administering the medication





			Name of prescribing clinician 





			Condition to be treated


			Aim of treatment




















			Medicines that may be administered by individual names above





			Preparation






































			Indication


			Dose and route


			Specific indications to refer back to the prescribing clinician 














			Guidelines or protocols supporting this prescribing decision 





























			Outcome 














			Does the system one documentation include all medicines administered the rationale and the name of the prescribing clinician?                                                    Yes / No





			Process for reporting any adverse drug reactions





			Signed off by (and date)





			Medical Director


			


			Director of Nursing


			



































Signature list for all Health Care professionals who have been trained to use a Patient Specific Direction (PSD).





			Name of PSD user


			Professional role


			Professional number


			Signature


			Date 
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			Persons who are registered paramedics.


			8. The following prescription only medicines for parenteral administration— 


(a) Diazepam 5 mg per ml emulsion for injection, 


(b) Succinylated Modified Fluid Gelatin 4 per cent intravenous infusion, 


(c) medicines containing the substance Ergometrine Maleate 500 mcg per ml with Oxytocin 5 iu per ml, but no other active ingredient, 


(d) prescription only medicines containing one or more of the following substances, but no other active ingredient— 


(i) Adrenaline Acid Tartrate, 


(ii) Adrenaline hydrochloride, 


(iii) Amiodarone, 


(iv) Anhydrous glucose, 


(v) Benzlypenicillin, 


(vi) Compound Sodium Lactate Intravenous Infusion (Hartmann’s Solution), 


(vii) Ergometrine Maleate, 


(viii) Furosemide, 


(ix) Glucose, 


(x) Heparin Sodium, 


(xi) Lidocaine Hydrochloride, 


(xii) Metoclopramide, 


(xiii) Morphine Sulphate, 


(xiv) Nalbuphine Hydrochloride, 


(xv) Naloxone Hydrochloride, 


(xvi) Ondansetron 


(xvii) Paracetamol, 


(xviii) Reteplase, 


(xix) Sodium Chloride, 


(xx) Streptokinase, 


(xxi) Tenecteplase. 


			8. The administration shall be only for the immediate, necessary treatment of sick or injured persons and in the case of prescription only medicine containing Heparin Sodium shall be only for the purpose of cannula flushing.
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Date: 16/03/2016 
   



 



 
Review Date: 16/03/2019 



 
Standard Operating Procedure 



 



 
Issues.  Verification of Death by a Medvivo Paramedic or NP 
 



This SOP is to help the Paramedic or NP undertake the procedure of verifying 
an expected death. This can occur at a private residence, a residential home 
or nursing home. 
 
Here at Medvivo we expect Paramedics and NPs to perform this procedure as 
they would within the rest of their practice and work within the limits of their 
comfort/competence.  
The SOP does not include death of anyone under the age of 18.  
 
When to call the coroner: 
 
- The cause of death is unknown. 
- The deceased was not seen by the certifying doctor either after death or 
within 14 days of death. 
- The death was violent, unnatural or suspicious. 
- The death may be due to an accident (whenever it occurred). 
- The death may be due to self-neglect or neglect by others. 
- The death may be due to an industrial disease or related to the 
deceased’s employment. 
- The death may be due to an abortion. 
- The death may be due to suicide. 
- The death occurred during or shortly after detention in police or prison 
custody. 
 
How to call the coroner: 
 
- In hours – the GP will speak to the Coroner’s Officer 
- OOH – the duty police will need to be informed. Call 08454087000 
which is the non-emergency police tel number 
 
 
 
 











Procedure for verifying a an expected death: 
 



- Call of expected death arrives at FTH. Gets listed for Paramedic/NP to 
verify 



- The OOHs doctor will document in the System One clinical record that 
s/he has assessed that the death is expected and names the 
Paramedic who will verify the death. 



- The Dr will ensure the patient has been seen by the own GP within the 
last 2 weeks. 



- The patient does not  have a current Depravation Of Liberties 
authorisation 



- The name of the person who made the call to OOH and relationship to 
the patient  
 



If the death is unexpected or in the presence of any other concerns, then the 
GP is to verify and the coroner will be informed. 
 
Verify in the usual manner:  
 



- Signs of respiration 
- Signs of circulation 
- Heart sounds 



  For one minute. 
 



- Lack of stimuli to pain 
- Lack of pupil response to light 



 
What to document:   
 



- Time of death (time you verified) and time at which death was noted by 
carer/relative.  



- Who was present at the time? 
- If family not present, have they been informed (ie - in a nursing home). 
- Location. 
- Date likely to have been seen by GP 
- For cremation or burial? if known – GPs have to fill in an additional 



Cremation Form and view the body, so good to know early. 
- Name and phone number of a carer/relative as GP has to speak to one 



before signing Cremation Form. 
- Any syringes can be removed at this point and document the drug 



contents, the volume and where it was discarded. Must have two 
names. You can use the driver if required as a Medvivo responsible 
person.   
 



After verification: 
 



- Once a death has been verified the Paramedic / NP should complete 
the System One clinical record as normal. 



- Document NOK or carer’s phone number and cremation/burial wishes 
for GP to follow up in the AM.  











- Document if the patient has a pacemaker as this needs to be mentioned 
on the Cremation form. 



- Patient Death Notification; Out of Hours to be faxed to the deceased’s 
GP by 0800hrs the next working day. The driver will fax this to the 
relevant GP surgery on return top base. 



- Verification of Expected Death by a Medvivo Paramedic / NP form 
detailing the discussions with a Medvivo doctor and assessment that 
death has occurred. This document must be forwarded to Fox Talbot 
house where it will be retained electronically. 



 
What to tell the family: 
 



- The family can now request the undertaker of their choice, to collect the 
body and make necessary arrangements 



- They should then telephone the surgery the following day (ideally late 
morning) and ask when they are likely to be able to collect a signed 
Death Certificate. (It is worth pointing out that if that doctor is not 
immediately available, there may be delay of a day or two – beyond 
this, the coroner will usually allow another doctor to sign the certificate, 
if the circumstances are clear) 



- Once the relatives have the certificate, they need to register the death.  
To do this they need to make an appointment with the Registrar of 
Births, Deaths and Marriages (contact details will be with the death 
certificate).  Most relatives want to do this ASAP though legally they 
have up to 6 weeks to fulfil this requirement. 



- If the GP feels unable to certify the death, then a referral to the coroner 
will be made, at which point the body will be moved to an undertaker 
who deals with coroner’s matters. 



 
Do’s and Don’ts: 
 



- Do act sensitively and professionally.  Explain any dilemmas, your 
chosen actions and the possible outcomes to the family. 



- Do document your actions clearly and record all relevant information for 
the benefit of the record and for the patient’s  



-  
- Don’t speculate on cause of death 
- Don’t make assumptions based on the patient’s age and health…..don’t 



suggest that they had a ‘good innings’ unless agreeing with an opinion 
offered by the relative. 



 
 
This SOP is to be used in conjunction with the following policies: 
 



- Verification of an expected death by a Nurse Practitioner / Paramedic 
-  



 
Author: Richard Bowyer 



 
Designation: NP Clinical Lead 
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Clinical Responder


JOB DESCRIPTION


			JOB TITLE:


			Clinical Responder





			





			PLACE OF WORK:


			Wiltshire





			





			HOURS OF WORK:


			Variable





			





			REPORTS TO:


			Non Medical Prescribing & Response Service Leads


			





			ACCOUNTABLE TO:


			Director of Nursing


			





			


			


			








			ROLE SUMMARY








We are seeking an experienced Clinician to work within the Medvivo out of hours and integrated Urgent Care Services giving support with carrying out home visits and consultations at the Wiltshire bases.


			








Working as an autonomous practitioner as part of Medvivo’s multidisciplinary team you will operate from various Primary Care Centres, delivering face-to-face assessments and management in the PCC or by carrying out a home visit. When tasked by the triaging clinicians to carry out home visits you will be provided with a car and the necessary equipment for carrying out the assessments. Support from remote or mobile doctors will be available at all times where needed and you will work within an agreed selection of Patient Specific Directives and issue from the car stock as required.


You will provide out of hours (OOH) unscheduled care through the assessment, diagnosis, treatment and discharge or referral of patients with an injury or illness, to include acute exacerbation of existing conditions. You will assist in the development of an integrated approach to the delivery of patient care across the ‘whole system’ of health and social care, working in partnership with all relevant stakeholders.



			COMMUNICATIONS AND KEY WORKING RELATIONSHIPS








The Director of Operations, Non Medical Prescribing, Out of Hours and Response Service Leads.



The Medvivo out of hours clinical and non-clinical teams, the call centre and Access to Care team.



Telecare call centre and response teams. 


Patients and carers; the public, acute and community hospitals, general practitioners, advanced nurse practitioners, community teams, social care staff, local hospices, palliative care teams, ambulance clinicians, community and in-patient mental health services, walk-in centre and minor injury unit staff.


			JOB RESPONSIBILITIES








To act as an autonomous practitioner providing clinical assessment, diagnosis (where possible), and treatment (where appropriate) for patients (Adults & Paediatrics) invited to attend Medvivo’s Primary Care Centres or on visits to their home setting


Evaluate clinical information from examination & history taking and initiate appropriate treatment and referral or discharge 



Refer patients to alternative care settings, where appropriate and to discharge or treat, as appropriate and within scope of practice 



Supply and / or administer medication and treatments according to agreed protocols, within scope of competencies. 



To maintain accurate contemporaneous computerised clinical records of every contact, including history, examination, diagnosis, plan of care, advice given, treatment and recommended follow up. This includes documenting any adverse event, safeguarding child or vulnerable adult issue or other notifiable matter  


To be aware of and work within the performance and quality frameworks for Integrated Urgent Care Services including those relating to the delivery of Care Quality Commission regulated activities.  


To respond to requests for home visits and provide clinical expertise to patients by assessing and treating their medical condition 



To take clinical responsibility for themselves, to provide assistance and supervision to other health professionals as required and to refer to other health and social care professionals and providers, as appropriate. 


To be flexible and responsive both to the clinical needs of patients and operational needs of the service. Ensuring efficient service delivery and sharing responsibility for the security and care of equipment.  


To empower service users to access the service through the most appropriate means and to encourage self-care where clinically appropriate 



To liaise with clinical colleagues to provide the most appropriate package of care for each individual recognising his/her own scope of competence and to provide clinical support to the multidisciplinary team at Medvivo


To recognise own limitations and refuse any responsibility that falls outside of their scope of competence in line with regulatory body (HCPC/NMC) requirements for fitness to practice 



Continue to develop, expand and role model own personal clinical expertise as an autonomous/ independent practitioner and ensure up to date knowledge around latest practices and guidance.


Evidence the adherence to clinical guidelines and best practice within the assessment, eg the use of NEWS, PEWS for the assessment of potential/sepsis.


Develop own areas of specific clinical expertise in order to link acute, primary, community and emergency care sectors in expanding clinical practice within Medvivo.


			QUALITY ASSURANCE








Report incidents, compliments and complaints, escalating high risk incidents without delay.



Be aware of the vulnerable nature of the service user and ensure any concerns relating to safeguarding are reported immediately to senior management in accordance with Safeguarding policies and procedures.



Act responsibly as a team member and refer on to others any issues beyond own competence.


.


			COMMUNICATION








Be aware of responsibilities under the Data Protection Act and maintain security.



Ensure effective communication between operational and support teams through regular handover, meetings and reports.



Remain up-to-date with organisational policies, procedures, news etc through frequent review of the Medvivo intranet. 



Demonstrate competence in use of databases, email and approved internet sites. Maintain regular contact with team and line management and attend meetings and training as and when required.



			PERSONAL AND PEOPLE DEVELOPMENT








Take part in the annual appraisal process, and regular one to ones, agreeing and setting own professional and performance objectives



Embark on, or show evidence of, clinical supervision in accordance with Medvivo policy



Identify own professional development needs to maintain professional registration with the NMC/HCPC


			RESEARCH & AUDIT








For clinical governance and training purposes, regular call monitoring is a requirement of this job. A random sample of SystmOne notes written by every clinician is audited monthly against a set of criteria. 



These criteria include clarity and accuracy of documentation as well as standards of good clinical practice to ensure best practice is maintained at all times


			GENERAL STATEMENTS








As an evolving role this job description is not an exhaustive statement of the responsibilities of the post as it is envisaged it will continue to develop and will be the subject of on-going review. 



The post holder will be required to undertake such other duties which may, from time to time, be required as a result of the nature of the organisation and subsequent review of impact on service delivery. The range of duties may be changed following consultation with the post holder.


			EQUALITY AND DVIERSITY








Medvivo aims to be a modern and equitable employer.  We recognise and encourage the potential of a diverse workforce, positively welcome all applicants and appoint on merit.  We provide flexible working options.



“Medvivo is committed to valuing diversity and promoting equality.  As an organisation we seek to provide fair, accessible services for all and equality of opportunity for our staff.  We aim to maximise the potential of all employees and build a workforce that is valued and reflects the communities we serve.  We will equip our staff with the knowledge and understanding to promote equality of opportunity in employment and service delivery, and view individual and institutional diversity positively.



The impact on equality of all relevant policies and services will be assessed in order to ensure that barriers to access are identified and removed, culturally competent services are delivered, service outcomes are equitable and that no person is treated less favourably on the grounds of their race, ethnic group, religion, language, disability, impairment, age, gender, qualification, education, sexual orientation or mental health status.”



			HEALTH AND SAFETY








All employees are responsible for complying with safe working procedures in accordance with Medvivo Health and Safety Policy and the Health and Safety at Work etc Act 1974. All employees have a duty to:



· Take reasonable care of themselves and for others at work.



· Co-operate with the organisation, as far as is necessary, to enable them to carry out their legal duty.



· Not to intentionally or recklessly interfere with anything provided (including personal protective equipment) for health and safety or welfare at work.


			INFECTION CONTROL








Medvivo is committed to reducing the risk of healthcare associated infections.  All employees involved directly or indirectly in the provision of health or social care have a duty to cooperate with all organisational Infection Prevention and Control associated policies and procedures to reduce the risk of healthcare associated infections for customers, patient’s staff and the public. 



You will be expected to cooperate with colleagues, contractors and other healthcare providers also involved in customer/patient care directly or indirectly so far as is necessary to enable Medvivo to meet its obligations under the Health and Social Care Act 2008.



			SAFEGUARDING CHILDREN AND VULNERABLE ADULTS








In accordance with Section 11 of the Children Act (2004) and Department of Heath guidance 'No secrets' (2000): Medvivo is committed to safeguarding and promoting the welfare of Children, Young People and Vulnerable Adults. All staff working with these groups are expected to share a commitment to this. You will be expected to promptly report any concerns relating to the safeguarding of children, young people and / or vulnerable adults in accordance with agreed procedures.  If your own conduct in relation to the safeguarding of children, young people or vulnerable adults gives cause for concern, Medvivo’s internal processes for protecting the public will be followed, alongside implementation of the Disciplinary Procedure where appropriate.



			CONFIDENTIALITY








Confidentiality must be maintained at all time, in accordance with Medvivo policies and the Data Protection Act 1998.  Breaches of confidentiality are subject to disciplinary action.


			DISCLOSURE AND BARRING 








The post is subject to an Enhanced Disclosure through the Disclosure and Barring Service (DBS).  Further details about DBS disclosure can be found at www.homeoffice.gov.uk/dbs  


Note:  No Smoking Policy



Medvivo adopts a policy of encouraging all staff not to smoke for the benefit of their health.



Smokers are welcome to apply for posts and their applications will be treated on the same basis as those of non-smokers.



Smoking is not permitted at the work place and applicants are advised to discuss this at interview if they are smokers.



Clinical Responder


Person Specification



			Criteria


			Standard


			(D)esirable



(E)ssential


			Evidenced



(A)pplication



(I)nterview





			Qualifications & Training





			Registered Nurse or Paramedic with current NMC/HCPC registration 



In date ILS and Paediatric ILS qualification, or minimum equivalent of


BSc in Pre-Hospital care/equivalent or evidence of accumulation of relevant experience  



Completion of Physical assessment and clinical reasoning module


If the applicant is a nurse, to ideally have an ED /  MIU or Primary Care background


Evidence of completion of Minor illness, minor injury module  


			E 



E 



D



D


D


D 






			A/I 



A/I 



A/I 



A/I 



A/I 


A/I








			Knowledge, Skills & Abilities


			Evidence of wide knowledge base and competency in clinical practice 



Evidence of excellent oral and written communication 



An understanding of the emergency care pathway 



Understanding of equality and diversity and its significance for health and social care. 



Evidence of ability to maintain effective working relationships with peers, colleagues, patients, and their families 



Effective team player and an excellent communicator


Excellent clinical judgement and decision making skills whilst maintaining patient focussed care


Ability to empathise with and reassure patient, relatives and carers in crisis situations 



Ability to work under pressure and to deal with emergency situations and/or difficult clients and stressful situations professionally 


Familiarity in the use of IT systems, e.g. MS Office applications. 


			E


E 



E 



E 



E 



E


 E 


E


E


E






			A/I 



A/I 



A/I 



A/I 



A/I 



A/I 



A/I 



A/I 



A/I


A/I 









			Experience


			Minimum of 5 years post registration experience 



Experience of working autonomously diagnosing and treating patients 



Experience of working in a multidisciplinary environment with a wide range of individuals at different levels 



Experience of working across organisational 


boundaries within health and social care 



Experience of providing urgent care 



Recent evidence and experience of working to a range of PSDs and medicines protocols 



Experience of using physical assessment and clinical reasoning skills when examining adults and children of all ages



Experience in mental health assessment and management


			E



E


E 



E 



D


D


E 


D





			A/I 



A/I 



A/I 



A/I 



A/I 



A/I 



A/I 



A/I 





			Personal Qualities


			Ability to be flexible and adaptable. 



Motivated and forward thinking. 



Extremely effective communicator and able to manage staff in a high pressure environment. 



Demonstrate energy and determination to deliver on commitments in an ever changing environment. 



Ability to remain calm, adaptable and cheerful when working under pressure. 



Ability to cope with crisis / conflict and untoward events 



An excellent role model displaying high personal standards 



Excellent at prioritisation and time management 


			E



E 



E 



E 



E 



E



E


E


			A/I 



A/I 



A/I 



A/I 



A/I 



A/I 



A/I


A/I





			Other Requirements


			Full Driving Licence (Maximum 6 points but discretionary dependent on offence). 



Competent and confident driving skills. 






			E 



E


			A/I 



A/I 












			Medvivo Shared Values





			Customer focus


			The ability to build strong person centred relationships with internal and external customers: to identify and meet their needs and to use customer feedback to continuously improve your own performance





			Excellence


			Strive to achieve and exceed the company’s expectations ensuring consistency and quality at all times.





			Innovation


			Creating, adapting and altering existing methods and tasks to make them more efficient, less time consuming and user friendly through continuous improvement and learning.





			Ownership


			Taking responsibility and being accountable for successful and unsuccessful pieces of work through meaningful involvement and engagement.





			Teamwork


			Cooperating with others, being and working as part of a team, and working toward shared goals.





			Trust


			Act with integrity and take pride in being trustworthy and honest.





			Respect


			Show respect and recognise the dignity and worth of others; listen attentively, appreciate the way others feel, and be open to new thoughts and ideas.








Version 1.1 – January 2018







image2.emf





Appendix 11B - 
Case Study - 














Appendix 11B - 


Case Study - 




Microsoft_Word_97_-_2004_Document2.doc

			Date: 24/12/16


			[image: image1.png]®

medvivo











			Review Date: 24/12/18


			





			Version: 1.1


			





			Standard Operating Procedure





			 Sending cases to Medvivo Paramedic/Specialist Paramedic 








			Home visits in the OOH period





			1. Please review cases as they are sent into ‘Home Visit Booking Required’ and consider if they might be suitable for an ATC Paramedic visit instead using the criteria provided and through discussion / review with the Paramedic. You should also check with the clinician that has requested the visit to confirm they are in agreement (after you have explained the criteria to them). 



2. Paramedic/SP will commence their shift at FTH where they will liaise directly with the FTH triage clinicians, or be put in contact with one of the clinicians at one of the primary care centres via a Coordinator, to identify appropriate visits. The Paramedic may also select appropriate visits from the coordinator screen. 



3. Cases should be passed for ‘Home Visit Booking Required’ as normal and should then be allocated to Paravan and confirmed by follow-up text message ‘visit waiting – town’ (e.g. Chippenham). Please do not enter any patient specific information in the text message. The Paramedic working will provide you with their mobile number at the start of their shift. The Paramedic will be logging into the Telecare Lone Working System as well. 



4. The Paramedic will mark their arrival on SystmOne. If there is no signal they will telephone in to confirm arrival. 



5. They will make contact with the Coordinator at the end of the visit by way of a welfare check and to update. The Paramedic will also log into the UMO lone worker program 



6. Paramedic/SP will assess the patient, take a thorough history, take base line observations & record on S1 and decide on appropriate pathway and consult with OOH Clinician as needed. 



7. Paramedic/SP will liaise direct with SWASFT if ambulance emergency response is required. 



8. Details to be completed on Medvivo headed paper and left as information for follow up visits from other Clinicians and for hospital admissions. 



9. All details will be recorded on S1 by the Paramedic/SP. Ongoing referrals to Medical team to be carried out by available OOHs Clinician as necessary. 



10. A Specific Patient Direction form will be completed for the issue of any medication considered, or given from the pre-agreed list. This is then to be stored on the w drive in the appropriate folder.


11. If the patient requires assessment by an OOH Clinician, and is only prevented from attending a base due to transport issues, and all other possible options have been exhausted, the Paramedic/SP may transport to the base (See Transport requests to Telecare Responders SOP). 



12. NB – Para/SP will have facility to carry out base line observations only and will be issuing  medications from a pre-agreed list under schedule 17 of the Human Medicines regulations and within Patient Specific Directives as agreed with the Medvivo Medical Director.








			Author: Helen Dunford


			Designation: Response Service Lead
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 12



OVERVIEW



		Practice Name and Contact Details of Key Person



		Dave Coates – Emergency Care Practitioner, GP OOHs

BrisDoc Healthcare Services, Bristol.

enquiries@brisdoc.co.uk

0117 937 0900





		CCG



		Bristol, North Somerset and South Gloucestershire CCGs





		Practice List Size



		Estimated 900,000 across three CCGs





		Background



		· BrisDoc is the out of hours provider for BNSSG

· Out of hour’s paramedic model considered as there was a need to expand the workforce – additional non-medical clinicians considered including Emergency Care Practitioners (ECPs). Took on 2 ECPs as part of this process in 2013.

· Primary home care visiting clinician initially put in place with a view to potentially using face to face and telephone triage.

· Clinician cost per hour also considered in terms of feasible future model of care

· A growing recognition of the paramedic role e.g. home visiting and face to face in base

· When looking to recruit further there have been challenges finding staff with the right experience to work in out of hours.

· As a result in 2016-17 BrisDoc put together a clinical development programme for ‘non-medical’ clinicians (academic credit with UWE), to recruit and train paramedics and nurses to ‘grow their own’ – see accompanying PDF





		Strategic Drivers



		Lack of availability of;

· GPs

· Advanced Nurse Practitioners (ANPs) 



Wanting to work in out of hours





		Key Objectives



		· Initially to determine whether ECPs could do home visits in a safe and timely fashion (often with complex older patients)



With Non-medical clinical development programme



· To increase staff retention

· To support staff to do their job

· Provide assurance to Brisdoc that staff were safe to practice





		Source of Funding



		· Brisdoc











		Communications with Staff and/or Patients



		· No overt communications undertaken with patients

· New customer/patient paperwork includes phrases like “you will be seen by clinician” and not necessarily referencing a “GP”

· Information was included in staff newsletter to advise staff of the new clinical roles





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		· 

[bookmark: _MON_1593945960]ECP Job Description – see … 









PATHWAY



		What type of patients are seen/scope of practice?



		· Same day activity – (as OOH provider there are some exceptions that require follow-up over weekend/bank holiday)

· Out of hours home visits and face to face

· Any urgent care medical need

· All age ranges

· Cannot do; Palliative care requiring end of life drugs or sectioning (mental health)

· Cannot do catheter replacement or female internal examination unless specific competence





		How do patients access the service?



		· Patients ring 111 [or referrals from ambulance service following 999/111 call]

· Do not allow walk-ins officially 

· GP in hours can refer patients for follow up where required





		Time Spent Per Patient



		Similar for both scenarios



Home visiting – 15-20 minutes not including travel time (travel by car). 

Face to face – 15 minutes but might vary. 





		What do they do when they see the patient?



		Home visiting – patient would already have been triaged by Brisdoc clinician- and records included on system Emisweb, 

· History, Assessment, Diagnosis, agree a plan. 

· If medication required, operated under PGD with drugs from car

· If unsure, they can contact (via telephone) Brisdoc clinical coordinator (a GP)

· If drugs outside PGD, prescription can be faxed to local pharmacy for patient to arrange pick-up

· Can refer to community services. DVT service for example (the same referral facilities that are available to a GP)

· Can refer to GP Support Unit – Brisdoc service, GP led clinic in local acute

· Can refer into acute – medical admission/surgical/gynaecology

· Can notify primary care clinician



Face to face – (overnight 3 bases, day-time 5 bases)



· As above – drugs on base and not in car

· ECP generally not on base on own



		Next steps following patient appointment/onward referral pathway and process



		· See above





		Support systems for clinician



		· Adastra electronic patient record

· Access to EMIS record – although no direct access when home visiting (although being looked into)

· EMIS record summary copied across to Adastra case record

· ‘Flags’ included on the system





		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face and visiting demand led

· Weekend shifts primarily mobile

· Can be brought back to base if demand required or another base if needed.





		Access to diagnostics



		· Standard clinical assessment tools – temperature, oxygen saturation, BP, blood glucose etc

· 12 lead ECG on bases [not in cars]

· Bloods can be taken if clinically appropriate – if urgent results will go back to Brisdoc Clinical Co-ordinator

· No scans





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		Estimated – 10% of calls converted to home visits, service undertaken;

· Home visiting 

· Face to face in base

· Telephone triage also undertaken at times

· Dedicated desk undertaking triage at weekends

· No dedicated triage in the week overnight – therefore clinicians on base are expected to see patients and then to undertake telephone triage as needed.



PLEASE NOTE - INTEGRATED URGENT CARE [IUC] CONTRACT MODEL [2018] MAY CHANGE ABOVE 





		Dependencies/Integration/Place within the System



		· Dependent on primary care for some follow up via patient liaison service









STAFFING



		Employment



		· Employer is Brisdoc Healthcare Services

· Some paramedics work with community provider, ambulance and some are full time.

· 8 paramedics with 3-4 full time and the rest part time.





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· Paid mandatory training outside of contracted hours

· CPD events, but not paid.

· All work undertaken is clinical







		Indemnity



		· Brisdoc funded





		Training Needs



		· See Non-medical clinical development programme

· Detailed mandated and statutory training – e.g. child protection

· Professional requirement via portfolio

· CPD events offered via PDR process.





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· No different for paramedics than any other clinician

· On starting, all clinical records reviewed and signed off. Once confirmed then only a % are reviewed, around 5%. A weekly report is generated - Personal audit – % audited by a peer group.

· Standard audit of conditions such as UTIs 

· Access to Clinical coordinator when needed.

· Mentor included in development programme





		Line Management



		· Line managed Head of Nursing

· Medical Director has overall responsibility





		Banding



		· Not A4C

· Standard rate





		Costs



		· Staffing

· Clinical Development Programme

· Development identified via PDR process

· Bases and infrastructure





		Prescribing



		· PGD in place, managed by CCG

· To apply to prescribe in the future the paramedics needs to have been in Advanced practice role for one year and either have or be on a Masters programme









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· Number of clinicians required for base coverage and home visiting service based on historic data

· Demand predicted for bank holidays based on history and capacity adjusted accordingly

· Mechanisms in place for unpredicted peaks





		Activity



		· Not currently available











		Data Collection Methodology and IT access



		· Adastra platform – audit can be conducted via condition or clinician

· Emisweb

· Tough books





		Access to patient records



		· Access to Emisweb on base

· Adastra holds previous records





		Information Governance



		· Managed through BrisDoc Governance department

· Information governance training conducted annually

· Monitor usage of EMIS









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· Development programme produced

· Evaluation undertaken by UWE





		What was achieved through the work?



		· Developed a methodology supporting new starters coming into out of hours

· Provided a level of assurance for an employer in terms of the paramedic’s role

· Clinicians also feel supported





		Lessons Learnt



		· Development programme – increased access to mentor and support staff who they work with.





		Evaluation – yes/no/planned



		· 

Evaluation from UWE – see…











WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		· Not currently

· However, they could be a resource for developing people in the future





		If yes, please provide details



		



		What do you think are the benefits and issues associated with rotational working?



		Issues:

· Cannot take people on that they may not need
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Executive summary 



1. BrisDoc developed a training programme to support the development of non-doctors 



within the out-of-hours (OOHs) service.  



2. This evaluation aimed to explore whether the training supported the development of 



safe practitioners and wanted to understand the experiences of the BrisDoc staff who 



had not had the training.  



3. The evaluation was also keen to explore how staff with key training roles 



experienced the programme. 



4. Both quantitative and qualitative data was gathered from the key stakeholders. 



5. Clinical governance feedback showed that 100% of the doctor’s consultations 



received a straight ‘Pass’ as did that of the two students. While 81% of the non-



doctor consultations received a straight ‘Pass’. This suggests the students had been 



safely prepared, but also highlighted the importance of ongoing assessment and 



feedback processes to identify and manage any areas of practice concern.  



6. Two students on the first programme delivery felt the training had prepared them for 



the role. 



7. The students recorded some increase in confidence in assessment and management 



of patients across all age groups and conditions as part of a survey response.  



8. At interview, both students reported the programme was challenging and the level of 



additional portfolio work was difficult to complete in the time frame. They valued the 



ability to work with experienced colleagues and suggested time for this could be 



increased. The support from the Clinical Practice Supervisors was also valued, 



however the lack of one allocated mentor was problematic and they felt more time 



working with colleagues at the start would have been helpful. 



9. The lack of prescribing ability of both new students was seen as an issue.  



10. Existing staff employed prior to the training had varying levels of confidence at the 



start, particularly noting children’s OOHs work as an issue. They had found the input 



of the Clinical Guardian and Medical Director helpful; however, they also suggested 



more supervision at the start was needed.  



11. The Medical Director felt the programme had met its aims, however, was planning to 



review the programme length, suggesting a longer training period might be 
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beneficial. Additionally, the burden of assessment of the students was acknowledged 



as an area that required consideration. 



12. The Clinical Practice Supervisors felt that on occasions the student support needs 



were difficult to manage when the workload demands were high. They also 



suggested that additional information about the training and student support role 



would be helpful.  



13. The report concludes with a number of recommendations for the organisation to 



consider in the ongoing development of the training.  
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1.0 Background 



BrisDoc Healthcare Services is an NHS affiliated provider of GP out-of-hours (OOH) care in 



Bristol, North Somerset and South Gloucestershire (BNSSG). They are accessed through 



the NHS 111 call taking service. 



 



To address a shortage of General Practitioners available to work in the OOHs services 



(Primary Care Workforce Commission, 2015), BrisDoc increasingly utilises healthcare 



professionals from both nursing and paramedic background. Recent recruitment to the 



OOHs in BrisDoc suggested that whilst these clinicians often have a wide range of skills and 



experience they might not have had the opportunity to develop familiarity and competence in 



the management of patients presenting with urgent care needs in the primary care OOHs 



setting. 



 



To overcome these issues BrisDoc developed a clinical education and development 



programme for new [non-doctor] recruits. The full time programme included 7.5 hours of 



study allocated to academic learning with the remaining 30 hours used in clinical practice. 



The staff worked with Clinical Practice Supervisors who could be GPs or nurse practitioners, 



taking this as part of their paid role.  



 



2.0 Aims and objectives 



The evaluation aimed to ascertain whether the new programme prepared practitioners who 



are fit for purpose and safe to practice. 



 



The objectives included: 



 



1. To establish whether the course prepared practitioners for safe practice 



2. To establish how the programme was experienced by the learner, clinical practice 



supervisors and mentor. 
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3.0 Methodology 



Ethical approval was secured through UWE [HAS.16.11.042]. Data collection tools were 



developed with input from the funder. The following six phases of evaluation were 



completed;  



1. Reviewed, anonymised, graded feedback to students was provided by the Clinical 



Guardian as an Excel Spreadsheet. The variables were Doctor/ Non-Doctor, Patient 



Age, Consultation Time, and Clinical Guardian Comments. Data were available for 



403 consultations and included feedback on five doctors and 10 non-doctors. These 



data were coded and entered into the Statistical Package for the Social Sciences 



(SPSS) version 24. Variables. Descriptive statistics (frequencies and percentages) 



were undertaken and t-tests to compare consultation time and patient age between 



doctors and non-doctors. 



 



2. The recruited students (n=2) completed a questionnaire in which they rated their 



confidence of different clinical examinations and clinical presentations on a scale of 1 



(Not at all confident) to 5 (Very confident). The questionnaires were delivered pre- 



and post- programme. The results were input into a SPSS (version 24) spreadsheet 



and descriptive statistics were used to compare the pre and post results. 



 



3. The recruited students (n=2) were invited to undertake a telephone based pre and 



post programme interviews to explore their experience of the programme and an 



interview after settling into the role at three months. Pre-arranged telephone 



interviews were conducted before the start of the programme and at the end, lasting 



between 30 minutes to an hour. The interviews were digitally recorded and 



transcribed in full.  The transcripts were read, re read and coded into themes by two 



researchers.  The completed analysis was returned to the participants for verification 



and comment.  During this communication it was noted that some  more sensitive 



comments required amendment 



 



4. Practitioners working for BrisDoc who joined in the last two years and consequently 



did not undertake the development programme took part in a telephone interview. In 



total four practitioners took part in structured telephone interviews guided by an 



interview schedule of eight questions that considered, background, reflections on the 
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experience. During the interview, notes were made into a summary table. The data 



were subjected to thematic analysis (Miles, Huberman and Saldana, 2013).  



 



5. The Medical Director was interviewed post programme delivery. A set of questions 



guided the recorded discussion. Thematic analysis (Miles, Huberman and Saldana, 



2013) was undertaken to reveal two themes, 1. Programme delivery and 2. Future 



recommendations. 



 



6. Clinical practice supervisors- were asked to complete a questionnaire following 



programme delivery (n=11). The questionnaires were coded and the data were 



entered into SPSS (version 24). The data were a mix of closed questions and open-



ended questions. Descriptive analysis was completed and a thematic review of the 



open-ended question responses.  



4.0 Findings 



Phase 1 Clinical guardian and Clinical Practice Supervisor feedback 



 



Clinical Guardian Feedback 



The dataset was composed 463 consultations, for each consultation the following data were 



recorded; date of the consultation, who undertook it, unique patient number, patient age 



(years), consultation length (minutes), the result of the audit and feedback from the auditor. 



Five doctors, two students and 10 non-doctors consultations were recorded. One hundred and 



three (25.6%) consultations were undertaken by doctors, 60 by the students and 300 by non-



doctors. 



 



Patient ages ranged from 0.08 years (one month) to 101 years.  The most commonly seen 



age group were children aged from birth to nine years (Figure 1). The average age of patient 



was 40.48 years (SD 28.00914) with a median age of 34 years. 
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Figure 1 Patient’s Age at Time of Consultation (N = 463) 



 



 



 



 



The average age of patients seen by the doctors was 39.07 years (SD 27.21757), by the non-



doctors 43.2 years (SD 28.05307) and by the two students 29.26 years (SD26.55135).  



 



As the age of patients seen did not fall normally, a non-parametric test (Kruskal-Wallis) was 



performed to identify if differences existed between the three groups (doctor, non-doctor and 



students) in relation to patient age. This identified that there were statistically significant 



difference in the ages of patients seen (p < .001).  



 



To identify where these differences lay, chi-square tests were undertaken comparing the 



students with the doctors and with the non-doctors in respect to patient age. When compared 



to the doctors, the students saw a greater proportion of children less than 10 years (26.7% 



compared to 16.5%) and young persons aged between 10 and 19 years (13.3% compared to 



10.7%). However these results were not statistically significant (p = .534). 



 



The significance lay when compared to the non-doctors, where the non-doctors saw 



proportionately many more patients aged over 30 years and proportionately fewer aged less 



than 10 years and between 10 and 19 years (p = .016). 
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The time spent (in minutes) for the consultation ranged from 0.27 of a minute to 186.65 



minutes (Figure 2). The average time spent was 21.89 minutes (SD 16.42532).  



 



Figure 2 – Length of Consultation (Minutes) 



 
 
The average length of consultation undertaken by doctors was 21.82 minutes (SD 12.72646),  



22.27 minutes for non-doctors (SD 17.30343) and 20.14 minutes (SD 17.64664) for the two 



students. The time recorded for the two students was less than a minute on 15 (25%) of the 



consultations. A Kruskal-Wallis test determined that there was no significant different between 



the length of consultations over the three groups. 



 



Clinical governance feedback showed that 100% of the doctor’s consultations received a 



straight ‘Pass’ as did the students, while 81% of the non-doctor consultations received a 



straight ‘Pass’ (Table 1). 
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Table 1 Clinical Governance Feedback 



 Doctors Non-Doctors Students 



 Number % Number % Number % 



Pass 103 100% 267 81% 60 100% 



Pass and reflect   6 2%   



Rosette   26 8.67%   



Concern   1 0.33%   



 



 Feedback was received by the students on 18 occaisons and by the doctors on 17 occasions. 



Two of the non-doctors received most of the feedback in that group. One non-doctor was 



awarded 16 ‘Rosettes’ out of 30 consultations. A second non-doctor received one ‘Pass and 



reflect’, one ‘Concern’ and seven ‘Rosettes’ out of 30 consultations.  



 



Phase 2 Recruited student questionnaires 



The questionnaires had two sections and were completed pre and post programme. In both 



sections, the students were asked to self-rate their confidence on a scale of 1 (Not at all 



confident) to 5 (very confident). 



 



The first section asked about examining and assessing: a) children or a young person aged 



less than 18 years; b) adults aged from 18 to 74 years and c) older adults aged 75+ years 



with a range of clinical conditions. 



 



The results in this first section indicated that confidence either remained at the same level or 



increased in level post-programme. Where confidence levels were unchanged pre and post 



programme the level was in all cases was recorded at 4 (Confident).  



 



Both students reported some increase in confidence. Student 2 recorded an increase in 



confidence on every single occasion. Student 1 recorded an increase in confidence in 



answering eight statements, a decrease in confidence on two statements (statements 5, 



‘Examine and assess an individual presenting with altered consciousness, dizziness, faints 



and fits’. and 8, Examine and assess an individual presenting with diabetic problems) and no 



change for ten statements.  
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The second part of the questionnaire asked how confident the students felt about their 



understanding of the pathophysiology and management, in accordance with national and/ or 



local clinical guidance, for the following health related conditions, presentations and 



problems.  



 



Both students reported some increase in confidence. Student 2 reported an increase in 



confidence on every occasion. Student 1 reported an increase in confidence in 40 out of 74 



occasions. 



 



Phase 3 Recruited student Pre and post programme interviews 



 



On analysis of the pre-course interviews the theme:  The experience and expectations of the 



programme emerged.  The post-course interview data analysis two themes: 1. The strengths 



and challenges of the programme and 2. Support received.  



 



Pre interview data 



Theme 1 - Experience and expectations  



Both participants were experienced paramedics.  One had held roles as an Emergency Care 



practitioner (ECP), as an NHS 111 advisor and worked in the minor injuries hospital unit. The 



second held a BSc (Hons) in Prehospital care, alongside previous management experience 



as a clinical team leader and was completing a Masters in Advanced practice.  



Both participants saw the programme as a means to further develop their skills. They felt it 



would build on their urgent care backgrounds as clinicians managing complex cases within 



primary care. 



“What I’m hoping is to become a more rounded fuller clinician”.   



The participant’s previous experience prepared them to take decisions in relation to acute care 



and minor injuries, however they felt their knowledge was lacking in primary care out of hours 



(OOHs) work. This work was viewed as unpredictable as it would include working with a wide 



range of presenting conditions. The participants were concerned that they needed the 



knowledge and skills to be able to act safely in this different environment.  



“Well the biggest, I’d say being thorough first and foremost when you’re assessing I 



think being very thorough with your assessment….. red flagging and safety nets in 



patients is one of the biggest aspects”. 
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Both participants reported that they were competent clinicians who worked to deliver high 



standards of care.  They were concerned that this might be compromised by gaps in their 



knowledge, however they felt reassured that they had access to GPs to verify decisions taken 



whatever conditions they were exposed to. One participant felt they did not have enough 



experience in telephone triage but reported that they developed this overtime.  



Pharmacological knowledge and working in a multidisciplinary team was also an area they 



identified for development. They were looking forward to a working in a structured safer 



environment in which they could challenge themselves.  



“Actually I am a novice when it comes to primary care and that it’s going to take me a 



while to go up those rungs between being novice to expert”.   



          



Post interview data  



Theme 1: Strengths and Challenges of the Programme 



Both participants felt that the programme had been a steep learning curve. One participant 



suggested having more pre-reading and perhaps completing an urgent care course prior to 



the course, would be helpful. They both experienced “sensory overload” due to the volume of 



information provided on the course. However, as the weeks progressed both built up their 



confidence and felt able to progress to the next stage, which occurred at the end of week 



three. Overall, the programme was viewed as being excellent preparation for the role.  Both 



participants agreed that the programme had met their expectations in terms of preparing them 



for a role in OOHs work in primary care  



Some areas for potential improvement were noted however. The participants reported a lack 



of experience in the referral of patients to other doctors using the organisation’s expected 



format and suggested that providing them with information to support this would have been 



useful at initial employment.  Both found they needed to develop confidence in referring 



patients on verbally, over the phone to a surgical registrar for example, alongside developing 



skills to clearly and succinctly complete paperwork.  



… and so, we noticed, I think that was probably, the paperwork was one of the biggest 



areas that, I think me and XXXX both, struggled with in the beginning to try and get the 



quality of what was being asked and not only the quality, but being succinct instead of 



putting everything down … 



As both were unable to prescribe this was seen as a hindrance (paramedics are not legally 



allowed to prescribe).  They felt this slowed them down as they were forced to wait to speak 



to a prescriber who may be busy with other patients.  
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Building a portfolio of evidence was an assessed part of the programme, required as part of a 



work based learning module based at the university.  Finding the time to complete the portfolio 



was challenging. It was difficult to accommodate the academic studies around the night shifts 



and unsocial hours worked, which they found tiring alongside family life. Additionally, both 



commented that there were a high number of competencies to complete in the timeframe, 



which was problematic. It was difficult to collate the evidence required for submission, though 



the practice supervisors were helpful in this respect.  In particular, the more general 



competencies were harder to evidence (holistic management, equality and diversity, 



respecting autonomy and individuality).  Case notes were used to help generate evidence, but 



one participant found the (Adastra) system was a hindrance as to ensure anonymity of the 



cases they needed to be reproduced by hand.  It is possible to print an anonymised record 



from Adastra, however this requires support, which was not sought on this occasion. 



Additionally, there was confusion around the period for portfolio completion, as both had 



understood this was required within three rather than nine months. Both suggested that it 



would have been useful to have had protected time to work on the portfolio.  Furthermore, one 



participant noted that it might have been useful to have a suite of modules to go through, 



linked to the Royal College of Emergency Medicine Advance Practitioner Portfolio.  



“Erm, it’s been very, there’s a lot of pressure, with regards to both managing the shift 



work and the volume of academic work, like the portfolio and things, that has been 



really difficult …” 



One participant mentioned that it would have been useful to spend time on placement with a 



range of specialists outside the service such as psychiatric, obstetrics and gynaecology 



specialists, consultants and different clinics. It was also suggested that spending an increased 



amount of time with the GPs would have been helpful.  Both found the monthly meetings with 



the medical director, in which they reviewed cases, particularly helpful. 



I think cos the more experienced clinicians were far more comfortable with, and almost 



letting us get on with it and checking rather than, cos the ones that were maybe newer 



to Bris doc or newer to the role, they still had their own sort of you know professional 



anxieties….. 



Theme 2 – Support received  



They found the support of the Clinical Practice Supervisors very helpful, including having an 



opportunity to initially observe and work alongside them.  It was also reassuring to be able to 



request their support when finally working alone.  Both reported working with a range of clinical 



supervisors.  
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“And by the time you get towards the end of like the third or the fourth week you’re 



starting to go actually yeah I could probably start to do some of this on my own, but 



then every so often there’s like a curve ball that comes in.”     



Both reported that all mentors worked to high standards, with impressive levels of knowledge. 



However, they felt they all had different ways of working which caused them confusion.  They 



felt that the rota forced them to work alongside a range of staff across the timetabled shifts, 



which could be four, eight or ten hours in length leading them to feel “a bit all over the place”. 



They both agreed it would have been useful to have one key mentor so that one individual 



could evaluate their progress more easily. Additionally, it would have helped to have at least 



one individual understand their skills and competencies.  



“It would have been helpful to have had, say two weeks with one mentor at the 



beginning or two weeks in the middle and two weeks at the end so they can see your 



progress”.             



Phase 4 Practitioner interviews 



Of the four practitioners interviewed, two were nurse practitioners; one described 



themselves as an emergency care practitioner and one a paramedic. Analysis of the 



interview data revealed three key themes; Starting experiences, Progression in the role and 



Suggestions for improvement. The data is present with some supporting quotes from the 



four participant’s presents as ND1- ND4. Three themes were identified: 1) Starting 



experiences, 2) Progression in the role and 3) Suggestions for improvement.  



Theme 1: Starting experiences 



Two of the practitioners felt under confident when starting whereas two felt fairly confident, 



but nervous. Particular areas of the role were seen as potentially challenging, ‘I am not 



confident in telephone triage’ (ND2); ‘I didn’t feel very confident with children’ (ND4), though 



this practitioner found working with a GP for a couple of shifts helped ‘the GP supported me 



in examining older children’ (ND4). Three of the respondents, who felt this would be 



challenging, raised the issue of working with children and one suggested they would try to 



avoid this. One mentioned they did not receive an induction plan and a second commented 



that the Clinical Guardian Feedback was helpful on first starting the role. It was also 



suggested that the GPs were unaware of their background and competencies. 



When asked about initial support, one felt that they did not feel they had not had any, and a 



second suggested they had very little (ND1, ND3).It was also suggested that working with an 
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Emergency Care Practitioner for a couple of shifts was not adequate (ND3).  One suggested 



they had been able to work with a nurse, but found it difficult to gain support due the pace of 



the work and one commented that there had been difficulties approaching the previous 



Clinical Director and nurse manager, though this had improved recently.  



Theme 2: Progression in the role 



The first few months of working were an anxious time for the new staff. Two reported going 



home and worrying about the decision, they had made. However, three commented that the 



Clinical guardian and line manager support had been very helpful. One candidate had found 



the transition into the role more challenging and described having their performance in the 



role challenged by the Director. The individual had a difficult time at the start of the 



programme; however, there was an overall positive outcome. 



 



All candidates reported progression within the role, which was shaped by input from the 



Clinical Guardian and Director and from experience of working with GPs and others. One 



commented that, “Having the line manager sit with them for a couple of shifts and having 



another nurse practitioner around to bounce ideas off was helpful” (ND2). ND1 felt the nurse 



manager was very unhelpful in the initial weeks, however getting the experience in the job 



and having a change in management helped in confidence building.  



Theme 3: Suggestions for improvement 



A number of suggestions were made related to how BrisDoc might improve the start of an 



OOHs career. Two staff recommended a more formalised introduction. This should include 



more supervised shifts, shadowing and more 1:1 support. In addition, it was felt that having 



feedback and follow up from the managers would be helpful. ND2 suggested that more on 



the Adastra software would have been a help to them. ND3 felt more training was needed 



and suggested, “Three months training with GPs would be really good” , feeling that ECPs 



can’t automatically work in the OOH environment and need some additional training before 



doing so.   



 



Further suggestions included; having a day working in different environments would be 



helpful (ND3), running recruitment seminars to help attract nurses into the post, which 



makes clear what the role, is (ND1). It was also suggested that it was important to, “[make] 



boundaries clear of what work is expected of you” (ND2) and gave an example, “not all will 



see babies and mental health issues can be left, but I don’t know if that is OK.”  
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Phase 5 Medical director 



Analysis of the data revealed two themes, 1. Programme delivery and 2. Future 



recommendations. 



 



1. Programme delivery 



The medical director suggested that overall the programme had achieved its objectives, 



 



"I think it has pretty much achieved its objectives of trying out a new much more 



prolonged, enhanced induction programme to enable clinicians ….in their own field to 



transition into being safe out of hours practitioners". 



 



 As this was a new programme, the MD had input to the overall process of evaluating the 



two candidates. The MD was able to glean information from the clinical guardian dataset and 



gather information from other staff to see how the candidates were progressing.  On a 



practical level, the MD enabled the candidates to listen to calls made to patients, which 



enabled development.  The MD was also involved in going through selected patient cases 



with candidates and listening to their calls.  Although not involved in the development of their 



portfolio, the level of support was very time consuming and going forward the MD suggested 



it might be useful to pass the role on to other clinicians as long as they met the parameters 



of the role. 



 



2. Future recommendations  



Given the time spent with the practitioners and assessing their readiness to be more 



independent, the MD has decided that the programme should be extended from 12 weeks to 



16 weeks. The MD also felt that changes should be made to the recruitment to acknowledge 



that paramedics skill set was in assessment rather than diagnosis and management plans 



and that going forward they would need to be aware of this.   



 



"And one of the….over-arching lessons for me has been that the, the transitions is a 



bigger jump than I anticipated." 



 



It was also suggested that in providing training a sliding scale was used for different health 



care practitioners. For example, a nurse who has had experience in secondary care may 
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only need 8 weeks training to achieve the competencies.  In contrast, paramedics who have 



more to learn may need 16 weeks to achieve the competencies.  A more tailored training 



could help ensure all candidates are given the best opportunity to succeed and progress on 



to work in the out of hour’s role.  



 



"It was coming towards the end of 12 weeks and both of them weren’t ready to go 



independent." 



 



Phase 6 Clinical practice supervisor questionnaires 



 



A questionnaire comprising of six closed questions and five open questions was distributed 



and 11 Clinical Practice Supervisors (CPS) gave feedback.  



Question 1 asked if the CPS would be happy to do this role again in the future. Most (10 



CPS 90.9%) said they would be happy to act again as a CPS in the future.  The supervisor 



who was not happy to continue was concerned about his or her own skill set rather than the 



role stating: 



“.. needs supervisors trained to a much higher standard than I can provide” 



Supervisor 3 



When asked if they had felt adequately informed and supported five (45.5%) of the CPSs felt 



they had been adequately informed and supported to help deliver the programme. Overall, 



eight CPSs provided written feedback and all felt that having more information about the 



programme would have been beneficial. When asked whether they had been aware they 



would be asked to act as a CPS, three stated they had not known: 



“I didn’t know anything about the programme until I was joined by a ‘trainee’.” 



Supervisor 11 



Six CPS commented on whether a lack of awareness about the programme caused them 



problems. All six felt that overall it was not a problem however three did feel that when 



supervising more than one student then consultations could take longer. However, this did 



not occur often. 



“On one occasion I had two working with me, needing support. This was an isolated 



incident.” 
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Supervisor 2 



When asked whether there was adequate time to supervise, four supervisors (36.4%) felt 



there was adequate time to supervise while five (45.5%) felt there was usually time. Two did 



not feel the time was adequate. The time pressure was mentioned again when feedback on 



any incidents or problems was requested. One supervisor wrote: 



“All these situations are OK when it’s quiet but as a shift becomes bust then it’s more 



difficult. This is because the clinician supporting has their own patients.” 



Supervisor 2 



A second noted: 



“I hadn’t realised how much time new recruits would take to assess ..” 



Supervisor 5 



Ten out of the eleven CPS stated they knew whom to feedback any concerns to. Overall, 



seven (63.6%) CPS felt the programme achieved the planned aims, which were to ensuring 



that clinicians new to the primary care OOH setting have the relevant skills to work in OOH. 



Finally feedback was requested and suggestions for developing the programme. All 11 CPS 



reflected on the skills needed in an OOHs environment. Supervisor 10 highlighted 



prescribing: 



“Prescribing issues need to be addressed. ECP/ paramedics are not prescribers and 



they need clear guidance on how they are going to "prescribe". 



While supervisor 2 debated how long such a programme should be: 



“A 12 week programme is a very short period of time with which to start this journey. 



A programme of 6 months - a year would be more appropriate.” 



 



Overall, the results suggest the clinical supervisors are supportive of the programme and 



believe the aims are positive and necessary. There were suggestions that CPS may need 



more support in their own practice if they were supervising a student whist in practice. 



 



 



 











 



19 



5.0 Discussion  



Prior to considering the findings, it is important to note the study limitations. The evaluation 



was undertaken within one organisation and included a small sample of two student 



participants. The findings do however highlight some learning that can be used to inform 



ongoing training developments within the organisation.  



A key aim of the study was to establish whether this newly validated and delivered 



programme could produce practitioners who were safe delivery an OOHs service. The 



survey-based results suggest that there have been some positive outcomes from the 



training in this respect. The two students were feeling they had either maintained or 



increased levels of confidence in assessing and managing OOHs services after the training. 



They also felt the training had prepared them for the role. Additionally, the Medical Director 



and Clinical Practice Supervisors suggested the training had achieved its aims to prepare 



clinicians new to the OOH setting with the relevant skills to work safely in OOH services. 



Further evidence of wider safe practice in the organisation was seen in the outcomes of the 



Clinical Guardian reviews of both doctors, non-doctors and students. Whilst it is clear that 



the pass rates for doctors and the two students were higher than non-doctors in the 



organisation, the assessment outcomes suggest both non-doctors and students were 



practising safely in the high majority of cases seen. These results also highlight the 



importance of employing a robust review process for those joining the service that allows 



monitoring of safe practice and the identification of areas of concern.  Completing practice 



assessment reviews allows the organisation to highlight and address areas of practice that 



are concerning and support individual staff to develop as safe practitioners.  



The study also aimed to explore the experiences of the students and staff involved in the 



programme delivery. The student interviews revealed that the course had been challenging. 



In particular, the students noted the volume of competencies they needed to evidence and 



the need for portfolio work alongside the OOHs work as demanding.  



Whilst the course had prepared the students for the role, the lack of a consistent mentor 



was problematic for a number of reasons. Working with a wide number of staff meant the 



students received conflicting information and did not feel that one person understood their 



competency base and development needs. This is something highlighted in other OOHs 



work, where the need for staff to be familiar with each other’s competency base was 



important for team working (Vander Biezen et al, 2017).  In particular, the lack of 
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prescribing ability was noted as an issue by Clinical Practice Supervisors and the new 



students, something highlighted in previous research (Debets et al 2017). The Emergency 



Care Practitioner students are not trained in prescribing and this impacts in the OOHs 



service where prescribing is often required.  



The students saw spending time with the Clinical Practice Supervisor and GPs as essential, 



particularly in the initial stages of employment. Interestingly, these views concur with those 



of existing staff appointed prior to the new training. It was suggested by one staff member 



that a longer period of time working alongside the GPs when they had started would have 



been helpful, something that was also echoed by one of the new student trainees. Existing 



staff confirmed the need for increased levels of support from key staff on starting with the 



organisation and felt that the Clinical Guardian feedback had been essential in supporting 



their progression. This suggests that the students require support to adapt to the OOHs 



work and having formal assessment as part of this helps with development.  



The two new students also commented on the importance of having a formalised 



introduction to the role and the need for initial on the job training. Three existing staff also 



identified the need to develop additional skills and competencies when starting in the 



organisation, particularly noting the need for this to be focused on children. Interestingly, 



when interviewed, the Medical Director suggested the training programme might be 



extended from 12 to 16 weeks, with provision to vary programme length, tailoring the 



period of training to the individual skill set. One of the Clinical Practice Supervisors had also 



suggested lengthening the programme, for a period of up to six months, would be helpful.  



Whilst extending the time for training could be supportive to competency development and 



has the potential to address some of the workload concerns expressed by the new students, 



the learning support provided over a longer period would also need consideration. The 



Clinical Practice Supervisors, whilst keen to continue to support the training, had found the 



burden of assessment significant at times of high workload and demand. In addition, a 



number had felt unprepared for the role, something that would need addressing as part of 



an extended programme development and delivery process. It should be noted that the 



Medical Director commented on the significant effort required by them to maintain a high 



level of input to the trainees going forward and had suggested this support may need to be 



distributed across the staff.   
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6.0 Recommendations  



Key recommendations from the data that might be considered by the organisation in going 



forward to develop their programme of training:  



1. Review the provision of pre-reading materials and also the potential for training 



with the Adastra system prior to starting 



2. Consider the training content and support required to support a programme of 



increased length 



3. Consider providing one key mentor for each candidate for the duration of the 



programme. 



4. Provide placements in specialist areas as part of the induction, particularly 



related to children 



5. Consider other development needs based on the trainee requirements e.g. 



prescribing needs. 



6. Consider providing more time initially to work with GPs. 



7. Maintain opportunities for regular case reviews with the Medical Director or other 



appropriate staff member 



8. Maintain the review of assessments by the Clinical Guardian and use these to 



monitor and feedback on performance and safe practice.  



9. Timetable protected time within the programme to allow students to collate and 



report portfolio evidence. Be clear of the expected date of submission. 



10. Provide key course information to the Clinical Practice Supervisors.  
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JOB DESCRIPTION



JOB TITLE:


Out of Hours Emergency Care Practitioner (Non-prescriber ECP)


RESPONSIBLE TO:

Head of Nursing 


LOCATION(S):
Based at BrisDoc Operational bases throughout Bristol, North Somerset and South Gloucestershire (BNSSG) and occasionally required to attend BrisDoc Headquarters at Osprey Court for training and meetings.


JOB PROFILE:
This role is a key clinical role for the GP Out of Hours Service. The out of hours period is defined as weekday evenings from 18.00 through to 08.00 the next day, and 24/7 across weekends and bank holidays.



			Job Context 





			The Bristol, North Somerset and South Gloucestershire health community is made up of a population of circa 900,000 people and over 100 GP practices. It consists of three acute trusts, three community health providers and a range of other providers who make a contribution to the urgent care system. The GP Out of Hours service is accessed via NHS 111.



BrisDoc provides the GP Out of Hours Service across the whole of the Bristol, North Somerset and South Gloucestershire health community.



This post forms part of the clinical team for the Out of Hours service.








			Job Summary





			The post holder is an experienced practitioner who, acting within their professional boundaries, will provide care for the presenting patient from initial history taking, clinical assessment, diagnosis, treatment and evaluation of care. They will demonstrate safe, clinical decision-making and expert care, including assessment and diagnostic skills, for patients within the general practice. The post holder will demonstrate critical thinking in the clinical decision-making process. They will work collaboratively with the Out Of Hours team to meet the needs of patients, supporting the delivery of policy and procedures.


Working as an autonomous Emergency Care Practitioner as part of the BrisDoc team of nurses ECPs and doctors in the delivery of telephone triage/advice, the post holder will be expected to see patients independently, diagnose and treat at the Primary Care Centre and in their own homes.  At times the post holder will be operating as a single clinician with support from remote or mobile doctor.  There will be times, particularly after 11pm, when there is only one doctor supporting the centre and times when this doctor is engaged in domiciliary visits. Immediate medical support by telephone will be available at all times as will subsequent on site support, upon request, including seeing patients at the centre and treating in the absence of a GP.  



At all times the post holder must act in a manner consistent with the code of conduct and appearance representing BrisDoc and the NHS.








			Main duties and responsibilities:





			Clinical


· Assess, diagnose, plan, implement and evaluate treatment/interventions and care for patients presenting with an undifferentiated diagnosis



· Clinically examine and assess patient needs from a physiological and psychological perspective, and plan clinical care accordingly



· Assess, diagnosis, plan, implement and evaluate interventions/treatments for patients with complex needs


· Proactively identify, diagnose and manage treatment plans for patients at risk of developing a long-term condition (as appropriate)



· Diagnose and manage both acute and chronic conditions, integrating both drug- and non-drug-based treatment methods into a management plan



· Work with patients in order to support compliance with and adherence to prescribed treatments



· Provide information and advice on prescribed or over-the-counter medication on medication regimens, side-effects and interactions



· Prioritise health problems and intervene appropriately to assist the patient in complex, urgent or emergency situations, including initiation of effective emergency care



· Support patients to adopt health promotion strategies that promote healthy lifestyles, and apply principles of self-care



· Assess, identify and refer patients presenting with mental health needs in accordance with the NSF for Mental Health


· To provide both telephone and face-to-face clinical assessment/treatment and management plan to BrisDoc patients.



· To provide clinical support to doctors at BrisDoc



· Continue to develop and expand own personal clinical expertise as autonomous practitioner.


· In partnership with others, challenge and critically evaluate the boundaries of autonomous practice, such that patient access choice and outcomes will improve.



· Help in the development and evaluation of clinical guidelines, and competency tools to support nurses in the expansion of their roles in the delivery of optimal care.



· Develop own areas of specific clinical expertise in order to link acute, primary, community and emergency care sectors in expanding nursing practice within BrisDoc.



· To issue medication under Patient Group Directions as provided by BrisDoc and ensure that competency is continually updated 


Communication


· Utilise and demonstrate sensitive communication styles, to ensure patients are fully informed and consent to treatment



· Communicate with and support patients who are receiving ‘bad news’



· Communicate effectively with patients and carers, recognising the need for alternative methods of communication to overcome different levels of understanding, cultural background and preferred ways of communicating



· Anticipate barriers to communication and take action to improve communication



· Maintain effective communication within the Out of Hours clinical and operational team including with the Clinical Coordinator and all multi- disciplinary team members, as well as with external stakeholders



· Act as an advocate for patients and carers


· Ensure awareness of sources of support and guidance (e.g. PALS) and provide information in an acceptable format to all patients, recognising any difficulties and referring where appropriate


· To be able to maintain accurate electronic written patient records for users of services provided.



· To be aware of responsibilities under the Data Protection Act.



· To attend 75% of regular team meetings as well as the all-staff meetings. 



· To ensure effective communication with colleagues, within the community, BrisDoc and wider health care teams as appropriate when referring a patient.



Other responsibilities


· Adhere to organisational policies



· Ensure Records management policies are adhered to



· To carry out other duties commensurate with the grade as directed



· Be responsible to take an active role in the team for ordering supplies and maintaining stock and equipment


· When necessary provide clinical advice to operational staff setting up the Out of Hours base (e.g. advice on clinical equipment) and setting down at the end of the shift


· Operate a variety of standard office machines including a computer, phone, fax, shredding machine and photocopier.



· Undertake any relevant duties as requested by management e.g. keeping records for audit purposes.


· Understand own role and scope and identify how this may develop over time



· Work as an effective and responsible team member, supporting others and exploring the mechanisms to develop new ways of working as part of continuous quality improvement


· Delegate clearly and appropriately, adopting the principles of safe practice and assessment of competence



· Create clear referral mechanisms to meet patient needs


· Prioritise own workload and ensure effective time-management strategies are embedded within the culture of the team



· Work effectively with others to clearly define values, direction and policies impacting upon care delivery


· Discuss, highlight and work with the team to create opportunities to improve patient care



· Agree plans and outcomes by which to measure success



· Manage and assess risk within the areas of responsibility, ensuring adequate measures are in place to protect staff and patients



· Monitor work areas and practices to ensure they are safe and free from hazards and conform to health, safety and security legislation, policies, procedures and guidelines


Audit


· For Clinical Governance and Training purposes, regular monitoring is a requirement of this job. A random sample of the notes written by every clinician (nurses, ECPs and doctors) will be audited monthly against a set of criteria. These criteria include clarity and accuracy of documentation as well as standards of good clinical practice.








			General Duties





			· The Post Holder may be required to work additional hours to cover holidays and sickness.


· Maintaining regular consistent attendance, punctuality, personal appearance and adherence to relevant health and safety procedures.


· To attend all statutory and mandatory training courses and any courses specific to this role.



· To be available for staff meetings, Clinical Governance meetings and meetings with other senior leaders and managers within BrisDoc


· To have a good understanding and follow company policies and procedures.



· Establish and maintain effective working relationships with co-workers and the general public.



· Attend performance and development reviews with your line manager.



Flexibility



This role profile is intended to provide a broad outline of the main responsibilities only. The postholder will need to be flexible in developing the role and in initial and ongoing discussions with the designated manager.


Confidentiality:



Under the Data Protection Act 1998, the postholder must maintain the confidentiality of information about patients and staff. The work is of a confidential nature and information gained must not be communicated to other persons except in the recognized course of duty. Unauthorised disclosure of confidential information will result in disciplinary action and may lead to your dismissal.



· In the course of seeking treatment, patients entrust us with, or allow us to gather sensitive information in relation to their health and other matters.  They do so in confidence and have the right to expect that staff will respect their privacy and act appropriately.



· In the performance of the duties outlined in this job description, the post-holder may have access to confidential information relating to patients and their carers, practice staff and other healthcare workers.  They may also have access to information relating to the practice as a business organisation.  All such information from any source is to be regarded as strictly confidential.



· Information relating to patients, carers, colleagues, other healthcare workers or the business of the practice may only be divulged to authorised persons in accordance with BrisDoc’s policies and procedures relating to confidentiality and the protection of personal and sensitive data.



Equality and Diversity:



The post-holder will support the equality, diversity and rights of patients, carers and colleagues, to include:



· Acting in a way that recognises the importance of people’s rights, interpreting them in a way that is consistent with BrisDoc’s procedures and policies, and current legislation



· Respecting the privacy, dignity, needs and beliefs of patients, carers and colleagues



· Behaving in a manner which is welcoming to and of the individual, is non-judgmental and respects their circumstances, feelings priorities and rights



Health & Safety



Employees must be aware of the responsibilities placed on them under the Health and Safety at Work Act (1974) to ensure that the agreed procedures are carried out to maintain a safe environment for patients, visitors and staff.



Environment



The postholder needs to be aware of BrisDoc’s impact on the environment and be vigilant and pro-active in ensuring they adhere to the management strategy i.e. recycling, waste management, use of vehicles etc.



Smoking



Smoking will not be tolerated inside any BrisDoc building or vehicle.



Rehabilitation of Offenders Act



This post is exempt from the Rehabilitation of Offenders Act 1974 therefore you are required to declare all criminal convictions, cautions, reprimands or final warnings and a Criminal Records Check (known as Disclosure & Barring Scheme) will be carried out on your behalf. 








PERSON SPECIFICATION


			QUALIFICATIONS, EXPERIENCE and KNOWLEDGE





			Criteria 


			Requirement


			Measurement/Testing Method





			Registered Level 1 Nurse with current NMC registration or Registered Paramedic 


			Essential


			Application and Interview





			Evidence of higher study in nursing (Diploma, Degree or evidence of attainment of similar level of studies)


			Essential


			Application and Interview





			Advanced Level (3) Clinical Assessment, Reasoning and Clinical Decision Making


			Essential


			Application and Interview





			Advanced Clinical Practice skills


			Essential


			Application and Interview





			Non-medical prescribing






			Desirable 


			Application and Interview





			MSc in Advanced / Specialist Practice or evidence of accumulation of relevant experience / knowledge


			Desirable


			Application and Interview





			Nurse practitioner/paramedic qualification OR substantial post registration experience in at least two of the following areas of nursing: 



· General Practice / Minor illness



· Walk-in-Centre



· A&E / Minor Injury Unit


· GP Out of Hours



· Ambulance service


			Essential


			Application and Interview





			Experience of treating patients of all ages (from neonatal to geriatric)


			Essential


			Application and Interview





			Experience of working autonomously diagnosing, treating and discharging patients of all ages. 





			Essential


			Application and Interview





			Experience of working in multi-professional and multi-disciplinary settings and contributing to effective team working


			Essential


			Interview





			Experience in mental health assessment


			Desirable


			Application and Interview





			Experience of working across organizational boundaries within health and social care


			Essential


			Application and Interview





			Competency in telephone consultation 


			Essential


			





			Knowledge of equal opportunities and its significance for health care


			Essential 


			Interview





			Knowledge in the delivery of Health Care Advice and Health Promotion


			Desirable


			Interview





			Understanding of legal and ethical issues / responsibilities relating to nursing practice and especially with regard to autonomous practice and telephone  assessment


			Essential


			Interview





			Awareness and knowledge of own professional accountability and autonomous practice


			Essential


			Interview








			Knowledge of National Agendas in Out of Hours provision


			Desirable


			Interview





			Knowledge of primary health care issues affecting a diverse local population


			Desirable


			Interview








			SKILLS AND ATTRIBUTES





			Criteria


			Requirement


			Measurement/Testing Method





			Motivated by the provision of high quality patient care


			


			





			Evidence of computer literacy and keyboard skills


			Essential


			Application and Interview





			Good clinical judgment and decision making skills


			Essential 


			Application and Interview





			Excellent written and verbal communication skills


			Essential


			Interview





			Excellent interpersonal skills


			Essential


			Interview





			Ability to maintain accurate records


			Essential


			Application and Interview





			Able to listen carefully in order to understand the needs of others


			Essential


			Interview





			Ongoing commitment to personal development 






			Essential


			Application and Interview





			Able to work flexibly in relation to the Out of Hours operational times 


			Essential


			Application and Interview





			Ability to represent the organisation with internal and external stakeholders


			Essential


			Interview





			Able to work within a team and give and take instruction as required. Able to quickly establish rapport and credibility with others in the team


			Essential


			Interview





			Tactful and diplomatic


			Essential


			Application and Interview





			Able to use own initiative and achieve measurable improvement against stated objectives


			Essential


			Interview





			Able to work under pressure and to deal with emergency situations and/or difficult clients and stressful situations professionally


			Essential


			Interview





			Able to maintain confidentiality at all times with regards to staff and patients 


			Essential


			Interview





			Familiarity with Adastra


			Desirable


			Interview








			PERSONAL QUALITIES / BEHAVIOURAL ATTRIBUTES








			Criteria


			Requirements


			Measurement/Testing Method





			Motivated to provide high quality patient care


			Essential 


			Interview





			Organised, systematic and flexible. Good time management being able to prioritise work and work under pressure


			Essential


			Interview





			Positive attitude towards innovations and change. Adaptable and able to respond to a changing situation


			Essential


			Interview





			Can self-analyse own work and performance  - Ability to recognise own limitations and act upon them appropriately


			Essential


			Interview





			Able to achieve objectives through influence and partnership


			Essential


			Interview





			Willingness to learn new skills and to problem solve 


			Essential


			Interview





			Able to manage sensitive and emotive situations.


			Essential


			Interview





			Able to remain impartial and non-judgmental during times of sensitivity, stress and potential conflict.


			Essential


			Interview





			Able to maintain professionalism


			Essential


			Interview








Last updated: November 2015


Declaration (to be completed by post holder):


By signing this declaration, you are acknowledging receipt of your job description and accepting the roles and responsibilities that this position entails.
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 13



OVERVIEW



		Practice Name and Contact Details of Key Person



		Lorraine Gray – Chief Operating Officer

Integrated Care 24 Ltd, Ashford, Kent

info@ic24.nhs.uk

01233 505450





		CCG



		Out of hours services

Kent, Sussex and Northamptonshire



IC24 also operate 111 services, pharmacies and GP led health centres.





		Practice List Size



		7.5 million patients





		Background



		· IC24 a large provider of numerous urgent care services (see CCG section)

· When looking at developing their staffing model in respect of out of hours (OOH), over 7 years ago, IC24 looked at the use of advanced nurse practitioners (ANPs) as an alternative to GPs as there were insufficient GPs available to work in OOH.

· IC24 realised that in addition to ANPs that paramedics could be used in a similar way

· They matched the paramedics skill set against urgent care OOH requirements and from this developed a roll called Urgent Care Practitioners (can be nurses also) – these have been non-prescribing rolls to date

· The paramedics can do home visit, face to face appointment in base and telephone triage all in an out of hours environment (additional training needed for call handling)





		Strategic Drivers



		· Insufficient GPs available locally

· Cost pressures of the existing staffing model





		Key Objectives



		· To enable the filling of a safe clinical OOH rota which is financially viable.

· To design a staff skill mix to meet urgent care demands in an OOH environment





		Source of Funding



		· CCG funded via OOH contract award





		Communications with Staff and/or Patients



		Paramedics (and ANPs) have been used by IC24 for the past 7 years.

· Communications with GP workforce key – and IC24 worked to explain their operating model. Paramedic use in regard to urgent care visits, face to face in base and telephone triage

· ‘What’s my name’ campaign, name and role utilised with patients

· Communicated with all staff continually about roles

· Recently had web chat to all staff by CEO about new models (CAS model for example)

· Competency framework underpinning communication e.g. who is appropriate to do what







		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		· JDs and person specification available of request









PATHWAY



		What type of patients are seen/scope of practice?



		· Same day urgent care patients (inc OOH routine 6 hours)

· No age restrictions

· More base and visits than telephone triage

· Despatch can be dependent on paramedic skillset





		How do patients access the service?



		· 111 primarily

· Professional on scene (ambulance) in some circumstances

· Some walk-in – (not commissioned)





		Time Spent Per Patient



		Visiting – 1 per hour inc travel time (times can vary)

Home base – 15 mins

Telephone – 5 per hour (times vary)





		What do they do when they see the patient?



		· Assessment, diagnosis and treatment

· Visiting/face to face – paramedic can call (if visiting) GP on duty in OOH for advice if needed.





		Next steps following patient appointment/onward referral pathway and process



		· Summary of consultation transferred back to primary care via IT system

· Paramedic can use PGD to issue drugs (available in bases and cars)

· If prescription needed then contact OOH GP who can arrange and fax to local practices

· Also has access to prescribing pharmacies in house at weekends/bank holiday

· Can admit for surgical/medical to local acute trusts (although would check with GP first)

· Near patient testing in GP led health centre





		Support systems for clinician



		· Cleo – in-house patient management system

· Directory of services included

· Patient record and diagnostics

· Summary care record included

· Available to staff on the road (and in base)

· Share my care – special patient notes included

· Links to contact information back to GP practices

· Talks to Emisweb, Adastra and Systemone





		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face

· Visiting

· Telephone triage











		Access to diagnostics



		· Diagnostic bag – including thermometer, physical examination module, SATs, auto defibs, oxygen etc

· No bloods currently – as episodic care





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Face to face in various out of hours bases

· Visiting via service cars

· Telephone triage





		Dependencies/Integration/Place within the System



		· Depended on 111 provider and assessment in some scenarios









STAFFING



		Employment



		· IC24 employed

· Paramedics can work with IC24 and local ambulance service





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· In house leadership programme

· Presenting

· Building a team

· Leading a team

· Manage a budget





		Indemnity



		· Indemnity provided by IC24





		Training Needs



		· Links to answer of CPD





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Adapted from RCP tool kit

· Audit teams in place

· All calls are recorded for audit purposes

· Review of notes

· Each locality has Quality Lead (QL), Associate Locality Director (ALD) and Regional Medical Director (RMD)

· Responsible for local quality requirement, audit schedule, performance KPI and budget

· QL report to chief nurse

· RMD reports to Chief Medical Director

· ALD reports to Chief Operating Officer

· Monthly quality meeting reporting to quality committee

· All Serious Incidents are peer reviewed on weekly basis and learning shared back through all localities

· By-monthly meetings with ALD

· Each locality maintains a risk register reviewed monthly and links to central register





		Line Management



		· Quality Lead line manages





		Banding



		· Not on A4C, but NHS pensions

· IC24 looking at affordability of national 1% pay rise to all, additional 1% to staff ‘achieving’ their PDRs and further bonus for ‘excellent’ staff (via PDR)

· Child care voucher scheme

· Online discount scheme





		Costs



		· Clinical space

· Transport

· Ancillary costs for bases

· Central services

· Kitbag for paramedics

· PGD come with costs depending on contract and areas





		Prescribing



		· PGD in use









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· System teleopty (IT system) used to plan rota, and team of Resource Planners

· Also use historical data to predict demand and inform how many paramedics are needed at any one time

· Paramedics used OOH contract times





		Activity



		Example data - 430 cases a week, 221 advice and 144 base, 34 visit, 7 walk-in, 20 professional on scene. 4 district nurse message





		Data Collection Methodology and IT access



		· Cleo used to collect data

· Rotamaster





		Access to patient records



		· Cleo – in-house patient management system

· Directory of services included

· Patient record and diagnostics

· Summary care record

· Available to staff on the road (and in base)

· Share my care – special patient notes included

· Links to contact information back to GP practices

· Talks to Emisweb, Adastra and Systemone





		Information Governance



		

· Director of IT and Information Governance

· Information Governance

· Asset owner in each locality

· IG policy and tool kit

· Challenges when working in other provider bases (user challenges)

· ITK, if goes down, then fax implications









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· As 7 years in operation, not available.





		What was achieved through the work?



		· To enable the filling of a safe clinical OOH rota which is financially viable.

· To design a staff skill mix to meet urgent care demands in an OOH environment



Use of paramedics has met these objectives, although GP rotas still a challenge





		Lessons Learnt



		· Prescribing will be very useful to paramedics

· ‘Grow your own’ may be the best way to get a usable workforce

· Working with ambulance service





		Evaluation – yes/no/planned



		· In business as usual









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		· Yes 





		If yes, please provide details



		



		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Ambulance service keep staff

· Paramedic happy in rotational model

· See the system working potential and impact of their work



Issues:

· Employment responsibility and liability

· When in need, who takes precedence?

· Staff not buying into the model 













RH – 26th Feb18
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Strengths and Challenges of 
the Programme 


 


“ Well the biggest, I’d say being 
thorough first and foremost when 
you’re assessing I think being very 
thorough with your assessment….. 


red flagging and safety nets in 
patients is one of the biggest 


aspects. ” 


Support received 
 


“ … and so, we noticed, I think that was 
probably, the paperwork was one of the 
biggest areas that, I think me and XXXX 
both, struggled with in the beginning to 


try and get the quality of what was being 
asked and not only the quality, but being 


succinct instead of putting everything 
down …” 


Pre and post programme 
questionnaires 


 


“ And by the time you get towards 
the end of like the third or the 


fourth week you’re starting to go 
actually yeah I could probably 


start to do some of this on my own, 
but then every so often there’s 
like a curve ball that comes in.”  


MULTI-DISCIPLINARY PRIMARY CARE TEAMS: 
HOW DO ‘NON-GPS’ GET THE RIGHT SKILLS?  


The Problem  


Increasing demand and shortage of General Practitioners available to work in 
OOHs has led to BrisDoc Healthcare Services increasingly utilising healthcare 
professionals from both nursing and paramedic backgrounds. 


Recruitment of ‘non-GPs’ has provided evidence that, whilst these clinicians 
often have a wide range of skills and experience, they may not have had the 
opportunity to develop familiarity and competence in the management of the full 
breadth of patients presenting with urgent health care needs in the primary care 
setting. 


The future of primary care. Creating teams for tomorrow (Primary Care 
Workforce Commission, 2015) places the onus on primary care providers to 
ensure that their ‘non-GPs’ are ‘fully competent’ in the roles they are asked to 
perform. 


Our Solution  


To address the ‘right skills’ conundrum BrisDoc developed a competency 
framework comprising 127 competencies and a supporting 450hr [12 week full 
time] development programme during which time candidates progress from 
‘observing practice’ to ‘observed practice’ then independent practice with 
decision making support available. 


The competencies were adapted from a number of sources including: RCGP GP 
Competence Framework and ECP Competence Framework, Skills for Health.  


Clinicians on the development programme completed a portfolio of evidence and 
written assignment to achieve academic credit at the University of the West of 
England. 


During the development period candidates worked with experienced Clinical 
Practice Supervisors (GPs and Advanced Nurse Practitioners) and met regularly 
with their designated mentor.  


The Pilot Programme and Evaluation  
BrisDoc commissioned the University of the West of England to evaluate the pilot 
programme which commenced with two candidates on 23rd January 2017. 


Candidates were asked to complete pre and post programme telephone 
interviews and questionnaires.  


The Results 


Pre programme Interview 


Theme 1 - Experience and expectations  


Both participants reported that they were competent clinicians who worked to 
deliver high standards of care.  They were concerned that this might be 
compromised by gaps in their knowledge, however they felt reassured that they 
had access to GPs to verify decisions taken whatever conditions they were 
exposed to.  


Post programme interview   


Theme 1: Strengths and Challenges of the Programme 


Both candidates experienced “sensory overload”, however, as the weeks 
progressed both built up their confidence and felt able to progress to the next 
stage. Overall the programme was viewed as being excellent preparation for the 
role. 


Both found they needed to develop confidence in referring patients to secondary 
care, alongside developing skills to clearly and succinctly complete clinical 
records.  


Theme 2 – Support received  


The candidates found the support of the Clinical Practice Supervisors very 
helpful, including having an opportunity to initially observe and work alongside 
them.  


Pre and post programme questionnaires 


Candidates were asked to complete a pre and post programme confidence rating 
questionnaire using a Likert scale [1not at all confident - 5 very confident].  


Conclusion 


The BrisDoc 450hr clinical development programme and competence framework 
provides an approach to the recruitment of clinicians from both nurse and 
paramedic backgrounds which allows them to develop their knowledge, 
understanding and experience to enable them to work in the OOHs environment. 


Completion of a competence-based portfolio provides a level of assurance that 
clinicians have the right skills, thus enhancing patient safety and reducing the 
risks associated with OOHs clinical practice.  


For further information please contact: enquiries@brisdoc.co.uk 


Post programme interview feedback 
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JOB DESCRIPTION


JOB TITLE:
Out of Hours Clinical Development Programme Clinician 


[prescriber/non-prescriber]

RESPONSIBLE TO:

Head of Nursing 

LOCATION(S):
Based at BrisDoc Operational bases throughout Bristol, North Somerset and South Gloucestershire (BNSSG) and occasionally required to attend BrisDoc Headquarters at Osprey Court for training and meetings.

JOB PROFILE:
450hrs clinical development programme in out of hours urgent care. Candidate to complete programme to satisfactory standard and contractually commit to 15hrs/week out of hours clinical shifts for two years.

		Job Context 



		The Bristol, North Somerset and South Gloucestershire health community is made up of a population of circa 900,000 people and over 100 GP practices. It consists of three acute trusts, three community health providers and a range of other providers who make a contribution to the urgent care system. The GP Out of Hours service is accessed via NHS 111.


BrisDoc provides the GP Out of Hours Service for Bristol, North Somerset and South Gloucestershire health community.


This development post forms part of the clinical team for the Out of Hours service.





		Job Summary



		The post holder is a nurse practitioner or emergency care practitioner who will undertake a clinical development programme over 450hrs [12 weeks full time up to maximum 20 weeks part time]. The development programme is designed to provide an opportunity for clinicians to enhance their clinical skills and demonstrate competence in out of hours urgent care, progressing from observing practice to autonomous patient assessment and management.


During the development period you will be working with or supported by a range of clinical practice supervisors, including nurses, doctors and emergency care practitioners.


Clinical shifts will include: evenings, overnight and weekends. Clinical shifts will make up an average of 30hrs/week. The remaining 7.5hrs per week is allocated to theory and knowledge study sessions.


During the development period the post holder is required to complete a portfolio of evidence to meet the requirement of the BrisDoc Competency Framework. In addition the post holder will achieve academic credit by completing an Evidencing Work Based Learning module at a local university. [Masters level].


On successful completion of the development programme the post holder will be required to contractually commit to an average of 15hrs per week out of hours shifts for two years. The post holder will transfer to standard terms and conditions commensurate with their clinical grade.


At all times the post holder must act in a manner consistent with the code of conduct and appearance representing BrisDoc and the NHS.





		Main duties and responsibilities:



		Successfully Complete Development Programme 450hrs

· Observation of clinical practice for a maximum of 150hrs [week 1-4 full time] during which time you will work with clinical practice supervisors and have the opportunity to experience the range and nature of out of hours presentations and start to build on your knowledge base. The principles of safe practice, including clinical decision making, management of risk and safety netting are key areas of development during this period.

· Supervised clinical practice for a maximum of 150hrs [week 5-8 full time]. You will continue to work with clinical practice supervisors who will monitor your consultations and provide support when necessary. You will continue to develop your underpinning knowledge through self study sessions and any self directed learning identified during practice.

· Work independently with support from BrisDoc Clinical Co-ordinator for a maximum of 150hrs [week 9-12 full time].

· Meet regularly with your mentor to assess progress and agree any action plans


· Complete a portfolio of evidence which satisfactorily demonstrates safe practice and is approved by BrisDoc Healthcare Services.

· Complete the requirement for academic credit. 


Clinical

Generate evidence to demonstrate ability to…


· Assess, diagnose, plan, implement and evaluate treatment/interventions and care for patients presenting with an undifferentiated diagnosis


· Clinically examine and assess patient needs from a physiological and psychological perspective, and plan clinical care accordingly


· Assess, diagnosis, plan, implement and evaluate interventions/treatments for patients with complex needs

· Proactively identify, diagnose and manage treatment plans for patients at risk of developing a long-term condition (as appropriate)


· Diagnose and manage both acute and chronic conditions, integrating both drug- and non-drug-based treatment methods into a management plan


· Work with patients in order to support compliance with and adherence to prescribed treatments


· Provide information and advice on prescribed or over-the-counter medication on medication regimens, side-effects and interactions


· Prioritise health problems and intervene appropriately to assist the patient in complex, urgent or emergency situations, including initiation of effective emergency care


· Support patients to adopt health promotion strategies that promote healthy lifestyles, and apply principles of self-care


· Assess, identify and refer patients presenting with mental health needs in accordance with the national guidance

· In partnership with others, challenge and critically evaluate the boundaries of autonomous practice, such that patient access choice and outcomes will improve.


· To issue medication in accordance with prescriber regulations or under Patient Group Directions as provided by BrisDoc and ensure that competency is continually updated 

Communication

Generate evidence to demonstrate ability to….


· Utilise and demonstrate sensitive communication styles, to ensure patients are fully informed and consent to treatment


· Communicate with and support patients who are receiving ‘bad news’


· Communicate effectively with patients and carers, recognising the need for alternative methods of communication to overcome different levels of understanding, cultural background and preferred ways of communicating


· Anticipate barriers to communication and take action to improve communication


· Maintain effective communication within the Out of Hours clinical and operational team including with the Clinical Coordinator and all multi- disciplinary team members, as well as with external stakeholders


· Act as an advocate for patients and carers

· Ensure awareness of sources of support and guidance and provide information in an acceptable format to all patients, recognising any difficulties and referring where appropriate

· To be able to maintain accurate electronic written patient records for users of services provided.


· To be aware of responsibilities under the Data Protection Act.


· To attend all meetings required during the development period.

· To ensure effective communication with colleagues, within the community, BrisDoc and wider health care teams as appropriate when referring a patient.


Other responsibilities

· Adhere to organisational policies


· Ensure Records management policies are adhered to


· Operate a variety of standard office machines including a computer, phone, fax, shredding machine and photocopier.


· Undertake any relevant duties as requested by management e.g. keeping records for audit purposes.

· Understand own role and scope and identify how this may develop over time


· Work as an effective and responsible team member

· Create clear referral mechanisms to meet patient needs

· Prioritise own workload and ensure effective time-management strategies are embedded within the culture of the team


· Work effectively with others to clearly define values, direction and policies impacting upon care delivery


· Discuss, highlight and work with the team to create opportunities to improve patient care


· Agree plans and outcomes by which to measure success


· Manage and assess risk within the areas of responsibility, ensuring adequate measures are in place to protect staff and patients


· Monitor work areas and practices to ensure they are safe and free from hazards and conform to health, safety and security legislation, policies, procedures and guidelines

Audit

· For Clinical Governance and Training purposes, regular monitoring is a requirement of this job. A random sample of the notes written by every clinician (nurses, ECPs and doctors) will be audited monthly against a set of criteria. These criteria include clarity and accuracy of documentation as well as standards of good clinical practice.





		General Duties



		· Maintaining regular consistent attendance, punctuality, personal appearance and adherence to relevant health and safety procedures.

· To attend all statutory and mandatory training courses and any courses specific to this role.


· To be available for staff meetings, Clinical Governance meetings and meetings with other senior leaders and managers within BrisDoc

· To have a good understanding and follow company policies and procedures.


· Establish and maintain effective working relationships with co-workers and the general public.


· Attend performance and development reviews with your line manager.


Flexibility:

This role profile is intended to provide a broad outline of the main responsibilities only. The postholder will need to be flexible in developing the role and in initial and ongoing discussions with the designated manager.

Confidentiality:

Under the Data Protection Act 1998, the postholder must maintain the confidentiality of information about patients and staff. The work is of a confidential nature and information gained must not be communicated to other persons except in the recognized course of duty. Unauthorised disclosure of confidential information will result in disciplinary action and may lead to your dismissal.


· In the course of seeking treatment, patients entrust us with, or allow us to gather sensitive information in relation to their health and other matters.  They do so in confidence and have the right to expect that staff will respect their privacy and act appropriately.


· In the performance of the duties outlined in this job description, the post-holder may have access to confidential information relating to patients and their carers, practice staff and other healthcare workers.  They may also have access to information relating to the practice as a business organisation.  All such information from any source is to be regarded as strictly confidential.


· Information relating to patients, carers, colleagues, other healthcare workers or the business of the practice may only be divulged to authorised persons in accordance with BrisDoc’s policies and procedures relating to confidentiality and the protection of personal and sensitive data.


Equality and Diversity:

The post-holder will support the equality, diversity and rights of patients, carers and colleagues, to include:


· Acting in a way that recognises the importance of people’s rights, interpreting them in a way that is consistent with BrisDoc’s procedures and policies, and current legislation


· Respecting the privacy, dignity, needs and beliefs of patients, carers and colleagues


· Behaving in a manner which is welcoming to and of the individual, is non-judgmental and respects their circumstances, feelings priorities and rights


Health & Safety:

Employees must be aware of the responsibilities placed on them under the Health and Safety at Work Act (1974) to ensure that the agreed procedures are carried out to maintain a safe environment for patients, visitors and staff.


Environment:

The postholder needs to be aware of BrisDoc’s impact on the environment and be vigilant and pro-active in ensuring they adhere to the management strategy i.e. recycling, waste management, use of vehicles etc.


Smoking: Smoking will not be tolerated inside any BrisDoc building or vehicle.


Rehabilitation of Offenders Act:

This post is exempt from the Rehabilitation of Offenders Act 1974 therefore you are required to declare all criminal convictions, cautions, reprimands or final warnings and a Criminal Records Check (known as Disclosure & Barring Scheme) will be carried out on your behalf. 





PERSON SPECIFICATION

		QUALIFICATIONS, EXPERIENCE and KNOWLEDGE



		Criteria 

		Requirement

		Measurement/Testing Method



		Registered Level 1 Nurse with current NMC registration or Registered Paramedic 

		Essential

		Application and Interview



		Evidence of higher study in clinical practice (Diploma, Degree or evidence of attainment of similar level of studies)

		Essential

		Application and Interview



		Advanced Level (3) Clinical Assessment, Reasoning and Clinical Decision Making

		Essential

		Application and Interview



		Advanced Clinical Practice skills

		Desirable

		Application and Interview



		MSc in Advanced / Specialist Practice or evidence of accumulation of relevant experience / knowledge

		Desirable

		Application and Interview



		Experience of treating patients of all ages

		Essential

		Application and Interview



		Experience of working autonomously diagnosing, treating and discharging patients of all ages. 

		Desirable

		Application and Interview



		Experience of working in multi-professional and multi-disciplinary settings and contributing to effective team working

		Essential

		Interview



		Experience in the assessment and management of patients presenting with mental health conditions

		Desirable

		Application and Interview



		Experience of working across organizational boundaries within health and social care

		Essential

		Application and Interview



		Competency in telephone consultation 

		Desirable

		Application and interview



		Knowledge of equal opportunities and its significance for health care

		Essential 

		Interview



		Knowledge in the delivery of Health Care Advice and Health Promotion

		Desirable

		Interview



		Understanding of legal and ethical issues / responsibilities relating to nursing practice and especially with regard to autonomous practice and telephone assessment

		Essential

		Interview



		Awareness and knowledge of own professional accountability and autonomous practice

		Essential

		Interview



		Knowledge of primary health care issues affecting a diverse local population

		Desirable

		Interview





		SKILLS AND ATTRIBUTES



		Criteria

		Requirement

		Measurement/Testing Method



		Evidence of ability to manage own learning and completion of learning programmes

		Essential

		Application and interview



		Motivated by the provision of high quality patient care

		Essential

		Application and interview



		Evidence of computer literacy and keyboard skills

		Essential

		Application and Interview



		Good clinical judgment and decision making skills

		Essential 

		Application and Interview



		Excellent written and verbal communication skills

		Essential

		Interview



		Excellent interpersonal skills

		Essential

		Interview



		Ability to maintain accurate records

		Essential

		Application and Interview



		Able to listen carefully in order to understand the needs of others

		Essential

		Interview



		Ongoing commitment to personal development




		Essential

		Application and Interview



		Able to work flexibly in relation to the Out of Hours operational times and bases

		Essential

		Application and Interview



		Ability to represent the organisation with internal and external stakeholders

		Essential

		Interview



		Able to work within a team and give and take instruction as required. Able to quickly establish rapport and credibility with others in the team

		Essential

		Interview



		Tactful and diplomatic

		Essential

		Application and Interview



		Able to use own initiative and achieve measurable improvement against stated objectives

		Essential

		Interview



		Able to work under pressure and to deal with emergency situations and/or difficult clients and stressful situations professionally

		Essential

		Interview



		Able to maintain confidentiality at all times with regards to staff and patients 

		Essential

		Interview



		Familiarity with Adastra and EMIS

		Desirable

		Interview





		PERSONAL QUALITIES / BEHAVIOURAL ATTRIBUTES



		Criteria

		Requirements

		Measurement/Testing Method



		Motivated to provide high quality patient care

		Essential 

		Interview



		Organised, systematic and flexible. Good time management being able to prioritise work and work under pressure

		Essential

		Interview



		Positive attitude towards innovations and change. Adaptable and able to respond to a changing situation

		Essential

		Interview



		Can self-analyse own work and performance  - Ability to recognise own limitations and act upon them appropriately

		Essential

		Interview



		Able to achieve objectives through influence and partnership

		Essential

		Interview



		Willingness to learn new skills and to problem solve 

		Essential

		Interview



		Able to manage sensitive and emotive situations.

		Essential

		Interview





		Able to remain impartial and non-judgmental during times of sensitivity, stress and potential conflict.

		Essential

		Interview



		Able to maintain professionalism

		Essential

		Interview





Created: July 2016

Declaration (to be completed by post holder):


By signing this declaration, you are acknowledging receipt of your job description and accepting the roles and responsibilities that this position entails.

[image: image3.png]





Please return signed version to the HR Department, Unit 21 Osprey Court



image19.emf
Appendix 16 - Case  Study - CAS Paramedics - VoCare Devon - v1.0


Appendix 16 - Case Study - CAS Paramedics - VoCare Devon - v1.0
SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 16



OVERVIEW



		Organisation Name and Contact Details of Key Person



		Shaun Crinion

Clinical Service Manager - Vocare Ltd 

M: 07496 962349

E:  shaun.crinion@vocare.nhs.uk | W: www.vocare.org.uk

 



		CCGs



		Devon, Somerset, Stafford, London





		Practice List Size



		Whole CCG areas





		Background



		Started to use paramedics because NHS pathways allowed paramedics to be utilised within the CAS.  Prior to Integrated Urgent Care, also had experience of using paramedics in other parts of Vocare as 111 clinicians.  Also, provide support to GP OOHs services within the CAS (in London and Stafford).  



As well as within CASs, Vocare also employs paramedics within UCCs and OOHs home visiting services.  





		Strategic Drivers



		· Ease of recruitment as paramedics often find life in 999 hard after a while

· Use for ambulance validation of Cat 3+4 calls and validating ED dispositions

· Use for higher acuity calls





		Key Objectives



		· Help to fill rotas

· Drive down ambulance and ED dispatch numbers





		Source of Funding



		Funded by Vocare

 



		Communications with Staff and/or Patients



		Communication with patients not relevant.  

Paramedics now been in 111 for some time, so very much part of the ‘usual’ staff team.





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		

Job Description for a Clinical Advisor (which includes paramedics – used interchangeably with a nurse, soon able to be a pharmacist as well) – see…

















PATHWAY



		What type of patients are seen/scope of practice?



		Anyone calling 111 who then requires clinical advice from a nurse or paramedic, aged from birth upwards.   





		How do patients access the service?



		Call 111.  There are also palliative care lines where patients can be put directly through to paramedics.  In London, ‘Co-ordinate My Care’ palliative patients phone numbers will be recognised by the 111-phone system and then direct them automatically to a clinician rather than a call-handler.  





		Time Spent Per Patient



		Average around 10 minutes





		What do they do when they see the patient?



		When they speak to the patient what the paramedic does is driven by NHS Pathways, which is very formulaic.  If providing OOHs part of the CAS, assessment and diagnosis based on local guidance rather than NHS Pathways. 





		Next steps following patient appointment/onward referral pathway and process



		If working in an OOHs CAS, can book an appointment at a UTC, send for ambulance, book appointment with GP or a home visit etc.  For the NHS Pathways work, have additional step of being able to pass onto a more senior clinician (e.g. a GP) within 111.  





		Support systems for clinician



		Can access Special Patient Notes, summary care record, MiDoS, BNF, GP Handbook, other online information etc.

 



		Appointments – are they virtual/Face-2-Face/mixture?



		All on the phone





		Access to diagnostics



		None





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		111 call centre





		Dependencies/Integration/Place within the System



		Enables the 111 service to provide clinically-led care for its patients   









STAFFING



		Employment



		Vocare is the employer.  

Some paramedics do work in other parts of the NHS (GP OOHs service), and one also works for the RAF.  

Clinical Advisors – the split between nurses and paramedics on average = 50%/50%





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		None, except paid training time.



		Indemnity



		Vocare provides.  No additional costs for employing paramedics.  





		Training Needs



		NHS Pathways has prescriptive training modules and annual training requirements.  

Also, do ‘look back and learns’ reviewing individual patients, attend conferences etc.  





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		Vocare audits all its clinicians every month, as a minimum.  Also, do ‘look back and learns’, end-to-end case reviews, and identify themes from Serious Incidents/complaints etc to address any issues.  





		Line Management



		Operational issues (e.g. annual leave etc) – non-clinical manager

All other issues – Clinical Service Manager





		Banding



		Equivalent of Band 6, plus overtime/bank holiday/anti-social enhancements.  No incentives required to employ them.  However, Vocare does offer incentives for people making recommendations for new staff members who go onto be employed.  





		Costs



		Nothing above usual ‘on-costs’.





		Prescribing



		Cannot prescribe.    









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Use forecast tools at the start of each contract, and base the capacity/recruitment on this.  





		Activity



		Collect data per hour per clinician.  Expect paramedics to be speaking to around 5-6 people an hour, especially during a busy period.





		Data Collection Methodology and IT access



		Outcome from NHS Pathways gives a symptom group and a disposition.  This is then converted into an Adastra record, which can be analysed.  





		Access to patient records



		Can access Summary Care Record, and Special Patient Notes.  





		Information Governance



		Usual arrangements for a CAS provider.  Do annual IG training, as per NHS requirements.









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		Unknown as some time ago.  







		What was achieved through the work?



		· Help to fill rotas – achieved 

· Drive down ambulance and ED dispatch numbers – achieved

· Also, from staff surveys, it is clear how useful the non-clinical call handlers find it to be working alongside paramedics.  





		Lessons Learnt



		· When trying to change processes importance of needing to look at individuals’ practice as soon as possible going through the detail, rather than higher level analysis

· Consider bringing in paramedics at an early stage as part of an MDT discussion when developing new service models.





		Evaluation – yes/no/planned



		Evaluated ambulance validation process.  No broad evaluation of paramedics specifically.  

Do though undertake annual staff surveys.









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes

 



		If yes, please provide details



		Had early discussions internally around rotating paramedics within 999 call centres and 111, but this has not yet progressed further.  This could be an IT solution, where the 111 CAS can pick up cases diverted from the 999 service. 





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Being ‘on the road’ in an ambulance helps to ‘keep things real’ and impacts positively on the roles performed in all settings;

· Helps to ensure sufficient paramedics available to maintain high quality 999 ambulance services;

· Reported that many paramedics enjoy the variety of working in different settings



Issues:

· If have different clinical line managers in different settings can cause issues;

· Need to ensure staff members are up-to-date in each of the settings they are working in, especially if more diverse areas e.g. primary care and 999









		As Shaun is a clinician … what attracted him to working in the role?



		Local ambulance service not able to support family-friendly working.  

 









JJ – 13Apr18
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Job Description & Person Specification 
 



Job Title  111 Clinical Advisor 



Location   Regional 



Reports to   111 Team Leader 



Working Pattern  Variable 



 



Job Summary: 
You will over see and be responsible for the assessment of the health and clinical needs of 
the patient, utilising clinical judgement supported by decision support software. The provision 
of advice and support to meet the identified needs and where required the onward referral to 
other services. Working as a member of the 111 service team, collaboratively with 
colleagues across the service to ensure an excellent level of service is provided to patients 
 
 
Key Responsibilities: 
Service Delivery 



• Assess the health and clinical needs of patients/patient’s representatives contacting 
the service, and using critical thinking and clinical judgement, supported by clinical 
decision making software, agree with the patient a course of action to meet theses 
needs. This will include: 



o Analysis and prioritisation of the information obtained 
o The selection, critical analysis and use of available clinical and health 



resources to inform clinical decision making and identify potential options for 
the patients 



o Referral on to a range of other services including 999 ambulance, urgent 
referral to hospital, GPs, nursing services, 



o The provisions of 
� Self-care advice 
� Health information advice such as advice on medication, immunisation 
� Health education and advice 



• Identify and take appropriate actions to address risks of the patient. This will include: 
o Identification of emergency care needs required despatch of a 999 



ambulance 
o Child protection and vulnerable adult issues which require referral on to other 



agencies in line with local policies 
• Recognise and exploit opportunities for the provision of health education during the 



consultation process, referring to appropriate health care professionals as required 
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• Work independently and at the same time contribute to the work of the whole 111 
team to ensure the delivery of a consistently high level of service. This will include 



o Taking responsibility and being accountable for managing own workload, risk 
assessment and management, acting within professional codes and 
guidelines, and local policies, procedures and guidelines and referring 
appropriately to the clinical team leader for advice and support 



o Undertaking other duties when required, such as call taking or administrative 
tasks 



o Identifying issues which may negatively impact upon service delivery and 
reporting these on to the clinical team leader in a timely fashion 



o Acting as a clinical resource for non-clinical staff who may require advice and 
support 



• Maintain contemporaneous records of the consultation and action taken using the 
computer software and where necessary written records, in line with NMC guidance 
and local policies, guidelines and procedures  



• Remain focused on the delivery of an excellent service within an unpredictable, 
diverse and challenging workload 



 
Communication 



• Work effectively as a team member, supporting an communicating with other 
professional colleagues and clinicians  



• Use critical thinking and effective communication skills to holistically assess patients’ 
needs and determine relevant culture, social, economic factors in a respectful and 
non-judgemental manner 



• Provide a professional, courteous and efficient telephone service consistent with 
organisational standards for patients seeking assistance from the service, managing 
calls in a professional and reassuring manner at all times 



• Utilise advanced listening, probing and facilitative skills across a diverse range of 
calls, some of which may be highly challenging due to emotive circumstances, 
communication difficulties and caller anxiety  



• Utilise complex communication skills to negotiate and provide support to patients 
who may be non-compliant with the recommended outcomes 



• Utilise translation services, communication aids and other resources, to barriers to 
communication and understanding 



• Effectively use a range of communication methods (e.g. telephone, email, fax, letter 
and report writing) to facilitate communication at all levels within and external to the 
organisation 
 



Education, Training and Development 
• Actively participate in the individual annual review process 
• Actively participate in individual and service performance reviews 
• In conjunction with line manager take responsibility for identifying and addressing 



personal/professional development needs in line with service requirements and to 
meet the requirements of professional registration 



• Actively participate in clinical supervision to facilitate personal and professional 
development 



• Contribute to the development of a learning environment in which organisational and 
professional development can flourish 



• Contribute to the training of other staff where requires 
• Support new staff in their development and participate in supervision, teaching, and 



mentorship to help new staff develop and achieve competency to perform their role 
• Attend statutory, mandatory and any other relevant training courses/updates 



(e.g.pathways updates,  telecommunication skills, clinical assessment, patient safety, 
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clinical updates, IT and computer skills including specific decision/ clinical tool kits, 
governance, Health and Safety)  



• Share and utilise professional knowledge, skills and expertise with colleagues to 
enhance the service delivered to patients 
 



Information Management and Technology 
• Keep contemporaneous and accurate records during the patient consultation within 



the relevant software programme and maintain paper records as appropriate 
• Maintain confidentiality in relation to all information governance requirements, 



ensuring that data is only disclosed in compliance with such 
• Identify and appropriately use information source to support and underpin clinical 



decision making 
• Develop and maintain knowledge and competence in computer skills in order to 



access software applications, databases, documents, email and approved 
intranet/internet resources.  



• Develop and maintain knowledge and competence in using telephony 
• Develop and maintain knowledge and competence in using tox base. 



 
Governance, Quality an Service Development 



• Contribute to the achievement of service standards and performance requirements 
by participating in regular quality monitoring and individual performance reviews  



• Attend and contribute to meetings, workshops and other groups in order to support 
the on-going development of the service 



• Participate in audit, customer satisfaction programmes, research and other quality 
improvement activities  



• Participate in the investigation of incidents, complaints and other issues as required 
• Adhere to organisational policies, procedures and guidelines 
• Adhere to professional codes of conduct and guidelines 
• Contribute to the development of organisational polices, procedures and guidelines 
• The post holder must, at all times, act honestly and openly and comply with relevant 



corporate governance requirements, employment legislation, standards of business 
conduct, codes of openness and accountability  
 



Other 
• At all times to act in a professional manner and to also act as a role model for 



subordinates and peers  
• Work flexibly to support the needs of the service  
• Undertake any other duties, role and responsibilities commensurate with the nature 



and grading of the post or as reasonably requested by Clinical Team Leader  
 
 
Key Values: 
In addition to undertaking the duties as outlined above, the job holder will be expected to 
fully adhere to the following rules and regulations that may from time to time be in force and 
ensure full understanding of those rules and regulation relevant to the role. In addition at all 
times the job holder must act in accordance with the Company’s policies and regulations. 
 
Our Values  



• To act in accordance with “Our Values” at all times in delivering their role, ensuring 
reliability, respect, trust, integrity, timeliness and innovation is a fundamental part of 
their behaviour.  



 
Continuous Personal Development 
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• To contribute to their own personal development and participate in an appraisal and 
regular performance reviews. 



 
Conduct 



• To demonstrate professional and ethical behaviours at all times when liaising with 
internal and external colleagues. 



 
Confidentiality 



• Under the Data Protection Act 1998, the post holder must maintain the confidentiality 
of information about patients and staff. The work is of a confidential nature and 
information gained must not be communicated to other persons except in the 
recognized course of duty. Unauthorised disclosure of confidential information will 
result in disciplinary action and may lead to your dismissal. 



 
Equality and Diversity 



• Actively promote equality and diversity and encourage colleagues to do the same. 
• Direct staff as necessary to ensure compliance with Vocare’s policies to ensure no 



discrimination occurs irrespective of gender, age, marital status, disability, sexuality, 
race, colour, religion, ethnic or national origin. 



• Support a zero tolerance approach to bullying and harassment in all forms, and to 
lead by example in this area. 



 
Health, Safety & Security 



• Comply with Vocare’s health and safety policies, procedures and guidelines and 
ensure that appropriate arrangements are in place.  



 
Hours of Work 



• Vocare is operational 24 hours a day, 365 days a year. Part of the normal working 
period may be outside of normal office hours. 



• You may be required to participate in some out of hours work to support business 
needs and developments.  



 
Safeguarding 



• It is the responsibility of every member of staff to safeguard and protect vulnerable 
adults from abuse.  All staff are expected to undertake mandatory training relevant to 
the role.  All staff should familiarise themselves with the Vocare Policy on 
“Safeguarding Vulnerable Adults” which is available on the intranet. 



• Vocare committed to the safeguarding of children and young people and has signed 
up to across all services with which the post holder must be familiar with and adhere 
to.  
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Person Specification: 
 



Attribute/Skills 
Essential 
(When applying for this job it is important you fulfil all these essential 
requirements. If you do not you are unlikely to be interviewed) 



Desirable 
(When applying for this job it is desirable you fulfil these 
requirements. However, if you so not you may still apply and 
may be interviewed) 



Measurement 
A/C/P/R/T 



Qualification & 
Skills 



• Registered Nurse – Level 1 sub part 1 with current NMC 
registration / registered paramedic with current HPC 
registrati 



• Evidence of professional or personal development 
• Teaching/training qualifications such as ENB998 or 



equivalent 
• Independent/supplementary prescriber 



A/I/C 



Experience 
• At least one year’s experience of working as a clinician  • Experience of having participated in service      



improvement activities including audit and research 
• Primary care or ED experience preferred.  



A/I 



Communication & 
People Skills  



• Advance patient assessment skills  
• Excellent communication listening and interpersonal skills 
• Demonstrates reflective and critical thinking skills 
• Demonstrates effective problem solving and decision 



making skills, supported by the use of evidence based 
and/or best practice 



• Ability to assimilate large quantities of information quickly 
and accurately and communicate it clearly  



• Able to work autonomously and as part of a team  
• Good organisational and prioritisation skills 
• Able to use information technology and communications 



equipment efficiency  
• Able to work effectively under pressure whilst maintaining a 



high level of accuracy and attention to detail 
• Ability to demonstrate three consecutive months’ audit 



history as an acceptable level 
• Self motivated with ability to support and enthuse others 
• Demonstrates commitment to the delivery of high quality 



patient 
  



•  A/I/C 



Organisational 
Skills  



• Adaptable/flexible •  A/I/R 
Specialist 
knowledge/skills 



• Excellent broad base and relevant clinical knowledge 
•  



• Awareness of mental health child protection, 
and safeguarding vulnerable adults issues  A/I/R 
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• Comprehensive knowledge of Health Service environment 
and health agenda (national and local)  



• Knowledge of service improvement activities 
including audit, research, reflective practice  



• Knowledge of the NHS111 service and the 
associated key performance indicators 



•  



Physical Skills  • Able to pass pre-employment checks 
•  



•  P 
 
A – Application Form       C – Certificate        I – Interview        P – Pre-employment Screening       R – References        T – Tests/presentation 



 
 



This job description and person specification reflects the current requirements of the role. As objectives, duties and responsibilities change and 
develop; the job description will be reviewed and amended or updated as required.  
 



 
Approved by:   Head of HR/Recruitment – XXXX  and Head of Dept/Region - XXXX 
Date approved: 
Reviewed: 
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Microsoft_Word_Document13.docx
SEEKING OUT EXISTING PRACTICE – CAS CASE STUDY APPENDIX 17



OVERVIEW



		Name and Contact Details of Key Person



		Anthony Goodwin, Clinical Lead, NHS 111 South West

Care UK, Stoke Gifford, Bristol.

Tel: 0117 240 1111





		CCG



		6 CCGS

· Swindon

· Gloucester

· Bath and North East Somerset

· Bristol, North Somerset and South Gloucester





		Practice List Size



		Estimated 1.3m+





		Background



		· NHS England National model

· NHS Pathways licence grants use of nurses and paramedics

· Array of skills 

· Nurses and paramedics as provides larger cohort of staff to recruit– higher potential

· Paramedic scope changing, NHS progression system

· Prescribing rights

· Recently put staff on non-medical prescribers courses

· CAS paramedic split is currently 60:40 split in favour of nurses.

· Nurse and paramedic both work under the title of “Clinical advisor”





		Strategic Drivers



		· National strategic direction





		Key Objectives



		· Non-specific objectives

· No set criteria – although to be able to recruit to Clinical Advisor role





		Source of Funding



		· Commissioner funded





		Communications with Staff and/or Patients



		· No specific communications





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		· Clinical advisor Job description available

















PATHWAY



		What type of patients are seen/scope of practice?



		· No restrictions particularly

· Can despatch 999 ambulances if needed

· No booked activity

· Health advisors do the majority of the triage – despatching ambulance etc./self-care etc.

· Clinical advisors

· Cases that can be managed at home

· Complex calls – calls that fall outside NHS Pathways

· Cases require further probing – triage that can’t be completed

· NHS Pathways – Clinical advisors can change disposition based on need





		How do patients access the service?



		· Patients ringing 111 – no 999

· ‘Talk type’ service – web based service

· Language line

· HCP – HCP option (but would go to OOH)





		Time Spent Per Patient



		· 7-12 mins on average





		What do they do when they speak to the patient?



		· No specific triage

· No diagnosis over the phone

· Referral service





		Next steps following patient appointment/onward referral pathway and process



		· Referral options

· OOH

· ED/MIU

· District nurse when available

· Ambulance

· Home management

· Pharmacy

· Midwifes

· etc

· No access to crisis team/charities – although can give advice alongside pathway disposition





		Support systems for clinician



		· NHS Pathways as triage tool

· Directory of Services

· Summary Care Record (SCR)– can include some history

· Special patient notes – where available

· Connecting Care system for BNSSG patients – provides access to primary care and secondary record





		Appointments – are they virtual/Face-2-Face/mixture?



		· None





		Access to diagnostics



		· Can’t perform any diagnostics

· Access to via Summary Care Record and Connecting Care



		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Call centre based – one base in this scenario – Bristol





		Dependencies/Integration/Place within the System



		· Dependent on Directory of Services (DoS)

· Dependent on providers (Out of Hours, Dental) to have capacity to refer









STAFFING



		Employment



		· CareUK employs Clinical Advisors

· Clinical Advisors do work on Bank and some who need to keep up licences but CareUK main job in general.

· 32-40 overall – (60:40 split in favour of nurses) – majority full time, some part time.





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· 1:1 with staff every month

· Facilitate audit and feedback

· Training days in summer (avoiding winter rush)

· Some generic course

· Facilitate placement days for staff

· Bristol Royal Infirmary – local acute

· South West Ambulance Service





		Indemnity



		· CareUK provides

· Personal insurance if agency – low number





		Training Needs



		· Local site training lead

· Network national lead

· Local Medical Director also contributes to further training

· Monthly CPD newsletter – promotes CPD

· Light hearted

· Key messages

· Staff awards

· Interesting articles published 





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· All staff audited monthly – dependent on licence

· Call listening - % audited – to check continuing safety

· Staff trackers based on audits (provides understanding competency of staff and issues raised with staff in monthly 1:1)

· Monthly performance reports

· Personal Development Reviews yearly – six monthly updates

· Monthly register check.











		Line Management



		· Clinical supervisors – HR/Admin/Feedback

· Clinical Supervisors report to Clinical Lead.





		Banding



		· Non-agenda for change.  Salary levels not provided





		Costs



		Additional costs

· Overtime

· Facilities etc.





		Prescribing



		· No prescribing currently, and even if they were able they could not prescribe in the Clinical Advisor role – not in the remit of the role, the role is about referral.

· Clinical Advisor role under NHS Pathways licence









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· Forecasting team to help manage demand

· Year on year data + current data

· Operational forecasting tool – used to calculate how many Health Advisors needed and from that Care UK extrapolate how many Clinical Advisors needed

· Two Clinical Advisors on at all time – minimum, and 24/7

· They are Networked, so 150 are on nationally for example and 2 in SW (not including West Midlands) – 3 sites networked (East England, Suffolk and Bristol)





		Activity



		· Not available (Commercially sensitive)





		Data Collection Methodology and IT access



		· Reporting through 3 systems

· NHS Pathways platform siting in Adastra

· CMS – Telephone provider service (calls length data etc)

· Injixo – Resource planning





		Access to patient records



		· NHS Pathways

· Directory of Services

· Summary Care Records – can include some history

· Summary Care Record with Additional Information coming in soon

· Special patient notes – where available

· Connecting care for BNSSG patients – primary care and secondary care record

· All previous 111 encounters





		Information Governance



		· Can get some requests out of the ordinary – NHS Number for example – and cannot hand out

· IG training in place for all staff

· Clinicians have NHS accounts for patient data

· Confidential shredding

· Rules about use of faxes

· Voicemails for patients is a challenge – standardised voicemail messages









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· National model and then local deployment based on interpretation

· NHS Pathways includes paramedics





		What was achieved through the work?



		· Recognised that paramedics can be used in urgent care

· Different health care professionals can be used to fill CA role

· New role recognised - ACP – Advanced Care Practitioners – Any registered body (OTs, nurse or paramedics) – an acknowledgement that different clinical mix is possible and beneficial





		Lessons Learnt



		· Do not presume that experience of paramedics mean they are more effective

· Willingness to learn, grow and adapt is more important to work and is just as important as experience in telephone triage





		Evaluation – yes/no/planned



		Non-currently.













RH – April 18
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 18



OVERVIEW



		Organisation Name and Contact Details of Key Person



		Deidre Molloy

Senior Manager MIU Services + Nurse Consultant Emergency Care

Torbay & South Devon NHS Foundation Trust

07967 817560 - work mobile

01626 324637 - office

Deirdre.Molloy@nhs.net





		CCG



		South Devon and Torbay





		Population Served



		Covers Newton Abbott MIU





		Background



		Difficulty recruiting nurses into MIUs.  Therefore, 3 years ago advertised a ‘developmental’ role for nurses and/or paramedics at Band 5.  Within 6-12 months they complete a local training package to develop their competency, and then are promoted to a Band 6.  





		Strategic Drivers



		· Difficulty recruiting nurses into MIUs.





		Key Objectives



		· Filling vacancies

· Finding the right people who can cope with emergencies, and not just urgent care (in case patients turned up with an emergency ‘inappropriately’)





		Source of Funding



		Acute Trust





		Communications with Staff and/or Patients



		No formal engagement with patients beforehand as this is part of their standard MIU service offer.  Staff introduce themselves as ‘Minor Injury Practitioner’, so less focus on whether the staff member is a paramedic or nurse.  However, part of significant public engagement when proposed MIU closures across South Devon, did include mention of use of paramedics, which did get local support. 





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Descriptions?



		Job Description produced









PATHWAY



		What type of patients are seen/scope of practice?



		All patients that come into the MIU can be assessed by the paramedics, including emergencies (e.g. chest pain).  



See patients 1 year and older for some patients, and 2 years and older for the remainder.  

List of patients seen is on the local Directory of Services.



		How do patients access the service?



		Patients walk-in, or arrive via an ambulance, or ‘re-direction’ for minor injury from local GPs.  





		Time Spent Per Patient



		About 20 minutes per patient, same as all other MIU clinical staff.  Generally, experienced paramedics are faster than the nurses.  





		What do they do when they see the patient?



		Assessed, and most are then diagnosed and treated.

 



		Next steps following patient appointment/onward referral pathway and process



		If required: follow-up with GP or occasionally back to the MIU for a follow-up or referral onto (mainly) Orthopaedics, Ophthalmology, burns, ENT, plastics





		Support systems for clinician



		MIU has a shared IT system with the local Emergency Department (including paediatrics) = Symphony (now part of EMIS).

Don’t have access to MiDoS yet, but are working on this.  

 



		Appointments – are they virtual/Face-2-Face/mixture?



		All Face-to-Face





		Access to diagnostics



		Urinalysis, pregnancy tests etc.  Can request X-ray for most bones, like the nurses (on-site provision).  Have trained the staff how to interpret X-rays.  Can request bloods, and send off.  





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		In the MIU itself.





		Dependencies/Integration/Place within the System



		Link to the OOHs service, as based on the same site.  Links to local Emergency Department.  Having the paramedics in the MIUs has improved relationship with SWAST.  









STAFFING



		Employment



		Paramedics are employed by SD&T NHS Trust.

2 members of staff: 1.8 WTE.  They both have bank contracts with SWAST, so also undertake extra shifts there.  

 



		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Not over and above patient records documentation.  





		Indemnity



		Held by the SD&T NHS Trust.  Not aware of any additional costs.





		Training Needs



		Undertake regular shifts at SWAST to maintain their paramedic registration, about one shift a month; staff paid by SWAST as individuals to do this themselves through a bank contract.  

Trust also supports Advanced Life Support and Immediate Life Support as required, and any study days.



		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		As per the nurses, paramedics are clinically responsible to MIU Band 7 nurse, and overall report into Nurse Consultant.  Supervision is the same as the nurses, as per the Trust policy.  





		Line Management



		As per the nurses, line managed by MIU Band 7 nurse, and overall report into Nurse Consultant.  





		Banding



		Band 6 (unless brought in as development role, in which case initially a Band 5).  Didn’t find it difficult to recruit – people liked the better [than 999] working hours.  





		Costs



		Nothing above usual ‘on-costs’.  





		Prescribing



		Paramedics cannot currently prescribe, but follow PGDs.  Not many of the nurses prescribe at present yet, although keen to do so.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Already had a nursing gap, so the 1.8 WTE ‘filled’ the gap.  Based original calculations on seeing 2-3 patients seen per hour.  





		Activity



		Around 21,000 patients seen per year, by the whole MIU team of nurses, paramedics and HCAs.  





		Data Collection Methodology and IT access



		Use of Symphony IT system.  





		Access to patient records



		Access to Summary Care Records (not enhanced).  Doesn’t think having access to full GP patient record for minor injuries would make a big difference.  However, staff do occasionally call the patients’ Practice some time for further information as required.  





		Information Governance



		In line with normal MIUs and Trust standards









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		No, as a lot of pressure at the time to increase capacity. 





		What was achieved through the work?



		· Filling vacancies – succeeded

· Finding the right people who could cope with emergencies, and not just urgent care (in case patients turned up with an emergency ‘inappropriately’) - succeeded











		Lessons Learnt



		· Whilst a lot of the paramedics have confidence at the outset, there is effort required for many to get them fully competent e.g. anatomy and physiology, MSK conditions, ophthalmology and ENT is limited, as is their knowledge of overall pathways – including, long term management of condition after initial treatment;

· With the newer paramedics, there is a real commitment from the individuals to learning and development – they enjoy training and flourish, and really benefit from support;

· They are great in emergencies!





		Evaluation – yes/no/planned



		No. 









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes – same Trust also employs paramedics within the local ED they run, so they undertake some rotational working between the ED and the MIU (this is a contractual expectation) – happens on a planned basis around the needs of both services.   



Experience of discussions around rotating with SWAST staff - each time there has been difficulty with conversations with SWAST as they said they would want to pull the staff back into the 999 services, if there were particular pressures.  Concern that if this happens, no-one to “pick up the pieces” in the MIU.  Would be happy though to consider rotational working if this risk was mitigated. 

 



		If yes, please provide details



		See above.  





		What do you think are the benefits and issues associated with rotational working?



		Benefits:

· Bringing in new experiences/knowledge from individuals;

· Supports multi-disciplinary working across the whole UEC system;

· Better pathway working when have better understanding of what happens in other parts of the system

Issues:

· Staff being pulled into another service when there are operational pressures;

· Needing to keep up competency in different settings, especially if away from the service e.g. for six months or more;

· People can sometimes get stuck in certain areas, e.g. where individuals decide they want to stay in the sector perceived to be more interesting/exciting;

· Concern about paramedics being developed and then a General Practice offering a higher band









JJ - 19Mar18
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 19



OVERVIEW



		Organisation Name and Contact Details of Key Person



		Nick Metcalfe – Manager

Tiverton Urgent Care Centre (UCC), run by SWAST – Tiverton, Devon

Direct Line 01884 235444 | Mobile 07966 849 609  

Email nick.metcalfe@swast.nhs.uk





		CCG



		NEW Devon CCG





		Practice List Size



		UCC open to any patients from anywhere





		Background



		Have used paramedics since 2014, since SWAST took over running Tiverton UCC.  Nick’s personal experience is the organisations he’s worked for have been using paramedics in roles additional to the traditional 999 role (e.g. Emergency Care Practitioners/Specialist Paramedics), since the mid 2000’s.  By 2014, paramedics being used in UCC/MIUs/WiCs was common practice, therefore was “the obvious thing to do” when SWAST took over running the UCC.



Only employ specialist paramedics, i.e. with at least 2 years post-qualification experience and also have had additional training e.g. advanced patient assessment/minor injury management/minor illness management/advanced pharmacology.  Can get this training via 6 months full-time at University.  If employing a specialist nurse, would also need this additional training.  



Specialist paramedics are well placed to treat urgent care patients.  Main exceptions = X-ray interpretation and undertaking plastering, although can be trained to do this (which they are in Tiverton).  



Also, have specialist nurses who can prescribe (same as ANPs).  Specialist paramedics and specialist nurses see all the same patients, although individuals do have their own areas of expertise.   





		Strategic Drivers



		· Demand has increased and it is not always possible to get specialist nursing staff;

· Paramedics well placed to deal with urgent cases.





		Key Objectives



		· Helps with a paramedic career pathway

· Helps to fill vacancies to establishment

· Wanted to offer a multi-disciplinary team approach





		Source of Funding



		Tiverton UCC is fully funded by NEW Devon CCG





		Communications with Staff and/or Patients



		Before SWAST took over the UCC, Northern Devon Healthcare were also using paramedics, but didn’t have one in Tiverton as they were fully established at the time.  

They say in all patient literature – patients will be seen by specialist nurse or specialist paramedic. Patients are happy with this – no complaints! 





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Descriptions?



		· 

Remit (from the Directory of Services) of what patients can and can’t be seen by the service - see … 



· 

Job description for specialist paramedic/nurse = see…











PATHWAY



		What type of patients are seen/scope of practice?



		All patients seen.

Age restrictions – expect all staff to assess everything, but under 5’s likely to be referred onto the GP.





		How do patients access the service?



		Walk-in – 111 – ambulance crews – own GP – Practice Nurses – Pharmacy – Acute Hospital (maternity and physio) – school nurses





		Time Spent Per Patient



		No specified slot times, but would expect to take about 20 minutes per patient.  GP’s average times are more like 10-15 minutes.





		What do they do when they see the patient?



		Full assessment/Diagnosis/Treatment etc





		Next steps following patient appointment/onward referral pathway and process



		Referral onwards as necessary or discharge with care plan.





		Support systems for clinician



		MiDoS, summary care record can view (with consent).  Can’t yet access full GP record (GPs can’t access either, unless one of their own patients).  IT system = Adastra.





		Appointments – are they virtual/Face-2-Face/mixture?



		All face-to-face 





		Access to diagnostics



		Urinalysis, INR, bladder scanner, X-ray, and all other point of care testing.  All on-site.  Need GP to interpret point of care testing results.





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		All on-site at the UCC





		Dependencies/Integration/Place within the System



		[bookmark: _GoBack]As run by SWAST, strong links to the 999 service.  Also, good links with 111, and with Devon Drs OOHs.  Devon Drs have an OOH base co-located with the UCC.  Also, good links with local Practices (use GPs from two local Practices, and have own pool of bank GPs).





STAFFING



		Employment



		Employer = SWAST

0.91 WTE Specialist Paramedics (1 individual)

1.48 WTE Specialist nurses + 2.49 WTE Nurse Prescribers



Have a small bank of paramedics – 2 people.  One works at a local MIIU and another for Ambulance Area Response Team at SWAST.  





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Have 30 minutes to complete their management paperwork every morning (sitrep re previous day’s performance, workforce cover etc).  CPD as and when required.  





		Indemnity



		Held by SWAST.





		Training Needs



		· Refresh any skills as required (e.g. through audit, complaint etc)

· Management training

· Any new policy/procedure/new equipment as required



Keep up-to-date via staff meetings, own CPD obligation etc.  





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		All have clinical supervision with UCC manager, and sometimes undertake group supervision.  

Risk management through UCC manager, and reporting via Datex.  





		Line Management



		Professionally, clinically and managerially responsible to the UCC manager (who is a clinician).





		Banding



		Band 6.  Have lots of interested individuals keen to work in the UCC





		Costs



		Nothing additional to usual ‘on-costs’





		Prescribing



		Paramedics can’t prescribe, but can use PGDs, and also have access to other colleagues who can prescribe.  Nationally, paramedics about to be allowed to prescribe









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		In calculating how much capacity was required was combined with the specialist nursing.  

If starting from scratch now, he said he would employ 50/50 split between nursing and paramedics.  





		Activity



		16,400 patients per annum.  Average January 2018 about 42 patients a day; increased by about 2 patients a day in 4 years.





		Data Collection Methodology and IT access



		All inputted into Adastra.





		Access to patient records



		Only the Summary Care Record





		Information Governance



		Make sure all PGDs name specialist paramedics and specialist nurses to ensure compliance









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		No.  Paramedics already being used before SWAST took over the service delivery





		What was achieved through the work?



		· Helped with a paramedic career pathway

· Helped fill vacancies to establishment

· Offered a multi-disciplinary team approach



All objectives met.  Business case to include more GPs in the service is currently with the CCG.





		Lessons Learnt



		· Paramedics more than capable of working to the level of a specialist nurse

· Being able to prescribe will make them more employable

· Able to make independent decisions, possibly more so than some nurses

· Some changes to governance around PGDs required, but simple to add them.



Would strongly recommend using specialist paramedics in UCC settings.





		Evaluation – yes/no/planned



		Just regular performance reporting.









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes





		If yes, please provide details



		Yes – have already done a little with distant MIIUs.  Also, looking to rotate non-specialist paramedics to help their personal development (as supernumary) and help in getting a pipeline of employees.  Nick’s experience – a good deal of work for relatively little operational workforce gain (as have no issues fulling their posts).  





















		What do you think are the benefits and issues associated with rotational working?



		Benefits:

· Better understanding of different roles

· Better understanding of different parts of the urgent and emergency care system

· Exposure to wider range of specialisation and clinical practice

· Danger when paramedics not working in 999, may lose certain skills (e.g. dealing with cardiac arrests)



Issues:

· Arranging honorary contracts (including DBS checks), which can be time-consuming

· Mandatory training requirements may differ in different organisations and may need to repeat same training

· How to back-fill people when working elsewhere
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Microsoft_Excel_Worksheet.xlsx

export (9)





			Service Name			Template - UCC - Tiverton - Feb 2018


			 


			Symptom Groups (without Z Codes)


			Abdominal Pain, Pregnant, Over 20 Weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal Pain, Rectal Bleeding, Pregnant Over 20 Weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal or Flank Injury, Blunt, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal or Flank Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal or Flank Injury, Penetrating, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal or Flank Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal, Flank, Groin or Back Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Absent or Missed Period->PC full Primary Care assessment and prescribing capability			TRUE


			Acne, Spots and Pimples->PC assessment and management capability, minor condition			TRUE


			Acne, Spots and Pimples->PC full Primary Care assessment and prescribing capability			TRUE


			Alcohol Intoxication->PC full Primary Care assessment and prescribing capability			TRUE


			Allergic Reaction->PC assessment and management capability, minor condition			TRUE


			Allergic Reaction->PC full Primary Care assessment and prescribing capability			TRUE


			Ankle or Foot Injury, Blunt->ED full ED assessment and management capability			TRUE


			Ankle or Foot Injury, Blunt->ED unable to weightbear			TRUE


			Ankle or Foot Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Ankle or Foot Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Ankle or Foot Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Ankle or Foot Pain or Swelling->ED full ED assessment and management capability			TRUE


			Ankle or Foot Pain or Swelling->PC Possible DVT			TRUE


			Ankle or Foot Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Arm Injury, Blunt->ED full ED assessment and management capability			TRUE


			Arm Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Arm Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Arm Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Arm, Pain or Swelling->ED full ED assessment and management capability			TRUE


			Arm, Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Athlete's Foot->PC assessment and management capability, minor condition			TRUE


			Athlete's Foot->PC full Primary Care assessment and prescribing capability			TRUE


			Behaviour Change->PC agitation			TRUE


			Behaviour Change->PC anxiety/panic			TRUE


			Behaviour Change->PC bereavement			TRUE


			Behaviour Change->PC depressed mood			TRUE


			Behaviour Change->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Behaviour Change->PC full Primary Care assessment and prescribing capability			TRUE


			Behaviour Change->PC postnatal mental health problem			TRUE


			Behaviour Change->PC relationship breakdown			TRUE


			Bites or Stings, Insect or Spider->ED full ED assessment and management capability			TRUE


			Bites or Stings, Insect or Spider->ED tick, removal required			TRUE


			Bites or Stings, Insect or Spider->PC full Primary Care assessment and prescribing capability			TRUE


			Bites or Stings, Insect or Spider->PC minor injury			TRUE


			Bites or Stings, Insect or Spider->PC tick removal and bite management			TRUE


			Bites, Animal->ED full ED assessment and management capability			TRUE


			Bites, Animal->PC full Primary Care assessment and prescribing capability			TRUE


			Bites, Animal->PC minor injury			TRUE


			Bites, Human->ED full ED assessment and management capability			TRUE


			Bites, Human->PC full Primary Care assessment and prescribing capability			TRUE


			Blisters->PC full Primary Care assessment and prescribing capability			TRUE


			Blisters->PC sexually transmitted infection			TRUE


			Blood in Urine->PC full Primary Care assessment and prescribing capability			TRUE


			Blood in Urine->PC urinary catheter management capability			TRUE


			Blood in Urine->PC urinary catheter problem AND fever			TRUE


			Breast Discharge, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Discharge->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Lump, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Lump->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Pain, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Breastfeeding Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Breathing Problems, Breathlessness or Wheeze, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Breathing Problems, Breathlessness or Wheeze->PC full Primary Care assessment and prescribing capability			TRUE


			Breathing Problems, Breathlessness or Wheeze->PC skin, yellow			TRUE


			Breathing Problems, Breathlessness or Wheeze->PC viral haemorrhagic fever			TRUE


			Bringing Up Blood->PC full Primary Care assessment and prescribing capability			TRUE


			Burn, Chemical->ED full ED assessment and management capability			TRUE


			Burn, Chemical->PC full Primary Care assessment and prescribing capability			TRUE


			Burn, Thermal->ED full ED assessment and management capability			TRUE


			Burn, Thermal->PC full Primary Care assessment and prescribing capability			TRUE


			Chest and Upper Back Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Chest or Upper Back Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Chest or Upper Back Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Child Safeguard/Protection or Vulnerable Adult Concern->PC full Primary Care assessment and prescribing capability			TRUE


			Cold or Flu, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Cold or Flu->PC full Primary Care assessment and prescribing capability			TRUE


			Constipation, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Constipation->PC full Primary Care assessment and prescribing capability			TRUE


			Cough, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Cough->PC full Primary Care assessment and prescribing capability			TRUE


			Cough->PC skin, yellow			TRUE


			Coughing up Blood->PC full Primary Care assessment and prescribing capability			TRUE


			Declared Seizure Warning->PC full Primary Care assessment and prescribing capability			TRUE


			Deliberate Self-Harm->PC full Primary Care assessment and prescribing capability			TRUE


			Dental Bleeding->PC full Primary Care assessment and prescribing capability			TRUE


			Diabetes, Blood Sugar Problem->PC full Primary Care assessment and prescribing capability			TRUE


			Diabetes, Blood Sugar Problem->PC insulin pump management capability			TRUE


			Diarrhoea and Vomiting->PC full Primary Care assessment and prescribing capability			TRUE


			Diarrhoea and Vomiting->PC full Primary Care assessment and prescribing capability - blood in motion			TRUE


			Diarrhoea or Vomiting, Pregnant, Over 20 Weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Diarrhoea->PC full Primary Care assessment and prescribing capability			TRUE


			Diarrhoea->PC full Primary Care assessment and prescribing capability - blood in motion			TRUE


			Difficulty Passing Urine->PC full Primary Care assessment and prescribing capability			TRUE


			Difficulty Swallowing->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Difficulty Swallowing->PC full Primary Care assessment and prescribing capability			TRUE


			Dizziness or Vertigo Pregnant->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Dizziness or Vertigo Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Dizziness or Vertigo->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Dizziness or Vertigo->PC full Primary Care assessment and prescribing capability			TRUE


			Drowsiness->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Drowsiness->PC full Primary Care assessment and prescribing capability			TRUE


			Drug, solvent, alcohol misuse->PC Alcohol Drug Withdrawal			TRUE


			Drug, solvent, alcohol misuse->PC alcohol misuse			TRUE


			Drug, solvent, alcohol misuse->PC full Primary Care assessment and prescribing capability			TRUE


			Ear Discharge or Ear Wax->ED foreign body, removal required			TRUE


			Ear Discharge or Ear Wax->PC assessment and management capability, minor condition			TRUE


			Ear Discharge or Ear Wax->PC full Primary Care assessment and prescribing capability			TRUE


			Earache->ED foreign body, removal required			TRUE


			Earache->ED full ED assessment and management capability			TRUE


			Earache->PC assessment and management capability, minor condition			TRUE


			Earache->PC full Primary Care assessment and prescribing capability			TRUE


			Easy or Unexplained Bruising->PC full Primary Care assessment and prescribing capability			TRUE


			Electrical Injury->ED electric shock, domestic or lesser supply			TRUE


			External Fixation Problems->PC full Primary Care assessment and prescribing capability			TRUE


			External Fixation Problems->PC management of dressings			TRUE


			Eye Injury, Blunt->ED full ED assessment and management capability			TRUE


			Eye Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Eye Splash Injury or Minor Foreign Body->PC full Primary Care assessment and prescribing capability			TRUE


			Eye splash injury, chemical->PC full Primary Care assessment and prescribing capability			TRUE


			Eye, Painful->PC assessment and management capability, minor condition			TRUE


			Eye, Painful->PC full Primary Care assessment and prescribing capability			TRUE


			Eye, Red or Irritable->PC full Primary Care assessment and prescribing capability			TRUE


			Eye, Sticky or Watery->PC full Primary Care assessment and prescribing capability			TRUE


			Eye, Visual Loss or Disturbance->PC assessment and management capability, minor condition			TRUE


			Eye, Visual Loss or Disturbance->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Eye, Visual Loss or Disturbance->PC full Primary Care assessment and prescribing capability			TRUE


			Eye, Yellow->PC full Primary Care assessment and prescribing capability			TRUE


			Eyelid Problems->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Eyelid Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Face, Neck Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Faecal Incontinence->PC full Primary Care assessment and prescribing capability			TRUE


			Failed Contraception->PC Failed Contraception over 72 hours			TRUE


			Failed Contraception->PC failed contraception			TRUE


			Failed Contraception->PC failed contraception and retained foreign body			TRUE


			Failed Contraception->PC full Primary Care assessment and prescribing capability			TRUE


			Failed Contraception->PC retained tampon, condom or cap			TRUE


			Failed Contraception->PC sexually transmitted infection			TRUE


			Falls Without Injury->PC full Primary Care assessment and prescribing capability			TRUE


			Falls or Faints Without Injury, Pregnant->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Falls or Faints Without Injury, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Falls or Faints Without Injury->PC anxiety/panic			TRUE


			Falls or Faints Without Injury->PC depressed mood			TRUE


			Falls or Faints Without Injury->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Falls or Faints Without Injury->PC full Primary Care assessment and prescribing capability			TRUE


			Fever->PC full Primary Care assessment and prescribing capability			TRUE


			Fever->PC skin, yellow			TRUE


			Finger or Thumb Injury, Blunt->ED constricting object, removal required			TRUE


			Finger or Thumb Injury, Blunt->ED full ED assessment and management capability			TRUE


			Finger or Thumb Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Finger or Thumb Injury, Blunt->PC minor injury			TRUE


			Finger or Thumb Injury, Penetrating->ED constricting object, removal required			TRUE


			Finger or Thumb Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Finger or Thumb Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Fits Within the Last 12 Hours->PC full Primary Care assessment and prescribing capability			TRUE


			Flank or Side Pain, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Flank or Side Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Ear->ED foreign body, removal required			TRUE


			Foreign Body, Ear->ED full ED assessment and management capability			TRUE


			Foreign Body, Ear->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Ingested or Inhaled->ED full ED assessment and management capability			TRUE


			Foreign Body, Ingested or Inhaled->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Nose->ED foreign body, removal required			TRUE


			Foreign Body, Nose->ED full ED assessment and management capability			TRUE


			Foreign Body, Nose->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Penis->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Rectum->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Vaginal->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Vaginal->PC retained tampon, condom or cap			TRUE


			Frequent Caller->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Injury, Blunt, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Injury, Blunt->ED foreign body, vagina			TRUE


			Genital Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Injury, Penetrating, Pregnant, Over 20 weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Problems->PC genital herpes, recurrent			TRUE


			Genital Problems->PC sexually transmitted infection			TRUE


			Genital Problems->PC urinary catheter management capability			TRUE


			Genital Problems->PC urinary catheter problem AND fever			TRUE


			Genital Problems->PC urinary retention			TRUE


			Groin Pain or Groin Swelling, Pregnant, Under 20 Weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Groin Pain or Groin Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Groin Pain or Swelling, Pregnant, Over 20 Weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Hair loss->PC assessment and management capability, minor condition			TRUE


			Hair loss->PC full Primary Care assessment and prescribing capability			TRUE


			Hand or Wrist Injury, Blunt->ED full ED assessment and management capability			TRUE


			Hand or Wrist Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Hand or Wrist Injury, Penetrating->ED constricting object, removal required			TRUE


			Hand or Wrist Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Hand or Wrist Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Head Lice->PC assessment and management capability, minor condition			TRUE


			Head Lice->PC full Primary Care assessment and prescribing capability			TRUE


			Head, Facial or Neck Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Head, Facial or Neck Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Headache, Pregnant->PC anxiety/panic			TRUE


			Headache, Pregnant->PC depressed mood			TRUE


			Headache, Pregnant->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Headache, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Headache, Pregnant->PC full obstetric assessment and management capability			TRUE


			Headache->PC anxiety/panic			TRUE


			Headache->PC depressed mood			TRUE


			Headache->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Headache->PC full Primary Care assessment and prescribing capability			TRUE


			Headache->PC full obstetric assessment and management capability			TRUE


			Health and Social Information->PC failed contraception			TRUE


			Hearing Problems or Blocked Ear->ED foreign body, removal required			TRUE


			Hearing Problems or Blocked Ear->PC assessment and management capability, minor condition			TRUE


			Hearing Problems or Blocked Ear->PC full Primary Care assessment and prescribing capability			TRUE


			Heat Exposure->PC full Primary Care assessment and prescribing capability			TRUE


			Hiccups->PC full Primary Care assessment and prescribing capability			TRUE


			Hip, Thigh or Buttock Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Implantable Cardioverter Defibrillator Shock->PC ICD activation			TRUE


			Itch->PC assessment and management capability, minor condition			TRUE


			Itch->PC full Primary Care assessment and prescribing capability			TRUE


			Itch->PC genital herpes, recurrent			TRUE


			Itch->PC sexually transmitted infection			TRUE


			Knee or Lower Leg Pain or Swelling->PC Possible DVT			TRUE


			Knee or Lower Leg Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Labour and Childbirth->PC full Primary Care assessment and prescribing capability			TRUE


			Leg Injury, Blunt->ED full ED assessment and management capability			TRUE


			Leg Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Leg Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Leg Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Limb, cold or colour change->PC assessment and management capability, minor condition			TRUE


			Limb, cold or colour change->PC full Primary Care assessment and prescribing capability			TRUE


			Locked Jaw->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Injury, Blunt, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Injury, Blunt->ED full ED assessment and management capability			TRUE


			Lower Back Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Injury, Penetrating, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Pain, Pregnant, Over 20 weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Pain->ED full ED assessment and management capability			TRUE


			Lower Back Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Limb Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Mental Health Problem->ED suicidal, no means nor plan			TRUE


			Mental Health Problem->PC anxiety/panic			TRUE


			Mental Health Problem->PC bereavement			TRUE


			Mental Health Problem->PC depressed mood			TRUE


			Mental Health Problem->PC full mental health assessment capability			TRUE


			Mental Health Problem->PC post-traumatic stress			TRUE


			Mental Health Problem->PC postnatal mental health problem			TRUE


			Mental Health Problem->PC relationship breakdown			TRUE


			Mouth Ulcers->PC assessment and management capability, minor condition			TRUE


			Mouth Ulcers->PC full Primary Care assessment and prescribing capability			TRUE


			NHS Pathways in House Clinician->ED full ED assessment and management capability			TRUE


			NHS Pathways in House Clinician->PC full Primary Care assessment and prescribing capability			TRUE


			Nail Injury->ED full ED assessment and management capability			TRUE


			Nail Injury->ED nail avulsion			TRUE


			Nail Injury->ED subungual haematoma			TRUE


			Nail Injury->PC full Primary Care assessment and prescribing capability			TRUE


			Nail Injury->PC local infection			TRUE


			Nail Injury->PC minor injury			TRUE


			Nasal Congestion->ED foreign body, removal required			TRUE


			Nasal Congestion->PC assessment and management capability, minor condition			TRUE


			Nasal Congestion->PC full Primary Care assessment and prescribing capability			TRUE


			Nasal Congestion->PC skin, yellow			TRUE


			Nasal Congestion->PC viral haemorrhagic fever			TRUE


			Non-trauma Emergency->PC full Primary Care assessment and prescribing capability			TRUE


			Nosebleeds without injury->ED foreign body, removal required			TRUE


			Nosebleeds without injury->PC full Primary Care assessment and prescribing capability			TRUE


			Nosebleeds, Traumatic->PC full Primary Care assessment and prescribing capability			TRUE


			Numbness or Pins and Needles->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Numbness or Pins and Needles->PC full Primary Care assessment and prescribing capability			TRUE


			Other Dental Problems - Fillings, Crowns Bridges, Appliances etc->PC full Primary Care assessment and prescribing capability			TRUE


			Pain and/or Frequency Passing Urine->PC assessment and management capability, minor condition			TRUE


			Pain and/or Frequency Passing Urine->PC full Primary Care assessment and prescribing capability			TRUE


			Pain and/or Frequency Passing Urine->PC sexually transmitted infection			TRUE


			Pain, Frequency and/or Difficulty Passing Urine->PC full Primary Care assessment and prescribing capability			TRUE


			Palpitations, Pregnant->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Palpitations, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Palpitations->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Palpitations->PC full Primary Care assessment and prescribing capability			TRUE


			Predetermined Management Plan->PC full Primary Care assessment and prescribing capability			TRUE


			Probable Stroke->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Probable Stroke->PC full Primary Care assessment and prescribing capability			TRUE


			Pubic Lice->PC sexually transmitted infection			TRUE


			Rectal Bleeding->PC full Primary Care assessment and prescribing capability			TRUE


			Rectal Pain, Swelling, Lump or Itch->PC assessment and management capability, minor condition			TRUE


			Rectal Pain, Swelling, Lump or Itch->PC full Primary Care assessment and prescribing capability			TRUE


			Reduced Fetal Movements->PC full Primary Care assessment and prescribing capability			TRUE


			Scabies->PC assessment and management capability, minor condition			TRUE


			Scratches and Grazes->ED full ED assessment and management capability			TRUE


			Scratches and Grazes->ED wound, contaminated			TRUE


			Scratches and Grazes->PC full Primary Care assessment and prescribing capability			TRUE


			Sexual Problems or Concerns->ED foreign body, removal required			TRUE


			Sexual Problems or Concerns->PC contraception issue			TRUE


			Sexual Problems or Concerns->PC full Primary Care assessment and prescribing capability			TRUE


			Sexual Problems or Concerns->PC genital herpes, recurrent			TRUE


			Sexual Problems or Concerns->PC intrauterine coil displaced and or removal required			TRUE


			Sexual Problems or Concerns->PC retained tampon, condom or cap			TRUE


			Sexual Problems or Concerns->PC sexual identity/activity issue			TRUE


			Sexual Problems or Concerns->PC sexually transmitted infection			TRUE


			Sexual Problems or Concerns->PC stress incontinence			TRUE


			Sexual Problems or Concerns->PC support pessary displaced and or removal required			TRUE


			Sexual Problems or Concerns->PC support pessary, insertion or removal capability			TRUE


			Shoulder Pain->ED full ED assessment and management capability			TRUE


			Shoulder Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Sinusitis->ED foreign body, removal required			TRUE


			Sinusitis->PC full Primary Care assessment and prescribing capability			TRUE


			Skin Lumps->PC full Primary Care assessment and prescribing capability			TRUE


			Skin, Glued->ED full ED assessment and management capability			TRUE


			Skin, Glued->PC full Primary Care assessment and prescribing capability			TRUE


			Skin, Minor Foreign Body->ED foreign body, skin, small			TRUE


			Skin, Minor Foreign Body->ED full ED assessment and management capability			TRUE


			Skin, Minor Foreign Body->PC full Primary Care assessment and prescribing capability			TRUE


			Skin, Rash->ED full ED assessment and management capability			TRUE


			Skin, Rash->PC full Primary Care assessment and prescribing capability			TRUE


			Skin, Rash->PC genital herpes, recurrent			TRUE


			Skin, Rash->PC sexually transmitted infection			TRUE


			Skin, Yellow->PC full Primary Care assessment and prescribing capability			TRUE


			Sleep Difficulties->PC anxiety/panic			TRUE


			Sleep Difficulties->PC depressed mood			TRUE


			Sleep Difficulties->PC full Primary Care assessment and prescribing capability			TRUE


			Social or Domestic Emergency->PC full Primary Care assessment and prescribing capability			TRUE


			Sore Throat and Hoarse Voice->ED full ED assessment and management capability			TRUE


			Sore Throat and Hoarse Voice->PC full Primary Care assessment and prescribing capability			TRUE


			Stings, Water Creature->ED Weever Fish, Sea Urchin			TRUE


			Stings, Water Creature->ED full ED assessment and management capability			TRUE


			Stings, Water Creature->PC full Primary Care assessment and prescribing capability			TRUE


			Stoma Problems->PC Stoma Management			TRUE


			Stoma Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Stroke Like Symptoms->PC full Primary Care assessment and prescribing capability			TRUE


			Sunburn->ED full ED assessment and management capability			TRUE


			Sunburn->PC full Primary Care assessment and prescribing capability			TRUE


			Symptoms without specific Pathway->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Symptoms without specific Pathway->PC full Primary Care assessment and prescribing capability			TRUE


			Tattoos, Birthmarks or Moles->PC assessment and management capability, minor condition			TRUE


			Tattoos, Birthmarks or Moles->PC full Primary Care assessment and prescribing capability			TRUE


			Teething->PC full Primary Care assessment and prescribing capability			TRUE


			Tiredness (Fatigue), Pregnant->PC anxiety/panic			TRUE


			Tiredness (Fatigue), Pregnant->PC depressed mood			TRUE


			Tiredness (Fatigue), Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Tiredness (Fatigue)->PC anxiety/panic			TRUE


			Tiredness (Fatigue)->PC depressed mood			TRUE


			Tiredness (Fatigue)->PC full Primary Care assessment and prescribing capability			TRUE


			Toe Injury, Blunt->ALL assault, sexual			TRUE


			Toe Injury, Blunt->ED constricting object, removal required			TRUE


			Toe Injury, Blunt->ED full ED assessment and management capability			TRUE


			Toe Injury, Blunt->ED subungual haematoma			TRUE


			Toe Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Toe Injury, Blunt->PC minor injury			TRUE


			Toe Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Toe Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Toe Pain or Swelling->ED constricting object, removal required			TRUE


			Toe Pain or Swelling->PC assessment and management capability, minor condition			TRUE


			Toe Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Toothache After Dental Injury->PC full Primary Care assessment and prescribing capability			TRUE


			Toothache Without Dental Injury->PC full Primary Care assessment and prescribing capability			TRUE


			Toxic Ingestion/Inhalation/Overdose->PC full Primary Care assessment and prescribing capability			TRUE


			Tremor->PC Alcohol Drug Withdrawal			TRUE


			Tremor->PC full Primary Care assessment and prescribing capability			TRUE


			Tube and Drain Problems->PC central venous line management capability			TRUE


			Tube and Drain Problems->PC drain management capability			TRUE


			Tube and Drain Problems->PC enteral feeding tube management capability			TRUE


			Tube and Drain Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Tube and Drain Problems->PC management of dressings			TRUE


			Unwell, Under 1 Year Old->PC full Primary Care assessment and prescribing capability			TRUE


			Urinary catheter Problems->ED full ED assessment and management capability			TRUE


			Urinary catheter Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Urinary catheter Problems->PC urinary catheter management capability			TRUE


			Urinary catheter Problems->PC urinary catheter problem AND fever			TRUE


			Vaginal Bleeding, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Vaginal Bleeding->ED foreign body, vagina			TRUE


			Vaginal Bleeding->PC full Primary Care assessment and prescribing capability			TRUE


			Vaginal Discharge->ED foreign body, vagina			TRUE


			Vaginal Discharge->PC assessment and management capability, minor condition			TRUE


			Vaginal Discharge->PC full Primary Care assessment and prescribing capability			TRUE


			Vaginal Discharge->PC sexually transmitted infection			TRUE


			Vaginal Itch or Soreness->ED foreign body, vagina			TRUE


			Vaginal Itch or Soreness->PC assessment and management capability, minor condition			TRUE


			Vaginal Itch or Soreness->PC full Primary Care assessment and prescribing capability			TRUE


			Vaginal Itch or Soreness->PC genital herpes, recurrent			TRUE


			Vaginal Itch or Soreness->PC retained tampon, condom or cap			TRUE


			Vaginal Itch or Soreness->PC sexually transmitted infection			TRUE


			Vaginal Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Vomiting Blood->PC full Primary Care assessment and prescribing capability			TRUE


			Vomiting->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Vomiting->PC full Primary Care assessment and prescribing capability			TRUE


			Worsening known Mental health problem->PC full Primary Care assessment and prescribing capability			TRUE


			Worsening known Mental health problem->PC self-harm			TRUE


			Wound Problems->ED full ED assessment and management capability			TRUE


			Wound Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Wound Problems->PC management of dressings			TRUE


			Wrist, Hand or Finger Pain or Swelling->ED constricting object, removal required			TRUE


			Wrist, Hand or Finger Pain or Swelling->PC assessment and management capability, minor condition			TRUE


			Wrist, Hand or Finger Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			 


			Z Code Symptom Groups


			z2.0 - Accident or Emergency->Animal Bite Wound			TRUE


			z2.0 - Accident or Emergency->Assault			TRUE


			z2.0 - Accident or Emergency->Closure By Suture			TRUE


			z2.0 - Accident or Emergency->Foreign Body - Ear, Nose Removal Required			TRUE


			z2.0 - Accident or Emergency->Foreign Body - Ingested, Inhaled			TRUE


			z2.0 - Accident or Emergency->Human Bite - Wound			TRUE


			z2.0 - Accident or Emergency->Hypoglycaemia Management			TRUE


			z2.0 - Accident or Emergency->Laceration Of Skin			TRUE


			z2.0 - Accident or Emergency->Local Infection Of Wound			TRUE


			z2.0 - Accident or Emergency->Minor Head Injury			TRUE


			z2.0 - Accident or Emergency->Muscle Strain			TRUE


			z2.0 - Accident or Emergency->Soft Tissue Injury 			TRUE


			z2.0 - Accident or Emergency->Splinter Foreign Body			TRUE


			z2.0 - Accident or Emergency->Sprain			TRUE


			z2.0 - Accident or Emergency->Suture Of Skin Wound			TRUE


			z2.0 - Accident or Emergency->Wound Care			TRUE


			z2.0 - Cardiology->Blood Pressure Taking			TRUE


			z2.0 - Cardiology->Leg Ulcer			TRUE


			z2.0 - Cardiology->Oedema 			TRUE


			z2.0 - Cardiology->Palpitations 			TRUE


			z2.0 - Cardiology->Standard ECG			TRUE


			z2.0 - Colorectal->Haemorrhoids			TRUE


			z2.0 - Colorectal->Haemorrhoids 			TRUE


			z2.0 - Colorectal->Perianal Abscess 			TRUE


			z2.0 - Dermatology->Cellulitis  			TRUE


			z2.0 - Dermatology->Eczema			TRUE


			z2.0 - Dermatology->Furuncle			TRUE


			z2.0 - Dermatology->Impetigo 			TRUE


			z2.0 - Dermatology->Rash			TRUE


			z2.0 - Diagnostics-Bloods->Blood Test			TRUE


			z2.0 - Diagnostics-Bloods->Glucose Measurement, Blood			TRUE


			z2.0 - Diagnostics-Urinalysis->Evaluation Of Urine Specimen			TRUE


			z2.0 - Diagnostics-Urinalysis->Standard Pregnancy Test			TRUE


			z2.0 - ENT->Ear Infection			TRUE


			z2.0 - ENT->Epistaxis 			TRUE


			z2.0 - ENT->Injury Of Nose			TRUE


			z2.0 - ENT->Nasal Sinus Problem			TRUE


			z2.0 - ENT->Sore throat			TRUE


			z2.0 - ENT->Tinnitus			TRUE


			z2.0 - ENT->Tonsillitis 			TRUE


			z2.0 - ENT->Vertigo 			TRUE


			z2.0 - Gastroenterology->Abdominal Pain			TRUE


			z2.0 - Gastroenterology->Constipation  			TRUE


			z2.0 - Gastroenterology->Diarrhoea 			TRUE


			z2.0 - Gastroenterology->Diarrhoea And Vomiting			TRUE


			z2.0 - Gastroenterology->Food Poisoning  			TRUE


			z2.0 - Gastroenterology->Gastritis  			TRUE


			z2.0 - Gastroenterology->Gastroenteritis  			TRUE


			z2.0 - Gastroenterology->Indigestion   			TRUE


			z2.0 - Gastroenterology->Malnutrition			TRUE


			z2.0 - Gastroenterology->Peptic Ulcer 			TRUE


			z2.0 - General Medicine->Adverse Reaction To Drug			TRUE


			z2.0 - General Medicine->General Health Deterioration			TRUE


			z2.0 - General Medicine->General Weakness			TRUE


			z2.0 - General Medicine->Generally Unwell  			TRUE


			z2.0 - General Medicine->Itching Of Skin			TRUE


			z2.0 - General Medicine->Malaise  			TRUE


			z2.0 - General Medicine->Medical Practitioner			TRUE


			z2.0 - General Medicine->Musculoskeletal Immobility			TRUE


			z2.0 - General Medicine->Nausea  			TRUE


			z2.0 - General Medicine->Non-Cardiac Chest Pain			TRUE


			z2.0 - General Medicine->Primary Care Practitioner (PCP)			TRUE


			z2.0 - General Medicine->Urgent Care Centre			TRUE


			z2.0 - General Medicine->Vomiting 			TRUE


			z2.0 - General Surgery->Abscess Of Skin And/Or Subcutaneous Tissue			TRUE


			z2.0 - General Surgery->Cyst Of Skin			TRUE


			z2.0 - General Surgery->Haematoma			TRUE


			z2.0 - General Surgery->Wound Infection			TRUE


			z2.0 - Haematology->Easy Bruising			TRUE


			z2.0 - Immunology->Drug Allergy 			TRUE


			z2.0 - Infectious Diseases->Candidiasis Of Mouth			TRUE


			z2.0 - Infectious Diseases->Candidiasis Of Urogenital Site			TRUE


			z2.0 - Infectious Diseases->Genital Herpes Simplex			TRUE


			z2.0 - Infectious Diseases->Herpes Zoster			TRUE


			z2.0 - Infectious Diseases->Infection Of Skin And/Or Subcutaneous Tissue			TRUE


			z2.0 - Infectious Diseases->Influenza 			TRUE


			z2.0 - Infectious Diseases->Influenza-Like Illness			TRUE


			z2.0 - Infectious Diseases->Insect Sting			TRUE


			z2.0 - Infectious Diseases->Measles 			TRUE


			z2.0 - Infectious Diseases->Mumps 			TRUE


			z2.0 - Infectious Diseases->Pyrexia Of Unknown Origin			TRUE


			z2.0 - Infectious Diseases->Scabies			TRUE


			z2.0 - Infectious Diseases->Varicella			TRUE


			z2.0 - Infectious Diseases->Viral Disease			TRUE


			z2.0 - Infectious Diseases->Viral Gastritis 			TRUE


			z2.0 - Infectious Diseases->Weil's Disease 			TRUE


			z2.0 - Mental Health-Psychiatry->Anxiety			TRUE


			z2.0 - Mental Health-Psychiatry->Self-Harm			TRUE


			z2.0 - Neurology->Bell's Palsy 			TRUE


			z2.0 - Neurology->Blackout			TRUE


			z2.0 - Neurology->Dizziness  			TRUE


			z2.0 - Neurology->Epilepsy  			TRUE


			z2.0 - Neurology->Headache 			TRUE


			z2.0 - Neurology->Migraine  			TRUE


			z2.0 - Nursing-Primary Care->Administration Of Medication			TRUE


			z2.0 - Nursing-Primary Care->Dressing Of Wound			TRUE


			z2.0 - Nursing-Primary Care->Instilling Eye Drops			TRUE


			z2.0 - Nursing-Primary Care->Registered Nurse			TRUE


			z2.0 - Nursing-Specialist->Emergency Nurse Practitioner (ENP)			TRUE


			z2.0 - Nursing-Specialist->Nurse Practitioner 			TRUE


			z2.0 - Obstetrics and Gynaecology->Dysmenorrhea			TRUE


			z2.0 - Obstetrics and Gynaecology->Emergency Contraception			TRUE


			z2.0 - Obstetrics and Gynaecology->Retained Tampon			TRUE


			z2.0 - Obstetrics and Gynaecology->Stomach Ache			TRUE


			z2.0 - Ophthalmology->Conjunctivitis 			TRUE


			z2.0 - Ophthalmology->Contact Lens Removal 			TRUE


			z2.0 - Ophthalmology->Corneal Abrasion 			TRUE


			z2.0 - Ophthalmology->Injury Of Eye Region			TRUE


			z2.0 - Ophthalmology->Ophthalmic Examination And Evaluation			TRUE


			z2.0 - Ophthalmology->Red Eye 			TRUE


			z2.0 - Orthopaedic->Bursitis 			TRUE


			z2.0 - Orthopaedic->Dislocation Of Thumb			TRUE


			z2.0 - Orthopaedic->Elbow Fracture			TRUE


			z2.0 - Orthopaedic->Fracture Dislocation Of Joint			TRUE


			z2.0 - Orthopaedic->Fracture Of Ankle			TRUE


			z2.0 - Orthopaedic->Fracture Of Carpal Bone			TRUE


			z2.0 - Orthopaedic->Fracture Of Clavicle			TRUE


			z2.0 - Orthopaedic->Fracture Of Foot			TRUE


			z2.0 - Orthopaedic->Fracture Of Humerus			TRUE


			z2.0 - Orthopaedic->Fracture Of Metacarpal Bone			TRUE


			z2.0 - Orthopaedic->Fracture Of One Or More Phalanges Of Foot Nos			TRUE


			z2.0 - Orthopaedic->Fracture Of Patella			TRUE


			z2.0 - Orthopaedic->Fracture Of Phalanx Of Finger			TRUE


			z2.0 - Orthopaedic->Fracture Of Pubic Rami			TRUE


			z2.0 - Orthopaedic->Fracture Of Radius			TRUE


			z2.0 - Orthopaedic->Fracture Of Rib			TRUE


			z2.0 - Orthopaedic->Fracture Of Scapula			TRUE


			z2.0 - Orthopaedic->Fracture Of Tarsal Bone			TRUE


			z2.0 - Orthopaedic->Fracture Of Tibia			TRUE


			z2.0 - Orthopaedic->Fracture Of Ulna			TRUE


			z2.0 - Orthopaedic->Fracture Of Upper Limb			TRUE


			z2.0 - Orthopaedic->Fracture Of Wrist			TRUE


			z2.0 - Orthopaedic->Haematoma			TRUE


			z2.0 - Orthopaedic->Injury Of Ankle			TRUE


			z2.0 - Orthopaedic->Injury Of Hand			TRUE


			z2.0 - Orthopaedic->Injury Of Knee			TRUE


			z2.0 - Orthopaedic->Injury Of Neck			TRUE


			z2.0 - Orthopaedic->Injury Of Shoulder Region			TRUE


			z2.0 - Orthopaedic->Injury Of Upper Limb			TRUE


			z2.0 - Orthopaedic->Injury Whilst Engaged In Sports Activity			TRUE


			z2.0 - Orthopaedic->Low Back Pain			TRUE


			z2.0 - Orthopaedic->Metatarsal Bone Fracture			TRUE


			z2.0 - Orthopaedic->Rupture Of Achilles Tendon			TRUE


			z2.0 - Orthopaedic->Sciatica			TRUE


			z2.0 - Orthopaedic->Septic Arthritis			TRUE


			z2.0 - Orthopaedic->Shoulder Pain			TRUE


			z2.0 - Orthopaedic->Simple fractures			TRUE


			z2.0 - Orthopaedic->Tear Of Meniscus Of Knee 			TRUE


			z2.0 - Orthopaedic->Whiplash Injury To Neck			TRUE


			z2.0 - Paediatrics->Crying Infant			TRUE


			z2.0 - Paediatrics->Nose, throat and mouth problem			TRUE


			z2.0 - Paediatrics->Varicella (paediatrics)			TRUE


			z2.0 - Paediatrics->childhood atopic dermatitis			TRUE


			z2.0 - Plastics and Burns->Burns Management			TRUE


			z2.0 - Plastics and Burns->Erythema			TRUE


			z2.0 - Plastics and Burns->First Degree Burn Injury			TRUE


			z2.0 - Practitioner-Foot Care->Verruca Plantaris			TRUE


			z2.0 - Renal Medicine->Cystitis			TRUE


			z2.0 - Renal Medicine->Infectious Disorder Of Kidney			TRUE


			z2.0 - Renal Medicine->Urinary Tract Infection			TRUE


			z2.0 - Respiratory->Chest Infection Nos 			TRUE


			z2.0 - Respiratory->Copd - Chronic Obstructive Pulmonary Disease			TRUE


			z2.0 - Respiratory->Cough			TRUE


			z2.0 - Respiratory->Pleurisy 			TRUE


			z2.0 - Respiratory->Pleuritic Pain			TRUE


			z2.0 - Respiratory->Pulse Oximetry			TRUE


			z2.0 - Respiratory->Wheezing 			TRUE


			z2.0 - Rheumatology->Backache			TRUE


			z2.0 - Rheumatology->Gout  			TRUE


			z2.0 - Rheumatology->Hip Pain 			TRUE


			z2.0 - Rheumatology->Low Back Pain 			TRUE


			z2.0 - Rheumatology->Neck Pain			TRUE


			z2.0 - Rheumatology->Shoulder Pain 			TRUE


			z2.0 - Rheumatology->Thoracic Back Pain			TRUE


			z2.0 - Service Types->UCC			TRUE


			z2.0 - Trauma->Minor Injuries Unit (MIU)			TRUE


			z2.0 - Urology->Loin Pain			TRUE


			 


			Dispositions


			DXNULL:Available for Z Code			TRUE


			DX02:Attend Emergency Treatment Centre within 1 hour			TRUE


			DX03:Attend Emergency Treatment Centre within 4 hours			TRUE


			DX05:To contact a Primary Care Service within 2 hours			TRUE


			DX06:To contact a Primary Care Service within 6 hours			TRUE


			DX07:To contact a Primary Care Service within 12 hours			TRUE


			DX08:To contact a Primary Care Service within 24 hours			TRUE


			DX11:Speak to a Primary Care Service within 1 hour			TRUE


			DX12:Speak to a Primary Care Service within 2 hours			TRUE


			DX13:Speak to a Primary Care Service within 6 hours			TRUE


			DX14:Speak to a Primary Care Service within 12 hours			TRUE


			DX15:Speak to a Primary Care Service within 24 hours			TRUE


			DX45:Service Location Information			TRUE


			DX64:Speak to the Primary Care Service 2 hours for antiviral assessment			TRUE


			DX72:Direct referral to Primary Care for assessment			TRUE


			DX79:Failed Contraception			TRUE


			DX97:Emergency Contraception within 2 hours			TRUE


			DX98:Emergency Contraception within 12 hours			TRUE
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Job Description   
New job   
Significantly amended job   
Minor amendments from previous   



 



 
 
Job title Emergency Care Practitioner / Nurse Practitioner  
Reports to Out of Hours Operations Manager   
Pay band  6 
Directorate  Urgent Care Service 
Banding status 
(please tick one)  



Indicative  A4C confirmed 
 X 



Hours per week Full Time, Part Time 
 



 
Job summary 
(overview of role/remit) 
 
Be responsible for the assessment, care, and treatment of patients as an operational 
practitioner, working in a variety of locations such as, response vehicles, patients’ 
homes, primary care settings including treatment centres, minor injury units and 
accident and emergency departments, this will be dependent on the profession and 
experience. 
 
Provide effective clinical leadership, development and mentorship to operational 
personnel to support the delivery of high quality out of hospital care by competent 
employees. 
 
Assist in the development of an integrated approach to the delivery of 
unscheduled/out-of-hours care involving all relevant stakeholders including health and 
social care organisations, particularly within the primary care field.  



 



 
Main duties and responsibilities 
(bullet points providing detail of responsibilities) 
 
1.1 Provide effective clinical leadership, development and mentoring to 



operational personnel on behalf of the OOH Operations Manager, promoting and 
ensuring high quality out of hospital care is delivered by competent employees. 



 
1.2  Assist in the development of an integrated approach to the delivery of 



emergency care involving all relevant stakeholders including health and social 
care organisations, particularly within the primary care field. 
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1.3  Reduce inappropriate demand for emergency services by referring patients to 



appropriate health and social care agencies in response to emergency/urgent 
calls not requiring hospital attendance  



 
1.4  Provide responses including ‘out of hours’ in conjunction with local General 



Practitioners, 111/ Single point of Access(SPOA) and other local providers. 
 
1.5 Deliver evidence based clinical practice by utilising applied knowledge of 



clinical audit, critical appraisal of research, research methodology, ethical 
review and research governance. 



 
1.6  Make appropriate use of and develop clinical decision support software when 



available. 
 
1.7  In conjunction with the Resilience Manager, implement and activate special 



plans and procedures to deal with significant incidents, as appropriate. 
 
1.8  As appropriate, treat and release, refer or discharge patients who access the 



health service through the 999 or systems, but who do not need hospital 
admission. 



 
1.9  Manage the unscheduled care of the patient within the primary care setting and 



in the patients home or in the treatment centres by referral to alternative 
agencies thereby providing a wider range of care options at the point of patient 
contact and reducing inappropriate admissions. 



 
1.10    Attend patients in a variety of clinical and non-clinical settings. 
 
1.11  Undertake physical patient examinations accurately triaging and prioritising 



patients by completing holistic patient assessments.  
 
1.12  Supply, administer and issue medications in accordance with national and local 



guidelines and relevant patient group directives issued by the Trust. 
 
1.13  Record observations and findings appropriately including adverse incidents 



and child protection issues. 
  
1.14  Participate in health improvement programs through community education 



initiatives. 
 
1.15  Develop, apply and evaluate clinical procedures, processes and instructions, in 



consultation with clinical and operational managers in order to ensure that the 
highest standards of service are achieved in the interests of patient care. 
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1.16    Work as an effective member or leader of a multi-professional team.   
 
1.17  Maintain an up-to-date knowledge of ambulance service practices, ensuring 



that these are reflected in compliance with Trust procedures and operations.  
 
1.18  Communicate effectively with staff and managers on a regular basis, both 



individually and at team meetings. 
 
1.19  Assist the OOH Operations Manager by promoting and establishing a healthy 



and safe working environment for all personnel. Provide clinical advice and 
feedback on matters of health and safety, risk assessments, accident reporting 
and investigations.   



 
1.20  To treat everyone with whom you comes into contact, with dignity and respect. 
 
1.21    Promote Equality & Diversity and a non-discriminatory culture. 
 
1.22  Identify and take action when other people’s behaviour undermines Equality 



and Diversity. 
 
1.23  Effectively clinically lead, develop and supervise operational personnel on 



behalf of the Locality Manager to support the delivery of high quality out of 
hospital care by competent employees.  



 
1.24  Participate in coaching, mentoring, teaching and training in clinical practice 



situations and small group tutorials, facilitating the continuing professional 
development of other clinical staff. 



 
1.25  Provide information about and raise awareness of the role of Emergency Care 



Practitioner/ Nurse Practitioner role. 
 
1.26  Mentor and coach clinical staff so that they can effectively contribute to the 



NHS modernisation agenda while they are working across professional 
boundaries. 



 
1.27  Carry out projects pertinent to the work of the Trust, producing reports and 



recommendations, as appropriate. 
 
1.28    Identify development needs applicable to the Service as a whole. 
 
1.29    Champion clinical governance issues within the Trust. 
 
1.30  Participate in, initiate, and lead clinical audit and research assignments as 



appropriate for the role, in liaison with the Trust’s Clinical Audit function. 
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1.31  All drugs /medications issued through the application of a PGD are 
documented and recorded in line with trust policy.   



 
1.32    Complete documentation in a clear, accurate, and systematic manner. 
 
1.33  Carry out duties and shift patterns as agreed and detailed by the Locality 



Manager. 
 
1.34     Attend performance review and plan activities with line manager. 
 
1.35    Take a lead in identifying own development needs. 
 
1.36  Attend training and development programmes identified as individually 



appropriate. 
 



Standard Role Requirements  
 
Health and Safety 
To take reasonable care for own health and safety and that of others who may be 
affected by the postholder’s actions at work. 
 
No smoking policy 
The buildings, grounds and car parks owned or managed by the Trust are smoke-free 
zones and smoking is not permitted whilst on NHS/Trust premises; attending external 
meetings on behalf of the Trust; wearing NHS/Trust-identifiable clothing or other 
markings, or whilst in NHS/Trust vehicles. 
 
Risk 
To develop and implement robust systems for risk management across the areas of 
responsibility of the post. To be responsible and accountable for risk in these areas. 
To be personally responsible for not undertaking any task or action which would  
knowingly cause risk to self, others, or to the Trust.  
As far as is reasonably practicable, to prevent other people from undertaking tasks or 
actions which would knowingly cause risks to themselves, others, or to the Trust. 
To identify and report actual or potential hazards/risks in the work environment in 
accordance with Trust policies. 
To participate in briefing/training sessions and carry out any agreed control measures 
and duties as instructed. 
Take immediate action to minimise risks where it is reasonably practicable to do so. 
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Records management, confidentiality and security of information 
To adhere to Trust policies and procedures as directed in training and guidelines and as 
advised by relevant colleagues (including designated Local Records Manager) in 
relation to creating records and handling information.  Undertake action as required to 
implement and comply with these policies and procedures.  To report any non-
compliance. 
To maintain confidentiality in relation to personal data held for colleagues and patients, 
ensuring it is processed lawfully; for no purpose other than for which it was obtained; is 
relevant to that purpose; is retained for no longer than is necessary; is processed in 
accordance with the rights of the subject to access and accuracy; and is protected from 
accidental loss or damage in accordance with the requirements of the Data Protection 
Act 1998, and records management guidance. 
To maintain confidentiality of patient-identifiable personal data using a non-identifiable 
alternative, where practicable, and limiting access on a strictly need to know basis in 
accordance with the responsibilities of the Trust’s Caldicott Guardian. 
 
Infection control 
Responsible for ensuring the effective implementation and monitoring of infection 
prevention and control in all areas within his/her area of responsibility to ensure 
continued compliance of the Trust with the Health Act 2006, Health and Social Care Act 
2008 and any future Acts of Parliament regarding infection prevention and control. 
Adhere to the Infection Prevention and Control policy at all times, providing clear 
leadership and promotion of responsible attitudes towards infection prevention and 
control 
Responsible for infection prevention and control within his/her area of responsibility, 
ensuring the effective implementation and monitoring of infection prevention and control 
under his/her control. Ensure infection prevention and control audits are undertaken in 
their area of responsibility, as requested by the Director with responsibility for infection 
prevention and control. 
To ensure that relevant staff, contractors and other persons, whose normal duties are 
directly or indirectly concerned with patient care, receive suitable and sufficient training, 
information and supervision on the measures required to prevent and control risks of 
infection, so far as reasonably practicable. 
Alcohol handrub must be carried at all times whilst in uniform; good hand hygiene must 
be maintained.  
Responsible for including infection prevention and control within the managerial job 
descriptions and appraisals of all managers under his/her control.  
 
Patient and public involvement 
To be aware of responsibilities under sections 7 and 11 of the Health and Social Care 
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Act 2001 to involve patients and the public in the ongoing planning, development and 
delivery of health services, and to involve patients in their own care, as far as is 
reasonably practicable. 
 
 
 



Person Specification 
 
 Essential Desirable 



 
Education and 
qualifications 



BSc in Emergency Care or can 
evidence that you meet the 
competencies of the National 
ECP Framework. 
Have successfully completed a 
minor ailment and injury  module 
at  BSc/Msc level  
 
 or Nursing and Midwifery Council 
(NMC) registered Nurse.-
registration on part 1 or part 12 of 
the NMC register RGN or RN 
adult) 
 
HCPC Registered 
 
Able to successfully complete an 
IHCD drive 2 course if 
appropriate for role  
 
Evidence of CPD  
 
Able to meet the requirements of 
the Knowledge and Skills 
Framework for the role. 



Clean driving licence.  
 
European Computer 
Driving Licence. 
 
Supervisor or 
management 
qualification. 
 
 



Previous experience 
(Paid/ Unpaid relevant 
to job) 



At least one year operational 
paramedic experience within an 
NHS Ambulance Service OR 
Nurse within an NHS Trust. 
 
Must comply with the 
Rehabilitation of Offenders Act 
1974 and the Rehabilitation of 



Experience in health & 
safety checks, risk 
assessments, accident 
reporting and 
investigating 
procedures.  
 
Experience working in  
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Offenders Act 1974 (Exemptions) 
orders 1975 and 1986. 
 
Practising Paramedic/nurse with 
up-to-date skills audit record and 
continuing professional 
development portfolio. 
 
Experience in assessment 
/management of patients 
presenting with minor 
ailments/injuries  



a primary care setting  
 



Skills, knowledge, 
ability 



Competent at compiling 
reports/projects.   
 
Analytical ability. Problem solver 
and decision making skills. 
 
Ability to communicate effectively 
verbally and in writing.  
 
Planning and organisational 
skills. 
Able to mange and prioritise own 
case load  
 
Ability to network and function 
within a patient focused 
multidisciplinary area. 
 
Leadership skills and able to 
demonstrate initiative. 
 
Able to work under pressure with 
minimum supervision. 



 
Computer literate 



Aptitude and personal 
characteristics 
 



Required to ensure and 
implement equal opportunities. 
 
Patient / quality focused.   
 
Good interpersonal skills. 
 
Able to demonstrate flexibility in 
relation to working patterns job 
demands. 
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Self initiating with service 
development / improvements.   
 
Committed to personal and team 
development. 
 
Able to successfully undertake 
ECP/ANP training and supervised 
practice. 
 
Ability to interact with people from 
varying cultural backgrounds and 
social environments. 
 
Ability to develop effective 
working relationships with 
colleagues and the public. 



 
Demonstrate a commitment and 
recognition to the core values and 
beliefs of an employee of the 
NHS 
 
Able to deliver on the NHS 
constitutional patient pledges and 
rights 
 
Committed to high quality patient 
care and patient experience 
 
Respectful to and able to promote 
equality in  
opportunity, employment and 
service delivery 
 
Committed to continuous 
professional development and 
personal growth 
 
Able to ensure care of own health 
and wellbeing to promote 
improvements to physical and 
emotional wellbeing 
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Able to work within the trust’s 
attendance targets 
 
Ability to perform the 
requirements of the post to an 
acceptable standard 
 
Demonstrates a positive and 
flexible approach in line with the 
changing nature of the trust 
service delivery model 
 
Committed to the values based 
principles of high quality patient 
care to include; compassion; 
care; competence; 
communication; courage and 
commitment in all aspects of 
service delivery 
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SEEKING OUT EXISTING PRACTICE – CASE STUDY APPENDIX 20



OVERVIEW



		Practice Name and Contact Details of Key Person



		Susan Trill - Specialised Paramedic in Urgent and Emergency Care, Bournemouth ED Streaming

South West Ambulance Service Trust at The Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust

Telephone: 01202 303626





		CCG



		NHS Dorset Clinical Commissioning Group





		Practice List Size



		550,000 - Dorset





		Background



		· Bournemouth ED Streaming (mainly a minor ailment rather than minor injury) including paramedics, nurses and GP

· Started November 2017, ongoing

· The service takes patients out of ED, focussed on primary care

· All paramedics are Specialised Paramedics

· Weekdays 1 on duty (2 if busy or predicted), 2 on the weekends – no differential in terms of skill.

· Created as a result of overcrowding at ED and Increased trolley waits

· Funding from local CCG

· Service run in an integrated fashion between Bournemouth and South West Ambulance Service Trust (SWAST). The funding from the CCG goes to the Royal Bournemouth and then onto SWAST 

· Service is co-located to ED (separate building but on hospital grounds)

· Streaming had previously been an out of hour’s service (7-11pm Mon-Fri, 8am – 11pm Sat-Sun). Service is also expanding to in-hours because of perceived success, currently looking at streaming patients from certain local GP practices in respect of same day, urgent care).





		Strategic Drivers



		· Overcrowded Emergency Department (ED)

· Increasing demand in primary care





		Key Objectives



		· To reduce the overall demand in ED

· To ensure more appropriate care for patients





		Source of Funding



		NHS Dorset Clinical Commissioning Group





		Communications with Staff and/or Patients



		· No specific patient communications

· Communications with hospital and ambulance staff prior to service commencement





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		· Individual job description

· Business proposal put together between ambulance service and hospital; however no actual document that can shared.







PATHWAY



		What type of patients are seen/scope of practice?



		· No documented referral criteria

· Mix of patients with minor ailments

· No age restrictions

· Elderly/children/sexual health are good examples of case mix

· Some minor injury  - sprains/strains (no access to x-ray)

· No routine patients all walk-in





		How do patients access the service?



		· Patients walk in to ED first, no direct walk-in service

· Out of hours is co-located with Streaming service, patient could walk-in out of hours and be seen but not to Streaming service

· Patients triaged and streamed by the nurse in ED (no distinction about what clinical type they need to see)





		Time Spent Per Patient



		· Paramedic and nurses have 30 minute slots, GP have 15.

· Practically speaking this ends being 3x slots an hour or 20 mins for paramedics.





		What do they do when they see the patient?



		· Assess, diagnose and treat

· Discharge and/or admit

· Can give antibiotics via a PGD (est 50 medications)

· Paramedics and nurses work in a similar fashion





		Next steps following patient appointment/onward referral pathway and process



		· Full admittance rights to the hospital (Patients do not need to go back via ED)

· Can refer patients to local Single Point of Access (also run by SWAST)

· Local clinicians (OTs, nurses are local community staff)





		Support systems for clinician



		· Adastra (no system one, yet) – can see medication history, ring back to ED if needed

· No access ED IT system yet, although under consideration

· Patient currently arrives with triage notes from ED

· No access to primary/secondary record





		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face only





		Access to diagnostics



		· No access to hospital x-ray

· ECG available

· Normal primary kit – although acute crash trolley available





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Co-located to ED







		Dependencies/Integration/Place within the System



		· Dependent on hospital for staff (SWAST and hospital to share staff)









STAFFING



		Employment



		· SWAST employer of paramedics, nurses and GPs (although lots of staff from OOH which SWAST run and therefore can supply across to Streaming service)

· Some GPs who work in the service are hospital employed.

· Some SWAST staff do work for acute trust

· Streaming service employs an estimated 5 paramedics, 20 nurses and 10 doctors





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· Not at this time 





		Indemnity



		· SWAST and Bournemouth Hospital respectively

· SWAST had some indemnity changes when went onto System One.





		Training Needs



		· No at this time (one for training session for OOH and one for ED but not, currently for Streaming).





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· No additional supervision, independent clinicians

· No audit or review

· If a patient is sent back to ED then this would be reviewed.





		Line Management



		· No cross over of staff

· SWAST manage their staff and acute trust will manage their staff

· If complaint received then respective staff would review





		Banding



		· All Specialist Paramedics – band 6





		Costs



		· Building provided by acute trust

· Equipment and medication provided by SWAST.





		Prescribing



		· Paramedics operate under PGD

· Some nurses can prescribe (the majority)







INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· Bournemouth predict demand for the service, based historical data

· 3 slots per hour





		Activity



		· Not at this time





		Data Collection Methodology and IT access



		· Adastra used to capture data from a SWAST perspective

· System One used to capture data from a Hospital perspective

· Discussed weekly between both parties at management meeting





		Access to patient records



		· Adastra record only





		Information Governance



		Bespoke arrangements in place, written to enable sharing of data between SWAST and acute.









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· Not at this time





		What was achieved through the work?



		· Met its objectives and exceeded expectations and this can evidence by the fact that the service is being expanded into in-hour operation.





		Lessons Learnt



		· Compared to local systems this service has been successful potentially because of the integrated model (working between SWAST and local acute).

· Staffing can remain a challenge particularly short notice sickness.

· Operation has been quite smooth and managed





		Evaluation – yes/no/planned



		· Nothing officially planned









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes





		If yes, please provide details



		999, Streaming, urgent care (OOH home visiting for example), treatment centre





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Keeps staff challenged and interested

· Not always unsocial



Issues:

· Getting used to different local systems
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 21



OVERVIEW



		Practice Name and Contact Details of Key Person



		Mr David Barton, Lead Emergency Practitioner

Emergency Department, Surrey & Sussex Healthcare NHS Trust

01737 768511

david.barton2@nhs.net





		CCG



		n/a 





		Practice List Size



		n/a





		Background



		· Trust provides a co-located Urgent Treatment Centre, where paramedics are used to support patient care

· Service created from a previous Urgent Care Centre

· A&E Minors area located at the front door of ED

· Streaming provided at front door

· GP service also in ED

· Some primary care, but not key focus

· They have had paramedics working in ED for last 10 years

· Roles historically done by Emergency Nurse Practitioners now undertaken by Nurse and Paramedic Practitioners

· Historic issues with recruiting emergency doctors / emergency nurse practitioners – using paramedics to support

· Two roles available:

· Emergency Practitioner – this was Nurse previously, now 50% nurse 50% paramedic – 17 WTE

· Advanced Clinical Practitioners (ACP) – 4 paramedic WTE – 2 Nurse WTE

· Emergency Practitioners working in ambulatory end of the ED, focusing on patients in the waiting room

· ACPs work in ED Majors and Resus.





		Strategic Drivers



		· Providing a service to a local population to meet needs

· Meet needs of patients attending the department





		Key Objectives



		· Top 20% of emergency care providers – 4 hour performance

· Providing the service to population successfully

· National targets etc.





		Source of Funding



		· Via Acute Trust















		Communications with Staff and/or Patients



		· Department communication via TV screens includes information

· Patient representative on Emergency Department Clinical Governance Group

· Internal magazines for staff

· More communication could be beneficial





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		Job description to available on request









PATHWAY



		What type of patients are seen/scope of practice?



		· From 1 to 99 etc. under 1 to consultant

· Same day urgent care

· Urgent and emergency need





		How do patients access the service?



		· Self-referral/Walk-in

· 111 can refer

· 999

· Paramedic and nursing take part in triage process when patients arrive at ED





		Time Spent Per Patient



		· EP – 30 mins

· ACPs – 1 hour





		What do they do when they see the patient?



		· EP =

Assessment/Diagnosis and Treatment (Medication management – PGDs)

· Illness and injuries

· Non-medical prescribing  - 3 on course for September 18

· Manipulation of fractures, colles (wrist) fractures

· Davos technique, reduction of shoulder dislocations

· ACP

· As above

· Complex illnesses

· Advanced Life Support and Trauma care 





		Next steps following patient appointment/onward referral pathway and process



		· Request for x-rays

· Request for blood tests

· Request for CTs – ACPs only





		Support systems for clinician



		· Cerner – access to secondary care system

· Summary Care Record access

· Directory of Services – signing up and coming soon













		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face walk-in

· Virtual access being considered with Urgent Care partners

· Starting to reach out to urgent care partners, offering access to advice etc





		Access to diagnostics



		· Bloods, x-rays , CTs, Ultrasound etc.





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Co-located with ED





		Dependencies/Integration/Place within the System



		· Dependent on the rest of the organisation recognising there is a team of paramedics and how they are used.









STAFFING



		Employment



		· Acute Trust employed

· Emergency practitioners – this was all nurses previously. 50% nurse 50% paramedic – 17 WTE

· Advanced Clinical Practitioners (ACP) – 4 paramedic WTE – 2 WTE nurses

· Some paramedics work on bank for ambulance service





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· ACP – 20% (in contract)

· EP – 0% historically, 37.5 hours per week for 17 people





		Indemnity



		· Acute Trust

· JD correct and reflects job role.

· Some paramedics will pick up own indemnity in respects of the Royal College.





		Training Needs



		EP

· Paramedic  - development along the specialist route/emergency care route

· Paramedic practitioners are coming to work in the hospital, BSc level 6



ACP

· Supporting to do Masters/level 7

· NHS England Portfolio – credentialised with the Royal College of Emergency Medicine.





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Emergency Department Consultant leads of supervision – paramedic and nursing

· Clinical Supervision  - encouraged to do clinical supervision audit paperwork to support their portfolio

· ED Clinical Governance Group

· ED clinical guidelines.





		Line Management



		EP - Lead Emergency Practitioner who reports to ED Matron.

ACP report to the Consultant.





		Banding



		· EPs – Band 7

· ACPs – Band 7 training, qualified 8a





		Costs



		· Training – 20% non-clinical

· Supporting higher education costs

· Buildings etc





		Prescribing



		· Patient Group Directive’s currently

· Non-medical prescribing going forward.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· Has been done in the past, about to repeat process

· Planning workforce for next 5 years.





		Activity



		· 300 patients a day routinely





		Data Collection Methodology and IT access



		· Via Cerner





		Access to patient records



		· Secondary care record and SCR





		Information Governance



		· Standards NHS England Acute trust practice - Smartcard









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· Workforce business case ACP





		What was achieved through the work?



		· 5th for 4 hour performance

· Top 10 for friends and family

· Top 10% staff survey





		Lessons Learnt



		· Profession is not key

· Need an organisation which is open minded

· Need an organisation willing to break down traditional workforce boundaries

· Non-traditional thinking e.g. allied health professional might be completely appropriate where traditional a Dr or Nurse used.



		Evaluation – yes/no/planned



		· n/a









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		· Yes, considered.





		If yes, please provide details



		· Approached local ambulance service





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Flexible working patterns - Staff welfare/wellbeing



Issues:

· Possible issue for ambulance where they believe they may lose staff

· Management of complaints/risk share.
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 22



OVERVIEW



		Organisation Name and Contact Details of Key Person



		Sister Jenny Weaver

Wye Valley NHS Trust, Hereford, Herefordshire

01432 372900

Jennifer.Weaver@wvt.nhs.uk





		CCG



		Herefordshire





		Population Served



		Covers the whole population





		Background



		Struggling to recruit Band 5 nurses, so put out advert for paramedics or nurses, as had seen paramedics being use elsewhere successfully.  Initially recruited 4 paramedics (3.5 WTE) in March 2017.  Two have since left, but a new paramedic is starting in April 2018, and there are several more joining later in the year (who will be newly qualified).  Have bank paramedics too.



The paramedics work across all areas in the Emergency Department – Resus/Majors/Minors/Triage





		Strategic Drivers



		· Struggling to recruit





		Key Objectives



		· Filling vacancies

· Knew paramedic skill-set had potential to be developed





		Source of Funding



		Wye Valley NHS Trust





		Communications with Staff and/or Patients



		Communicated with staff to engage them in the changes.  The paramedics wear a different uniform to differentiate them.  No concerns expressed from patients.  





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		Job Description









PATHWAY



		What type of patients are seen/scope of practice?



		All types.  Undertake internal training before seeing younger children, if not already got skill-set/training.





		How do patients access the service?



		Exactly the same as all the clinicians.

 



		Time Spent Per Patient



		Varies depending on which part of the ED they are in.



		What do they do when they see the patient?



		Assessment and ‘nursing’ care.  Take bloods/do ECGs etc.  





		Next steps following patient appointment/onward referral pathway and process



		Pass onto another clinician within the ED (unless in the triaging role).  





		Support systems for clinician



		Symphony IT system – write notes into this. 

 



		Appointments – are they virtual/Face-2-Face/mixture?



		All Face-to-Face.



Whether they are used in Resus/Majors/Minors/Triage is decided on at the beginning of each week, based on need.  They work 12 hour shifts x 3 days a week, and work in one area per whole shift.





		Access to diagnostics



		If undertaken triage course, can request X-rays.  Can request bloods, look up results etc., but access mainly through other team members.  





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		All time spent in the ED.





		Dependencies/Integration/Place within the System



		Being part of the ED staff team.









STAFFING



		Employment



		Wye Valley NHS Trust employs the paramedics.  Based on past experience, have found it hard to enable employment across different organisations.  





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Nothing.





		Indemnity



		Wye Valley NHS Trust cover this.  Issue with medicines management, i.e. paramedics not included in the Trust policy so had to go through some time to arrange this.





		Training Needs



		A range of in-house training courses provided, particularly during the first year.  

Through appraisal process, identify future needs.  





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		Involved in as much as any other nurse in the ED





		Line Management



		Report to Band 7 Sister, and then up to the ED Matron





		Banding



		Band 5



		Costs



		Nothing more than on-costs and training





		Prescribing



		If think a prescription is required, liaise with a Dr or prescribing nurse.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Filling vacant posts so no ‘special’ capacity planning undertaken for the paramedic roles.





		Activity



		Varies depending on which part of ED they are working in.





		Data Collection Methodology and IT access



		Record all notes into the Symphony system.





		Access to patient records



		Symphony (whole hospital) records.  Occasionally it would be useful to have access to GP patient records.





		Information Governance



		Same as for all clinicians in the ED. 









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		Don’t think so. 





		What was achieved through the work?



		· Met initial objectives



After a year of employing a paramedic now, they recognise need to review the role and consider how their ‘added’ skills can be further utilised (e.g. intubating and dealing with emergencies).  





		Lessons Learnt



		· Get the medicines management policies in place so can start in role, rather than wait until they’ve started; some of the individual paramedics had been able to do PGDs before joining Trust, and then couldn’t even give out paracetamol on joining the Trust until thee medicines management policies had been agreed

· Especially if you’ve not employed paramedics before in your organisation, be honest at the outset with the individual’s you are employing, acknowledging it’s a developmental role and the need for both the employees and employer to be flexible.





		Evaluation – yes/no/planned



		No.

















WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		No.





		If yes, please provide details



		N/A





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Bring the insight from different sectors into the ED

· More people with minor illness experience in the ED would be beneficial



Issues:

· Not recognising paramedics qualifications between organisation (e.g. medicines management)

· Needing to ensure as many of the individual skills of each paramedic can be utilised in each setting











JJ – 23Mar18






image26.emf



Appendix 23 - 
Case Study - ED 










Appendix 23 - 

Case Study - ED 


Microsoft_Word_Document19.docx
SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 23



OVERVIEW



		Organisation Name and Contact Details of Key Person



		Deirdre Molloy

Senior Manager MIU Services + Nurse Consultant Emergency Care

Torbay & South Devon NHS Foundation Trust

07967 817560 - work mobile

01626 324637 - office

Deirdre.Molloy@nhs.net





		CCG



		South Devon and Torbay





		Population Served



		South Devon and Torbay area





		Background



		18 months ago, employed a paramedic in ED (with MIU experience).  As was already employing paramedics in the MIUs, the lead nurse was keen to try them in an ED setting.  Further to this, difficulty recruiting qualified Emergency Nurse Practitioners into EDs.  Therefore, a year ago advertised a ‘developmental’ role for nurses and/or paramedics at Band 5.  Within 6-12 months they complete a local training package to develop their competency, and then are promoted to a Band 6.  An individual paramedic was redeployed from a closed local MIU into the developmental role.  Since then, have recruited a further paramedic into ED.  





		Strategic Drivers



		· Difficulty recruiting qualified ENPs into ED





		Key Objectives



		· Filling vacancies

· Meeting increased demand for minor injuries within ED





		Source of Funding



		Acute Trust





		Communications with Staff and/or Patients



		No formal engagement with patients beforehand as this is part of their standard ED service offer.  Staff introduce themselves as ‘Emergency Practitioner’, so less focus on whether the staff member is a paramedic or nurse.  However, part of significant public engagement when proposed MIU closures across South Devon, did include mention of use of paramedics, which did get local support. 





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Descriptions?



		Job description produced



















PATHWAY



		What type of patients are seen/scope of practice?



		Minor injuries from 1 year and above. 





		How do patients access the service?



		Patients walk-in, or arrive via an ambulance, or ‘re-direction’ for minor injury from local GPs.  





		Time Spent Per Patient



		About 20 minutes per patient, same as all other ED clinical staff.  Generally, experienced paramedics are faster than the nurses.  





		What do they do when they see the patient?



		Assessed, and most are then diagnosed and treated.

 



		Next steps following patient appointment/onward referral pathway and process



		If required: follow-up with GP or occasionally back to the ED for a follow-up or referral onto (mainly) Orthopaedics, Ophthalmology, burns, ENT, plastics.  Can also get medical review from one of the ED Drs.





		Support systems for clinician



		ED has a shared IT system with the local MIIUs (including paediatrics) = Symphony (now part of EMIS).

Don’t have access to MiDoS yet, but are working on this.  

 



		Appointments – are they virtual/Face-2-Face/mixture?



		All Face-to-Face





		Access to diagnostics



		Urinalysis, pregnancy tests etc.  Can request X-ray for most bones, like the nurses (on-site provision).  Have trained the staff how to interpret X-rays.  Can take bloods, and get immediate results.





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		In the ED itself.





		Dependencies/Integration/Place within the System



		Link to the OOHs service, as based on the same site.  Full support of ED multi-disciplinary team.  Links to co-located GP streaming service.  









STAFFING



		Employment



		Paramedics are employed by SD&T NHS Trust.

3 members of staff: 3 WTE.  They have bank contracts with SWAST, so also undertake extra shifts there.  

 



		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Not over and above patient records documentation.  







		Indemnity



		Held by the SD&T NHS Trust.  Not aware of any additional costs.





		Training Needs



		Undertake regular shifts at SWAST to maintain their paramedic registration, about one shift a month; staff paid by SWAST as individuals to do this themselves through a bank contract.  

Trust also supports Advanced Life Support and Immediate Life Support as required, and any study days.





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		As per the nurses, paramedics are clinically responsible to ED Band 7 nurse, and overall report into Nurse Consultant.  Supervision is the same as the nurses, as per the Trust policy.  





		Line Management



		As per the nurses, line managed by ED Band 7 nurse, and overall report into Nurse Consultant.  





		Banding



		Band 6 (unless brought in as development role, in which case initially a Band 5).  Didn’t find it difficult to recruit – people liked the better [than 999] working hours.  





		Costs



		Nothing above usual ‘on-costs’.  





		Prescribing



		Paramedics cannot currently prescribe, but follow PGDs.  Not many of the nurses prescribe at present yet, although keen to do so.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Already had an Emergency Nurse Practitioner gap, so the 3 WTE ‘filled’ the gap.  Based original calculations on seeing 2-3 patients seen per hour.  





		Activity



		Around 21,000 patients seen per year in the ED minors section, by the whole ED clinical team.  





		Data Collection Methodology and IT access



		Use of Symphony IT system.  





		Access to patient records



		Access to Summary Care Records (not enhanced).  Doesn’t think having access to full GP patient record for minor injuries would make a big difference.  However, staff do occasionally call the patients’ Practice some time for further information as required.  





		Information Governance



		In line with normal EDs and Trust standards

















EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		No, as a lot of pressure at the time to increase capacity. 





		What was achieved through the work?



		· Filling vacancies – succeeded

· Meeting increased demand for minor injuries within ED – succeeded





		Lessons Learnt



		· Whilst a lot of the paramedics have confidence at the outset, there is effort required for many to get them fully competent e.g. anatomy and physiology, MSK conditions, ophthalmology and ENT is limited, as is their knowledge of overall pathways – including, long term management of condition after initial treatment;

· With the newer paramedics, there is a real commitment from the individuals to learning and development – they enjoy training and flourish, and really benefit from support;

· Paramedics like the ‘short quick fix care’ for patients so are very well suited to the role.





		Evaluation – yes/no/planned



		No, except that in reviewing complaints/incidents etc there have been no issues reported.  









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes – same Trust also employs paramedics within the local MIUs they run, so they undertake some rotational working between the ED and the MIU (this is a contractual expectation) – happens on a planned basis around the needs of both services.   



Experience of discussions around rotating with SWAST staff - each time there has been difficulty with conversations with SWAST as they said they would want to pull the staff back into the 999 services, if there were particular pressures.  Concern that if this happens, no-one to “pick up the pieces” in the ED.  Would be happy though to consider rotational working if this risk was mitigated.  



		If yes, please provide details



		See above.  





		What do you think are the benefits and issues associated with rotational working?



		Benefits:

· Bringing in new experiences/knowledge from individuals

· Supports multi-disciplinary working across the whole UEC system

· Better pathway working when have better understanding of what happens in other parts of the system

Issues:

· Staff being pulled into another service when there are operational pressures

· Needing to keep up competency in different settings, especially if away from the service e.g. for six months or more

· People can sometimes get stuck in certain areas, e.g. where individuals decide they want to stay in the sector perceived to be more interesting/exciting

· Concern about paramedics being developed and then a General Practice offering a higher band
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OVERVIEW



		Organisation Name and Contact Details of Key Person



		David Anderson

Head of Nursing – Urgent Care CBU

Kettering General Hospital NHS Foundation Trust, Kettering, Northamptonshire

David.Anderson@kgh.nhs.uk 

DDI: 01536 491265

Mobile: 07540 673608





		CCG



		Nene and Corby CCG





		Population served



		Anyone presenting to the ED, or arriving by ambulance





		Background



		One of the Trust’s Heads of Nursing was recruited to work overseas on the Ebola crisis.  During this time, he worked with a number of paramedics and realised what a useful skill-set they had that could be applied to the ED setting.  On his return, he discussed with ED colleagues about the skill-sets needed within ED and who could fulfil the skills; they then all realised the use of paramedics could be complementary to the wider team.



They recruited their first paramedic (full-time) around 2.5 years ago.  At the time, they asked the local ambulance service if they had any paramedics who weren’t able to work on the ambulances anymore, but they were not keen as were concerned about depleting their staff numbers.   



The experience of having a paramedic was so positive that every time there was a Band 5 Emergency Practitioner vacancy they are advertised as being able to be a paramedic or nurse.  



Current focus of the paramedic role is around supporting resus and ambulance streaming.  However, in future they would like to utilise paramedics within the minors’ area and also to utilise them to see paediatric patients





		Strategic Drivers



		· Struggled to get sufficiently experienced nurses with the right initial assessment skills (although could easily recruit less experience nurses)





		Key Objectives



		· Adding to the skill-mix of the overall team;

· Upskilling other clinical team members





		Source of Funding



		The Trust itself (used registered nurse post vacancies)





		Communications with Staff and/or Patients



		Discussed with staff through staff forums to debate the proposals.  Initial feedback from staff was they were unsure, but it was ‘worth giving a go’.  

They are clear with patients how they introduce themselves, introducing their name and title.  Patient feedback has been very positive.







		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		Job Description and Standard Operating Procedures produced









PATHWAY



		What type of patients are seen/scope of practice?



		See patients aged 18 and over.  They are though working with the Northampton University competency framework to see paediatric patients in future.  

Paramedics work in the ambulance streaming area (best fit for their initial assessment skills) or in Resus (best fit for their skills working with higher acuity patients) 





		How do patients access the service?



		The paramedics are part of a team seeing the patients as they come in

 



		Time Spent Per Patient



		About 20-25 minutes, in both the Ambulance streaming area and Resus area 





		What do they do when they see the patient?



		Ambulance streaming – take initial handover (using ‘SBAR’ approach), and then initiate treatment within their scope of practice (giving IVs, drugs etc).  Range of drugs used by the paramedics when working in an ambulance much less than in the ED setting, so has been a training need.

Resus – treatment and interventions





		Next steps following patient appointment/onward referral pathway and process



		E.g. Can refer patients to be admitted, for review by the ED consultant, to the on-site Ambulatory Emergency Care unit: i.e. the same referral rights as the rest of the clinical team





		Support systems for clinician



		Use Medway electronic hospital patient record, although this computer system doesn’t link into SystemOne or EMIS.  Also, access results etc.  Not allowed to request CTs – must go via Advanced Nurse Practitioner (ANP) or Dr (to comply with NICE guidance)





		Appointments – are they virtual/Face-2-Face/mixture?



		All face-to-face





		Access to diagnostics



		Full complement of access as per the whole ED team (X-ray etc.), including Near Patient Testing.  Not allowed to request CTs – via ANP or Dr (to comply with NICE guidance).





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		All time spent within the ED





		Dependencies/Integration/Place within the System



		Given EDs very different environment than being on an ambulance …

· Keeping training and development up-to-date 

· A nurse mentor, as some nursing tasks they won’t be used to doing

· A senior/lead paramedic to support them 













STAFFING



		Employment



		KGH NHS Trust is the employer.



5 WTEs, all working full-time.  Most don’t work in other parts of the NHS, except one who is on the bank for the local ambulance service  





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		This varies by individual – needs identified through the appraisal process.

Lead paramedic has dedicated admin/management time.  





		Indemnity



		Trust holds the indemnity – no additional cost.





		Training Needs



		For newer paramedics – drugs, body mapping (e.g. pressure sores), basic nursing, nutritional assessment.  Needs identified by appraisal.  Find paramedics very keen to learn new skills and ‘muck in’





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		Usual ED arrangements.  Nurse mentor and paramedic mentors in place for at least the first 6 months of employment.  Involved in case reviews etc as per other ED team members.  





		Line Management



		They are line managed by one of the seven ED Matrons – depending which shift team they are in. 

Lead paramedic clinically supervises the Band 5 paramedics.





		Banding



		Lead Paramedic = Band 6 (16 WTE Band 6 nurses)

4 x Paramedics = Band 5 (42 WTE Band 5 nurses)

Currently being reviewed in light of national banding changes for paramedics.  



No financial incentives required to attract them; they prefer the shift patterns compared to an ambulance service.  Also, they get a little more annual leave, and there are different sickness policies.  The Trust tries hard to help fit in with family commitments





		Costs



		No additional costs over and above salary and indemnity





		Prescribing



		Not allowed to prescribe at present.  They will be working alongside a Dr or ANP who can prescribe









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Filling all Band 5 vacancies with either paramedics or nurses.  The Trust would be pleased to see more paramedics being recruited into the team, up to about 60% nurses and 40% paramedics.





 





		Activity



		Ambulance streaming for a 12-hour day – 20-30 patients seen

Resus for a 12-hour day – up to 20 patients seen





		Data Collection Methodology and IT access



		Performance data can be easily drawn out of the Medway system.  





		Access to patient records



		Use Medway electronic hospital patient record, although this computer system doesn’t link into SystemOne or EMIS.  Also, access results etc.  





		Information Governance



		Usual Trust arrangements and training in place 









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		No





		What was achieved through the work?



		· Adding to the skill-mix of the overall team, and upskilling other team members

· Has made other members of the team think differently, especially about what services are available in the community

· Improved relationship with local ambulance service, as paramedics previously employed by the service – through the personal connections





		Lessons Learnt



		· Strongly recommend using them

· Start with one, to test proof of concept

· Understand their skill-set - think carefully about training needed prior to employment so that training can commence as soon as they arrive

· How good paramedics are at wanting to learn and picking up new things quickly, with a flexible attitude/approach to their work





		Evaluation – yes/no/planned



		No, but planning a staff survey shortly, which will include questions around integration of paramedics into the team 









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes …

 



		If yes, please provide details



		… but, ambulance service wasn’t keen at the time 















		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· If included the ambulance service in the rotation, would ‘keep their hand in’ and the paramedic would get more peer support for peer validation etc.

· Allows better understanding of other parts of the system to offer better service within all of the sectors they are working in



Issues:

· Line management could be more complicated
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 25



OVERVIEW



		Practice Name and Contact Details of Key Person



		Dominic Morgan

UEC Commissioner

Bath and North East Somerset CCG, St. Martins Hospital, Clara Cross Lane, Bath, BA2 5RP

Tel: 01225 831800





		CCG



		BaNES CCG





		Practice List Size



		All Practices in BaNES





		Background



		· The services within the new Integrated Care model have been commissioned on top of/in addition to core services, as further pathway options for routing.  

· IC Model = focus on wanting to change the front end of the NHS.  Also, benefits by working with ambulance service that sits pan-STP – large footprint.   

· Both Early Home Visiting Service and Falls Rapid Response Team can be pulled into support local Cat 1 (highest level of ambulance disposition) calls if nearby/need be.  

· Home First Team (like a community discharge team) = OTs and physiotherapists.  Considering rotating paramedics into this team.  





		Strategic Drivers



		A Quality First (QF) approach to deliver better patient outcomes through early identification, early assessment and early intervention onto a High Quality Care pathway (HQC)





		Key Objectives



		· Release GP time;

· Increase quality intervention early in the patient pathway;

· Reduce NHS 111 and 999 calls;

· Non-Elective admissions





		Source of Funding



		· CCG QIPP approach in 17/18 & 18/19 (both schemes funding agreed for 18/19 and confirmed with SWASFT and partners).





		Communications with Staff and/or Patients



		· Wide staff engagement, including with local ambulance service (SWASFT), the local acute, Virgin care and GPs.

· Wide public media sharing, strong local population feedback on the new services. Highly thought off service by both clinicians and the public who are using the service.





		Has a Service Specification been produced and/or a Standard Operating Procedure?



		Available on request.

















PATHWAY



		What type of patients are seen/scope of practice?



		· No restrictions, however the cohort predicted and mainly being seen is 65 and over.

· A mixture of both same day and routine patients can be seen following own GP assessment and triage for the EHVS or a 999 call for the falls service. Ambulance crews are also referring into the services overnight.





		How do patients access the service?



		· Following own GP assessment and triage for the EHVS or a 999 call for the falls service. Ambulance crews are also referring into the services overnight.





		Time Spent Per Patient



		· Average time with GP EHVS patients 20 to 45 minutes





		What do they do when they see the patient?



		· Early assessment and diagnosis alongside an agreed individual patient treatment plan to deliver Quality First (QF)





		Next steps following patient appointment/onward referral pathway and process



		Multiple, depending on assessment and treatment plan to ensure a Quality First (QF) approach. 





		Support systems for clinician



		· All of the above and with direct access to GP records for the EHVS and community team notes for the Falls Service.





		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face in all cases.





		Access to diagnostics



		· Multiple depending on need with direct access to AMB Care if required.





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· SWASFT Hear and Treat and then service See and Treat

· All on sites patient visits in the patient’s home.





		Dependencies/Integration/Place within the System



		· Multiple links across Primary Care and the Health and Social Care services









STAFFING



		Employment



		· Employment remains within the normal host organisation i.e. SP are SWASFT etc.

· Multiple rotation model between services to achieve these services (true integrated working in place).





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· Minimal, for updating records and information sharing etc.





		Indemnity



		· N/A as all staff remain within their organisations



		Training Needs



		· Ongoing assessment of the new skills sets being used and required 





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Normal SWASFT and PC governance arrangements in place





		Line Management



		· Dominic Morgan (commissioner), SWASFT and BEMS operational management





		Banding



		· SWASFT have retained all staff.





		Costs



		· Response car and equipment





		Prescribing



		· No – Specialist Paramedic currently use own PGDs and refer to GP if needing a script. 









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· Based on SWASFT and PC data and trial data.





		Activity



		· Yes, high level activity data outside of PID





		Data Collection Methodology and IT access



		· Multiple ICT systems 





		Access to patient records



		· Yes for the EHVS, community access for the Falls Response 





		Information Governance



		· Normal IG processes followed – no issues 









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· CCG

· Yes, available on request





		Lessons Learnt



		· New Model of Integrated Care – don’t try to do this in isolation….





		Evaluation – yes/no/planned



		· Yes - feedback on the falls and EHV services 

· Impact on patient access/releasing GP time/health outcomes 
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 26



OVERVIEW



		Practice Name and Contact Details of Key Person



		Greg Garrett, MCPara, HCPC Registered Paramedic, Community Matron – Urgent Care

North Somerset Community Partnership

Email Greg.Garrett@nhs.net
Mobile   07980 935 034  

Landline 01275 885 410

www.nscphealth.co.uk





		CCG



		North Somerset CCG 





		Practice List Size



		NSCP provides health services for patients registered at all 30 GP Practices that are within the county of North Somerset





		Background



		In 2014 NSCP recruited two experienced paramedic clinical advisors with a background of operational delivery, supervision and remote clinical triage skills to work in a Clinical Hub providing clinical advise for district nursing, rapid response and community therapy staff as well as triaging call from HCPs, patients via CareLink (North Somerset Community Pendant Alarm system) and accept requests from the ambulance service either directly from clinicians on scene or via the control room – specifically for non-injury fallers which the service does not have capacity to attend.

Following this success, in February 2017, NSCP advertised for a Band 7 Clinical Lead inviting both nurses and paramedics to apply. I applied and was recruited and began work in April 2017. During this interim period the organisation changed the role title from Clinical Lead to Community Matron – Urgent Care. 





		Strategic Drivers



		Capitalise on skills and experience of paramedics and exploit these for use in managing the risk of providing urgent care for acutely unwell patients within North Somerset





		Key Objectives



		· Acute admission avoidance

· Reducing demand on primary care resources





		Source of Funding



		Employed within existing NSCP contract funding





		Communications with Staff and/or Patients



		Not a new service model, just broadening of scope of professions of staff employed into an existing role. 





		Has a Service Specification been produced and/or a Standard Operating Procedure?



		N/A

















PATHWAY



		What type of patients are seen/scope of practice?



		· Patients with urgent care needs – primarily with acute infections, occasionally as a result of poor or self discharge from an acute

· Primarily the Rapid Response caseload is Older People with long term conditions, many of who are classified as moderately- or severely frail. 

· Specifically the Community Matron-Urgent Care caseload includes patients who have a NEWS>3, who have been on the Rapid caseload >5 days or who present with complex healthcare needs.

· Other than it being an adult (>18y/o) service there are no age restrictions.

· Urgent care patients are responded to <45 mins, are often then seen again the same day or the next day. Further contact and management depends on clinical presentation. 

· The Clinical Hub screen and triage calls using a template which excludes dangerous referrals – e.g. fall, head injury with altered level of consciousness.





		How do patients access the service?



		· GP requests via Clinical Hub

· ANP requests via Clinical Hub

· Internal referrals from HCPs employed at NSCP 

· 999 – via ambulance service, triaged by Clinical Supervisors (non-injury fallers)

· Ambulance clinicians on-scene

· Carelink – via call centre following pendant activation





		Time Spent Per Patient



		Depends on clinical presentation and complexity of health and social care needs. Normally minimum of 45 minutes for initial visit, can be up to 2 hours





		What do they do when they see the patient?



		· Vital signs monitoring & NEWS assessment

· Sepsis screening

· Delirium screening

· Advanced manual handling – use of Mangar air cushion lifting device

· Holistic clinical assessment

· Condition specific risk assessment – CRB-65, ABCD2, Wells, etc

· Venepuncture

· Urinalysis

· Sample collection – urine/sputum as necessary

· Continence management

· Medication checked

· IV antibiotics if prescribed

· Wound care

· Frailty assessment – Edmonton 

· Nutrition assessment - Malnutrition Universal Screening Tool

· Pressure injury risk assessment – Waterlow

· Ensure sustenance & basic human needs met

· Safety netting 





		Next steps following patient appointment/onward referral pathway and process



		· Emergency homecare – upto twice daily

· Nightsitter service

· Prescribe (NOT Paramedics currently) oral antibiotics, or refer to GP to prescribe

· Blood results reviewed by Senior Clinician

· Sample/swab results reviewed by Senior Clinician

· AKI risk reviewed by Senior Clinician

· Frailty Service referral (Edmonton>10)

· Community Matron - Long Term Conditions referral

· Social Services referral

· Adult Safeguarding referral

· Falls Service referral

· Mental Health referral

· Dietetics referral

· Physiotherapy referral

· Occupational Therapy referral

· District Nursing referral 

· Specialist referral





		Support systems for clinician



		· EMIS – access to shared GP record

· Connecting Care (via EMIS)

· ICE for lab results





		Appointments – are they virtual/Face-2-Face/mixture?



		Face to face or telephone as clinically necessary





		Access to diagnostics



		· Vital signs monitoring with personally issued equipment

· Acute lab services accessed either directly or via GP surgeries.

· Shortly we will also be offering 12 lead ECG facility. 





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Home

· Clinic setting is available for IV antibiotics.





		Dependencies/Integration/Place within the System



		· Integrated into whole system

· Established good working relationship with local ambulance service. 









STAFFING



		Employment



		North Somerset Community Partnership





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Depends on learning needs





		Indemnity



		Registered with HCPC, member of College of Paramedics (indemnity insurance), working under Director of Nursing & Therapies, in conjunction with GP Medical Advisor and Associate-Medical Director.









		Training Needs



		Training needs analysis completed at start of employment – skills training and competency completion met by in-house training department





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Managed by Clinical & Operational Lead for Urgent Care, overseen by Department Head.

· Local clinical supervision completed by other Band 7 staff. 

· Monthly Community Matron meetings providing supervision with senior staff (Band 8a).





		Line Management



		



		Banding



		Band 7 equivalent (non-NHS organisation)





		Costs



		





		Prescribing



		Currently paramedics are unable to prescribe which is being managed nationally. In house there is good support by Lead Pharmacist, organising PGDs where necessary. Many patient medications are prescribed via PSD to allow simple administration. 









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		



		Activity



		



		Data Collection Methodology and IT access



		EMIS – business intelligence team.





		Access to patient records



		EMIS





		Information Governance



		IG policy. Calldicott Guardian









EVALUATION n/a



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		



		What was achieved through the work?



		



		Lessons Learnt



		



		Evaluation – yes/no/planned
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Winter Pressure Initiative, Northern Locality, NEW Devon CCG:





The Northern Locality of NEW Devon CCG was awarded £191,000 in total to deliver an ambulance-based GP visiting service across all 18 practices in the Northern Locality.



Service Planned:

Brief description:

“Perfect-Week” Trials in four different practices in 2017 have highlighted the excellent symbiosis of having paramedics undertaking GP visiting (residential and Care Home) acting as the eyes-and-ears for the GP. This maximises the GP’s knowledge and skills without them investing time in travel and delivering hands-on assessment.  Experience has shown they link with the Same-Day Service in large practices and directly with individual GP’s in small practices. Audit by 4 practices in Barnstaple have shown that 30% of Home visits could be dealt with in this way, easily and safely. Most GPs attempt to entice Paramedics away from SWASFT but there are pockets of accredited qualified paramedics who work in the private market, which would leave no deficit to the SWASFT rota.



The plan would be to hire one unit per 4-5 practices, per day across the Northern locality – 4 Units per day with a population of 165,000. A unit is a paramedic, a driver/ACA and a private ambulance provided with the necessary equipment to allow a paramedic to operate in this role. Whilst other schemes concentrate solely on the skills of the paramedic, the addition of the fully-equipped ambulance adds benefits set out below.



Benefits:

To GPs: reduced travel time and workload by having patients assessed by the Paramedic Unit and report back with advice for decision. Opportunity to deliver other advice/oversight and patient telephone calls whilst Home Visit work being done. Chance to ask for the patient to be brought to practice if any lingering doubts.

To the Ambulance Service: Reduced HCP Transport requests for GP-Expected journeys into the acute Trust, as GP’s can use Paramedic vehicle to take any admission straight from Home Visit to ED if they wish. Opportunity release of 999 vehicles to answer increased 999 demand faster.

To the Acute Hospital: GP-Expected patients arrive earlier in the day giving a better-spread of demand (frequent complaint of “afternoon-hump”) and more time to turn the patient around to avoid an admission.

To the Patient: Faster home visit, but retaining continuity of care of “their-own” GP, faster trip to hospital if required.







The Service Delivered:

The availability of Paramedic meant that an all paramedic service was not possible.  The delivered services involved two private ambulance organisations who each covered half of the geographical area with:

· One paramedic and two experienced technicians in the north. Each person single crewed in a Wheelchair Accessible Vehicle (WAV) with standard equipment. Staff cross-support and all bookings through a central number.

· One paramedic and one technician in the south. Each crew member single crewed in a Rapid Response Vehicle (RRV). Staff cross-support and all bookings through a central number.



Results:

In the period 27th December to 6th April the service has delivered 615 visits in 70 days of being operational.  In each case the decision to book a visit with the service was the GP and feedback was to that GP for their decision-making, as such all governance remained with the Practice and the crew-member acted as the eyes and ears of the clinician and whilst able to make suggestions the clinical final decision remained with the responsible GP.



There were some queries about the differences between Technicians and Paramedic, but only one specific issue of patient care raised and being investigated. Feedback has been very positive from a number of different practices and staff. Plaudits were spread equally between the two private ambulance companies with both being equally valued.



Usage per practice is set out in the graph in Appendix A and ranges from 0 bookings in the 70 days through to 107. Average daily usage was approximately 9/day across all practices and graphed in Appendix A, along with a split between the two areas/companies.



Full capacity was rarely reached and on the figures delivered each visit cost about £300 (£299.84).



Conclusions:



This was a very popular and clinically safe piece of support for Primary Care. 

This definitely benefitted some practices and assisted at some point most of the locality practices. Patient feedback reported anecdotally has also been very positive around promptness and friendliness. Whilst the costs of the service are not inconsiderable and demand variable there would be opportunities of having the teams in the area to consider “bolt-ons” e.g. taking falls cases off 999 services and/or GP expected journeys into the acute (subject to geography).




Appendix A:



Data presentation



A) Practice Total Usage in order





B) Weekly Total Usage North (incl. Barnstaple) and South





C) Average Total Daily Usage per week



Appendix B:

Qualitative Feedback



· Service has been well used by the practice and generally positive feedback. Given low level of admissions/transfer then I would think paramedic in WAV probably best bang for your buck. Wounds/suturing not been an issue in our practice. We have had to revisit one patient who deteriorated during the day following paramedic visit but otherwise all dealt with. Feedback again from partners is that technicians not as effective as paramedic visit- Just a list of observations not a clinical opinion so harder to come to shared decision on management. Need to keep hospital informed as one GP had an issue getting patient admitted having not seen them F2F. Overall has been very helpful

· That is such positive news, Moses. Thank you for letting us know. On notification of extension to period after easter,

· I would just like to briefly add my voice to the others who have fed back about the Alliance Pioneer paramedic visiting service. As a practice we have really felt the benefit of having this service available to us this winter, especially as we are a telephone triage practice. We have been able to quickly identify patients who would benefit from a visit during our duty sessions, and have found the assessments performed by Pioneer invaluable in then deciding how best to care for these patients. Interestingly, from my point of view I expected our demand for this service to tail off towards the Spring, however, I am still using them most if not all days that I am on duty.

I hope that the CCG will consider keeping this service on in some form in the future.

· We discussed again at Alliance meeting again today and certainly all still value the service and figures back that up.

· I just wanted to feed back to you how useful the new home visiting service is proving to be. As a GP at the coalface, having an additional option for us to consider has been great so far. I have referred several patients to this service, and each time they have had an excellent service; good assessment, good feedback and appropriate management.

 I hope this service can continue as it is making a significant difference to patients and GP's

· On the whole I have found the service useful, but was rather disappointed and concerned on one occasion. Specific case investigated by provider and lessons learnt produced.

· The paramedic/technician GP visiting service has been invaluable. Every day seems a busy day at the moment, and having this extra resource has made managing the workload far easier. They have visited patients locally in town and in far flung rural areas for us, regardless of geography & location. They have provided thorough and accurate assessments and fed back (or often brought back) the information to the surgery in a timely and efficient manner. In every visit I have personally requested, it has not resulted in a further visit from a GP, and they have managed to satisfy the patient, added to the overall management plan for them, and importantly they have made the workload for us GPs reduce rather than increase further. A superb service. If it doesn’t continue on a regional level (which will be disappointing) we will seriously consider employing a paramedic or ECP as part of our practice team in future.

· Attached are the figures for the visiting service for XXX.  As you can see it provided us with an invaluable boost and we would never have been able to cope with the number of visits with just our own GPs. It would be great, if this could be extended to cover the Easter weeks as bank holidays are generally very tough to manage.

· One Practice Statistics:

· Total number of visits done by practice in this period     ___48____                               

· Total number done by paramedic / tech crew                 ___31____

· Number of visits completed by paramedic / tech crew     __31____         

· Number of requests for doctor review the same day      ____0___       

· Number of admissions generated                                   ____2___

· No: of pts representing for same problem within 2 days    __3___

· Feedback from our review start Dec 17 to end of January 18:

· the practice arranged 207 visits

· of these 11 were delegated to the paramedic team

· on review post visit GPs thought an extra 39 could have been delegated to the paramedics

· XXXXX  would like to try and make a case for using any remaining winter funding to continue the Paramedic visiting service through the Easter holidays and to end of April

I know the other BA practices feel the same and have provided their evidence for how the service has benefitted patients.  

We collected data from the original start date of the service 27 December thru to 31 January 18

In that time we made 122 visits.  

38 of those visits were done by FCA. 25 of those 38 visits were completed by the crew (in liaison with the GP). There were No occasions which required a GP visit on same day to follow up. There were 8 admissions (all appropriate) and there were 4 patients who presented again within 2 days.  Those re-presentations were all considered appropriate as ‘watch and wait’ type situations. 

Patients have benefitted from having timely responsive visits with much shorter waiting time. There have been no reported adverse events.  Our patient group think it is a marvellous service. 



As you know BA are still discussing our position regarding having a visiting service all year round, and we wondered if YYY might be a better partner for us.  ZZZZ is going to talk with you a bit more about our latest thinking. 

· I honestly don’t know how we would have managed without the visiting service this week. We were unable to get locum cover and have lost a nurse practitioner unexpectedly for 2 weeks, so the service has been invaluable. 



Practice 

Totals

Totals	Blake House	Bradworthy	Hartland	Holsworthy	Caen	Lynton	Wallingbrook	Torrington Health	South Molton	Bideford	Castle Gardens	Combe Coastal	Litchdon	Brannam	Fremington	Queens	Wooda	Northam	0.0	0.0	1.0	3.0	3.0	4.0	4.0	16.0	22.0	22.0	29.0	41.0	42.0	63.0	76.0	88.0	94.0	107.0	North	27th-29th Dec	2nd-5th Jan	8th-12th Jan	15th - 19th Jan	23rd - 26th Jan	29th Jan - 2nd Feb	5th - 10th Feb	12th - 17th Feb	19th - 24th Feb	26th - 2nd March	5th - 10th March	12th - 17th March	19th - 24th March	26th - 29th March	3rd - 6th April	27.0	31.0	34.0	32.0	30.0	17.0	16.0	20.0	28.0	16.0	27.0	19.0	14.0	14.0	17.0	South	27th-29th Dec	2nd-5th Jan	8th-12th Jan	15th - 19th Jan	23rd - 26th Jan	29th Jan - 2nd Feb	5th - 10th Feb	12th - 17th Feb	19th - 24th Feb	26th - 2nd March	5th - 10th March	12th - 17th March	19th - 24th March	26th - 29th March	3rd - 6th April	3.0	7.0	13.0	15.0	19.0	13.0	22.0	17.0	30.0	24.0	27.0	20.0	28.0	22.0	13.0	Avg/Day	Weeks	10.0	9.5	9.4	9.4	9.8	6.0	7.6	7.4	11.6	8.0	10.8	7.8	8.4	9.0	7.5	
image31.emf
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a how to guide…


THE
ROTATING
PARAMEDIC







Executive Summary


In 2013, NHS England described the opportunity to prevent unwarranted admissions in the 
fifty per cent of all emergency calls needing an ambulance, as they could be managed at 
the scene and/or by community teams. To support this, Professor Keith Willett, the 
National Director of Acute Care, described the paramedic workforce to be “probably the 
area of healthcare that has the greatest opportunity to manage demand for the rest 
of the health economy” (House of Commons Health Committee, 2016a).


Expanded paramedic roles are emerging in response to an increasingly ageing population 
with more complex morbidities, combined with the retrenchment of some health and social 
care services and higher community expectation. These patients form a significant part of 
the current 999 and 111 workload, often as a result of primary care demand outstripping 
resources. While ambulance services are looking at ways to increase their ability to ‘See 
and Treat’ more patients within a community based setting, the paramedics unique skill set 
has been recognised within many GP practices and a growing number have started to 
reshape their service delivery models to include this valuable resource. Meanwhile, 
paramedics are leaving ambulance services at an increasing rate. Contributing factors 
include, shift work and long hours, work-life balance, and the lack of opportunity to use 
extended skills due to operational pressures to meet response times. It should be noted 
however, that paramedics are not leaving the profession, but instead choosing to work in 
alternative settings outside the ambulance service, where they are offered, what appear to 
be, more favourable terms and conditions, often on a higher pay banding. They are also 
leaving with fewer years’ service, using the ambulance service as an opportunity to cement 
their clinical skills and gain exposure before moving on to work across the wider health 
economy. 


Recent work undertaken by Health Education England (HEE), illustrated a potential 
strategic enabler in the rotation of paramedics within primary care and community team 
settings as well as the ambulance service. Rotation offers a way to educate and motivate 
the paramedic workforce, providing a clear career pathway, eliminating the ‘drift’ between 
organisations and creating a nurturing environment where specialist and advanced 
paramedics, ambulances services and primary care can flourish. However, this work also 
illustrated a necessity to consider the impact that such a scheme may have upon the 
ambulance service if done in isolation. There is therefore both an organisational necessity 
and patient demand across the system that requires rapid attention. 


There is an opportunity for early adopters to progress this rotational workforce initiative, 
through a responsive and progressive collaboration. This paper offers a ‘How to Guide’ on 
how to embed the rotational model into core business; the content of which is 
organisationally agnostic. It also builds on the Ambulance Response Programme findings 
and the changes required to adopt a rotational model of working. The paper will refer to 
Advanced Paramedic Practitioners (APPs) as the clinicians who offer optimal gain. 
However, in the absence of APPs, specialist paramedics, or paramedics of the right 
calibre, should be considered as a starting point to build and develop this workforce. HEE 
is supporting this direction with the offer of leadership within early adopter organisations to 
progress the initiative from concept to deliverable project. This ‘How to Guide’ is one way 
of moving this conversation and practical elements of this project on intelligently but local 
discernment and resource decisions should prevail.  







Introduction


“How do we build sustainable models of care, utilising the skills of paramedics in primary 
care, without depleting the ambulance service?”


This, the original challenge posed by HEE, highlighted a collaborative solution in a 
rotational model of working for paramedics, where the gains for both parties are likely to 
surpass those which can be achieved by operating alone. Feedback from influential 
stakeholders following the original paper, evoked a decisive shift in thinking in favour of 
moving toward a rotational model of working and an understanding that an new operating 
model is required. The ‘why we have to change’ has been covered in the original paper so 
the following work outlines a ‘how to’ guide in creating the next steps of the process during 
this fertile opportunity. The opportunity is in developing strong linkages of place-based 
services and address equitable delivery of primary and emergency care in an empowering 
and meaningful way which allows the sharing of this valuable resource without depleting 
resources in our partner organisations. 


‘Rather than any response, the correct response, first time, is now needed’. This is the 
clear message from the largest clinical ambulance trials in the world, the ‘Ambulance 
Response Programme’ (ARP), following which, NHS England is implementing new 
ambulance standards across England, replacing a decades old system. Call handlers are 
now given more time to assess 999 calls that are not immediately life-threatening, enabling 
them to identify patients’ needs better and send the most appropriate response. The shift 
in thinking is that the most appropriate response does not have to come from sending an 
ambulance resource and that a robust community team is fundamental to getting it right 
first time. This is also underpinned by NHSE’s Integrated Urgent Care Service 
Specification (Sept, 2017) which supports patients receiving a ‘complete episode of care’.


The question driving the Ambulance Response Programme was ‘why are we sending an 
ambulance resource to a chief complaint that we can’t treat appropriately?’. The Rotational 
Model supports sending a Health Care Professional (HCP) with the appropriate skill set to 
offer definitive care to a patient, rather than ‘stopping the clock; an undoubtedly positive 
move forward for patient safety.  APPs can also support primary care and community team 
working which could dovetail seamlessly in support of answering this challenge. 


What is the proposed solution?
A Rotational Model of working whereby paramedics spend equal time in:
1. Primary Care, 2. Ambulance Service and 3. A Multi-Disciplinary Team in the community.







What is the change in a nutshell?


Under the Rotational Model, 999 calls taken by the ambulance service are triaged, coded 
and eligible calls are passed directly to an appropriate HCP in the community based Multi-
disciplinary team (MDT) rotation, to respond to and manage. These eligible codesets are 
pre-determined to be better served by a team outside of the ambulance service with the 
specialist skills to deliver definitive care, where a standard paramedic cannot. The MDT 
would be directly tasked to attend and manage these calls without the ambulance 
service having to allocate any of their conventional resources. 


Patients receive the right care in the familiar setting of their own home from the outset. The 
ambulance service has increased capacity to respond to calls that are life-threatening. The 
community team’s workload is supported by have an extra generalist resource in the form 
of an APP. The same benefits could be realised within primary care by using an APP within 
their practice. Notwithstanding the advantages seen by the commissioners as tariff based 
A&E attendance and non-elective admissions may reduce as fewer patients are conveyed 
to hospital (see Appendix A for benefits realised).


Specific codesets filtered to the screen of 
the APP in the EOC (Specific codesets 
predetermined to be more appropriately 


managed by HCP in MDT rotation)


All other 999 calls 
managed as usual


Non injury falls are 
referred to the OT/


Physio/Falls specialist in 
the MDT


Breathing Problems are 
referred to the respiratory 


specialist in the MDT


Mental Health calls are 
referred to the Mental 
Health specialist in the 


MDT


EMERGENCY CALL







How will we know this has worked and a change is an improvement? 
Success will be realised when community teams, specialising in conditions such as 
respiratory disease, diabetes, falls, and mental health, directly receive the 999 calls 
appropriate to their speciality, instead of the current approach of triggering a responding 
ambulance crew. In addition, ambulance service capacity will increase while A&E 
attendances, non-elective admissions and turn-around times reduce. Hospital corridors 
become less blocked, and patients receive better, more appropriate, specialist care, closer 
to home. True success will be realised when rotation becomes part of core business within 
organisational culture and staff retention improves.


Primary objectives are to:
• Reduce the number of avoidable ambulance responses
• Reduce A&E and unplanned admissions
• Support primary care with their demanding workload and workforce shortfalls. 


These objectives can be achieved in five ways:
1. A primary care APP ensures a reduction in the number of GP practice calls 
defaulting to 999 as a result of unmet capacity; thus reducing ambulance service 
activity, associated conveyance to A&E and turnaround times at hospital.  


2. Increasing the use of A&E alternatives and Hear-and-Treat from ambulance 
services. Community based providers encourage conventional ambulance resources to 
refer patients into their service but this has a variable success rate. Mobilising the MDT 
directly to predetermined codesets ensures the MDT is used in the most effective way.


3. Fundamental to success is the efficient and effective deployment of the MDT and its 
ability to illustrate a utilisation rate at least to the equivalent of a conventional 
ambulance resource but with a significantly improved rate of See-and-Treat.


4. Clinical effectiveness and patient experience must be measured against the 
baseline must be measured in order to underpin this model.


5. Focus on staff retention and leadership positions is required within the 
ambulance service, particularly focusing on Specialist and Advanced grades. 


If we are able to continually add to systemic growth over time, with more APPs, more 
eligible codesets to be managed by the MDT, more focus on the value of community and 
place-based care, without impeding existing business continuity and patient care, but 
enhancing it, then this describes a more sustainable, integrated, empowered and safer 
practicing workforce. 


Nationally, there is significant variance in the starting position of ambulance services and 
primary care providers in terms of specialist paramedic practitioners (SPP) and advanced 
paramedic practitioner (APP) staffing levels, clinical leadership structures, community 
team provisions, commissioning arrangements, geography and demographics for the 
rotational model to manifest its full potential from the outset. The aim is to just start - just 
begin - as perfection is the barrier to progress in this context. Phase in each rotation and 
build up until all the elements required are in position and the concept is proven. 







Where Do I Start?


Step 1: Identification of Codesets
A number of initial, simple actions will need to be carried out by Ambulance Trusts in 
advance of the project being initiated. These include: 


• Use EOC informatics to identify optimum codesets which the APPs, SPPs and other 
HCPs as part of the MDT can be deployed to attend. Start with a couple of high 
volume, high conveyance rate, low acuity codesets and build up as project advances.


• Map historic activity of the codeset to estimate call volume and peak activity times.


• Ascertain conveyance rates of each codeset by a conventional ambulance resource.


• Explore this data to ascertain whether a ‘prioritisation list’ based upon opportunity to 
reduce conveyance can be developed.


• Look at area ‘heat mapping’ of the specific codeset to ensure that resources are 
appropriately placed to match this demand.


Establishing this baseline will allow for accurate determination of whether the project has 
illustrated success against objectives, potential for future expansion and long term 
sustainability. It can also help to establish whether future commissioning support is 
required. The following is an example of how to illustrate annual activity and respective 
opportunity for reducing conveyance to A&E across the defined codesets.


This example of activity illustrates circa 13,000 incidents per month that could be managed 
by the MDT without sending a conventional ambulance resource. This number does not 
include additional opportunities to support ‘Hear and Treat’ activity and responding to crew 
referrals.


Chief 
Complaint


Codeset(exam
ple)


Activity (no. 
of 999 calls)


Peak 
Demand (time 


of day)


Current 
Conveyance 


Rate


Backpain
XX1


149 900 72.50%
Breathing 
Problems


XX2
170 1900 65.90%


Convulsions
XX3


217 1400 71.80%
Diabetic 
Problem


XX6
974 2200 48.50%


Falls
XX9


99 1600 85.20%


Falls
XX10


9956 1200 64.60%
Haemorrhage/ 
Lacerations


XX15
42 1200 52.20%


Sick Person - 
Specific 


Diagnosis


XX17


1384 1100 69.30%
Total 


Opportunity 12,991







Emergency Operations Centre Rotation


Hear and Treat 


A good position to start is with the ambulance service rotation. The greatest impact the 
ambulance service can have is to deploy an APP in the Emergency Operations Centre 
(EOC). In the absence of APPs, then a paramedic trained in local systems is a good 
starting point. It must be recognised that even with an enhanced skill set, if APPs, or an 
MDT full of specialists, are not deployed to incidents where their skill set can be utilised, 
the impact of the rotational model will be minimal. To ensure this clinical skill set can be 
exploited to maximum effect, key considerations essential to be addressed are those of 
effective and efficient deployment. Effective deployment is the most critical factor in 
resource utilisation, just as routine deployment will likely reduce the effectiveness. 
Following a review of other areas of practice and across the country, it is clear that the 
most effective means by which this deployment can take place is when they are tasked by 
individuals with the same or similar skill sets. This, coupled with identification of the ideal 
MPDS or NHS Pathways codesets, ensures maximum utilisation from the outset.


Furthermore, clinicians working within the EOC can undertake a key role in supporting 
Hear and Treat, the provision of clinical leadership and advice for the wider workforce to 
ensure proactive leadership of the clinical response is maintained. The clear advantage of 
having an APP in the EOC, in charge of their own defined codesets, is not only that they 
can make contact with the patient prior to dispatching a resource or the MDT, but 
secondary triage can also take place. Maximising their advanced clinical skills, an APP in 
the EOC assessing and re-triaging nominated codesets, such as ‘Difficulty in Breathing’, 
will mean a stronger assessment can be made to determine the most appropriate 
response first time. They can also provide more pertinent information to the attending 
response, such as number and nature of previous calls, whether they have a care plan in 
place, previous alternatives to conveyance used or community matron involvement. This 
can all contribute to more informed and shared decision making and enhance overall 
patient assessment and experience.


Key Points:
• During the hours of operation, one APP should be rostered to work within the 


EOC.
• The primary function of the APP during their tour of duty within the EOC will be to 


ensure accurate tasking of the MDT and APP resource at all times.
• The APP will also have responsibility for capturing any qualitative impacts around 


the scheme. This will be recorded in a central log.
• In addition, the presence of this clinical skill set within the EOC will also support 


other clinicians undertaking Hear and Treat activity, as an expert resource and 
could also form part of the clinical support available to newly qualified paramedics.
Any paramedics or Emergency Medical Technicians that require clinical support, 
advice or direction will be on hand to speak with the EOC APP. This guidance will 
also be captured in the central log providing fertile training intelligence. 


• Finally, the APP will take responsibility to ensure that any adverse incidents are 
recorded through the designated reporting processes.







See and Treat


If an ambulance service has a significant number of APPs, there is also an opportunity for 
these clinicians to respond to a selection of codesets that are lower acuity but come with 
high volume and high conveyance rates. The aim, once again, is to treat appropriately 
within the community. 


The See and Treat model using a specialist or advanced paramedic can provide an 
enhanced safe discharge on scene, following a comprehensive assessment. They can 
also provide immediate treatment and refer patients to the MDT community team, 
specifically targeting the presenting complaint. Not only will a hospital attendance/
admission be avoided but the ambulance resource will be freed up to respond to another 
emergency call, negating the current alternative which is to be unavailable whilst queueing 
in hospital corridors. 


This approach requires a fundamental change in the operational perspective from the 
current approach of ‘saving APPs for best’ - meaning life threatening calls – of which there 
is very little activity within each shift; 2-3 patient contacts per shift, the majority of which 
require legitimate conveyance. The opportunity here is to utilise the ‘advanced’ part of the 
clinical assessment and expose the APPs to 8-10 patient contacts per day, to lower acuity, 
high volume calls and have a profound impact on conveyance rate and subsequent 
admission rates. 


Primary Care Rotation
The primary care rotation appears to have the most natural traction as the current 
migration of paramedics to GP practices nationally suggests that GPs already realise the 
value this group of clinicians can offer. The current gap is around appropriate training and 
robust, standardised clinical governance to ensure APPs are working within their scope of 
practice, managing patients safely, appropriately and confidently. 


The main opportunity for the primary care rotation sees the APP contributing to 
established, planned activities within a GP practice, such as running clinics for selected 
patient groups, care planning for high-volume service users within the practice, home 
visiting and coordinating the care of those patients who are reaching End of Life.


An additional role within this rotation will be supporting the practice to minimise its impact 
upon the ambulance service and secondary care. As such, they will play a key role in 
offering primary care a degree of ‘flex’ to accommodate the acute same-day presentations 
in order to prevent these becoming 999 calls. For example, a practice may also choose to 
focus the APP skills on preventative measures such as managing long-term conditions 
(preventing exacerbations) or concentrating on admission avoidance from care homes. 
There are some early quick wins in relation to this rotation. For example, if GP practices 
who are ‘super users’ of ambulance services can be enrolled into the primary care rotation 
first, it could see an immediate reduction in 999 activity, as patients calling their GP 
practice for a same day home visit or appointment can be managed by the APP working 
within. This cohort of patients tend to have high coinciding conveyance rates to A&E which 
can also be avoided if a primary care APP or the MDT is able to be responsive.


Part of a robust overall clinical supervision process should include a feedback mechanism 
to inform referring paramedics if the patient subsequently re-presents and why. 







This would be valuable and achieved through the enhanced community engagement 
within which the rotations fall. APPs can also receive timely feedback because they will 
likely see the same patients in their primary care rotation as they do in their MDT or 
ambulance service rotation, thus providing an extremely powerful feedback mechanism 
and nurturing environment from which to learn, trust and grow. 


MDT Rotation 


Targeted community referral services through a designated MDT are required to maximise 
the potential of the service. Inadequate referral opportunities for APPs to attend those 
emergency and urgent calls that require their extended skill set, because they are tied up 
responding to anything and everything, will have the effect of unwarranted transfers to 
A&E.


There is also a need for community teams to be ready, able and willing to take direct 
referrals from the ambulance service. To support this, activity should be mapped to bring 
the responding community team in line with expected ambulance service and urgent and 
emergency care demand, which requires a piece of work necessary in order to shape an 
optimum and targeted service. Environments for this rotation to flourish may see a move 
to a functionally integrated service which incorporates elements such as clinical hubs, 
urgent care centres, walk-in-centres, GP practices, out-of-hours providers etc. The time 
frame to attend associated with the community response can be locally determined but it is 
worth highlighting that these patients have already been pre-determined as lower acuity 
and not requiring an emergency response. 


As the programme develops and confidence grows, additional codesets can be ‘out-
resourced’ to community teams. For example, patient groups with increased shortness of 
breath with established respiratory disease, or their carer calling 999 for advice. The 
current conventional response would be the highest priority call and an ambulance 
deployment, with an anticipated referral to other services. If a referral is not possible, 
conveyance to A&E ensues. Using the rotational model, this type of call would be 
appropriate for a direct referral, at 999 source, to community based services such as a 
Respiratory Team who can offer definite care to both the patient and family with fewer 
on-scene time pressures. This is a more suitable response than an emergency ambulance 
and ensures the ambulance remains available to attend other incidents. Additionally, 
conveyance would be much less likely and the patients’ needs are met in the first instance. 


Recognising the increasing prevalence of mental health patients accessing the 999 system 
suggests that with calls such as ‘threatening suicide’, immediate referral to specialist 
mental health services would ensure patients receive the most appropriate response to the 
presenting condition. Once again, reducing mobilisation of ambulance resources and 
negates the need for ambulance secondary referral, all while the paramedic waits on-
scene.


It should be acknowledged that many of these community based services are currently not 
sufficiently robust, to immediately take on this activity in as responsive manner, as is 
necessary. Work with commissioners may need to be undertaken to bolster their 
responsiveness and collaboration with ambulance services. However, using the rotational 
model, where APPs rotate through these community teams, will undoubtedly support a 
smooth transition to deliver a more reactive service with a strong focus on prevention.







Education
The College of Paramedics identifies that to become a specialist paramedic, an individual 
will require the attainment of education at an appropriate level; initially at post graduate 
certificate (PGCert), then post graduate diploma (PGDip) level. The achievement of 
advanced paramedic status will require an individual to obtain post registration expertise 
and competence beyond the level of specialist paramedic. To attain this level of practice 
will require the acquisition of education to HE level 7 (MSc) in England, Wales and 
Northern Ireland, and SCQF level 11 in Scotland.


It is acknowledged that until the recent transition to higher education gathered pace, there 
were fewer graduate and postgraduate level paramedics available to take up specialist 
and advanced practice with the requisite academic attainment. There may be exceptional 
candidates for development into specialist and advanced roles who do not yet have the 
underpinning levels of academic attainment. In these cases, it may be possible for some 
exceptional candidates to embark on postgraduate development without completing a first 
degree. However, in the main, it is anticipated that paramedics will be able to  demonstrate 
academic attainment for specialist and advanced roles in accordance with College of 
Paramedics guidance.


Ideal Candidate
In order to highlight the most suitable paramedics for the programme, and to maximise the 
chances of success, consider hosting an open evening event. An open evening to which 
all paramedics who are interested in going on a journey, to be innovators to progress their 
career, are invited. From this event, stakeholders can draw out and pique the interest of 
the right, motivated staff and advertise exactly what is expected. The open evening will 
draw out the prospective candidates who share the vision and have the required aptitude. 
It also allows for any questions to make this an informed decision, preventing future 
breakdown due to lack of clarity. Be explicit with the aims of the programme - i.e. that 
conveyance rate needs to be significantly less, targeting specific cohorts of patients and 
that they will be given the tools to safely underpin this through higher education and 
clinical supervision. 


• Highlight those paramedics who are eager to drive practice forward and talent spot 
those individuals whose conveyance rates have been historically consistently low, 
combined with low serious incidents/re-contact rates. 


• Set out the vision that all successful candidates will be encouraged and supported to 
MSc level. 


• Be explicit about educational expectations from the outset so it is neither a shock to 
the successful candidates or stakeholders when they are released for university time. 


• Throughout the MSc in Advanced Practice, they will be clinically supported by a GP 
mentor within the primary care practice rotation.


•    As an Advanced Paramedic Paramedic, the ideal candidate will develop risk  
      stratification skills under the guidance of the general practice. 







Job Advert
• Advertise the role as a development opportunity.  
• Each organisation’s starting point may dictate an existing cohort of SPPs, APPs, or 


Level 6/7 paramedics, but the crucial element is that they have the motivation to 
make this work. 


• Go for the right quality person rather than education level if there is a shallow pool 
of specialist or advanced paramedics at this time. 


• Request minimum Level 5 to keep the pool large to choose from.


College of Paramedics Diploma in Urgent and Primary Care Exam


Since 2010, South East Coast and South Western Ambulance Trusts have successfully 
supported over 400 of their paramedics through a specially designed examination, 
facilitated by  the medical school of St Georges University, London (SGUL). The exam was 
designed by Kent, Surrey and Sussex Deanery (General Practice) and uses the same 
format as the MRCGP exams. It is used as a summative assessment of workplace-based 
assessment of practice-based learning and as such, provides a very high quality 
assessment of clinical ability in a format that is understood by GPs. 


It comprises two elements:         
a. 15 Clinical Skills Assessment (OSCE) stations and  
b. 150 Applied Knowledge Test (AKT) questions.                      


The examination provides a crucial benchmark for specialist and advanced paramedics to 
competently, confidently and safely operate in a primary care setting. This year, the 
College of Paramedics has taken over as providers of the exam with SGUL to underpin 
robust governance and oversight of specialist and advanced paramedic practice.  







Staffing Levels


Staffing levels need to be considered locally to understand the number of APPs required, 
the total clinical resource available within the MDT. The optimum working hours of the MDT 
can be determined locally, based on evidence gathered on the activity times for specific 
codesets. For example, respiratory or diabetic conditions may peak later on in the evening 
so it may be advisable to have respiratory and diabetic specialists supporting a later rota 
than, for example, falls or epilepsy which may peak during normal working hours. 


The following is an example of what this might look like:
A minimum of six paramedics are required in order to start with the ambulance service and 
primary care rotation (three APPs to cover a 7-day week, 12 hour shifts in the ambulance 
service and then two to cover primary care over 5 days a week. The ‘spare’ will cover days 
off for university, sickness and leave. Following activity assessment, it may be determined 
these rosters will be active 7 days per week but targeted to ensure appropriate cover when 
peak activity is present. As each aspect of the rotation delivers impact on the agreed 
metrics, further rotations can be added. For example:


Phase 1
Two rotations between ambulance  EOC and  as part of the multi-disciplinary team will 
illustrate synergy and allow for maximum impact of each. This will ensure that the APP 
within the MDT is appropriately tasked and patients receive the optimum clinician for their 
presenting  MPDS condition. As these two rotations become embedded and deliver 
demonstrable impact the Phase 2 can be introduced.


Phase 2
Introduce an APP within primary care who can offer support to a practice. The primary care 
APP has real potential to reduce those primary care presentations which cannot be met 
with existing practice resources, from tripping in the 999 system and becoming a likely 
conveyance to the A&E. 


The suggested rotations have the flexibility to be adjusted to meet the needs of the patient 
and health community, whilst retaining sufficient control to allow organisations to flex. A 
sustainable model would have the ability to increase and decrease codesets (and 
therefore workload) as staffing numbers change. In the event of sudden staff shortages, 
sickness etc., it is advised to consider reducing the number of codesets not resources. 
This enables fluid and flexible working where capacity meets demand. Conversely, as the 
workforce grows, the codesets can increase to maximise outcomes.







What if I don’t have any / enough specialist or advanced paramedics?
Underpinning clinical governance on the journey to having a full complement of qualified 
advanced paramedics requires a robust and dependable level of clinical supervision in the 
form of a GP mentor. Primary care are in an ideal position to provide real-time clinical 
supervision to APPs. This may be taking an advice call from an APP seeking support for 
the following reasons:


1. Attempting to avoid an admission to hospital and ensure safe non-conveyance.
2. Complex patient with a long term condition who can be managed in the community 


with guidance, treatment plan or reassurance from the practice. 
3. Patient who is refusing to go to hospital but the clinician feels they require further 


intervention to stop deterioration. 


An example of where this GP clinical supervision is successful is in the Fylde Coast. With  
a population of 350,000, the average number of contacts by paramedics to the GP 
‘mentors’ is 25 calls over a 24 hour period. . The average time the GP spends on each 1


phone call is between 9-11 minutes. This service is available for every paramedic in the 
Fylde coast area, whereas, the suggested rotational model requires the GP mentor to take 
calls from only one or two clinicians per day. Minimal time on the phone may support a 
higher discharge rate on scene and a likely admission prevented, in the case of Fylde 
Coast Medical Services, deflection rates of up to 93%. The ‘pay back’ to GPs is the 
potential to nurture their own APPs who will then rotate through their practice having a 
consistent and robust approach to clinical decision-making which will become trusted and 
relied upon over time. 


Succession planning 
The GP5YFV clearly highlights the trajectory of having enough qualified GPs in 2020 to be 
unlikely. If their workforce is bolstered by highly qualified advanced paramedics, the 
negative impact of this shortage on service delivery and subsequent patient care may be 
diluted. In order for APPs to be shared between organisations, the ambulance service 
require a commitment to replace the shortfall of paramedics they will ultimately face. A 
commitment to focus funding on education and a continual flow of paramedics going 
through higher education is the only sustainable way to succession plan and future proof 
each organisation. The importance of exclusively using specialist or advanced paramedics 
going forward is that they are defined roles and therefore governed by a very specific 
clinical skill set and attainment level. 


Once this defined attainment level is acquired, a specialist or advanced paramedic is then 
able to be legitimately and safely integrated into the UK health service systems alongside 
allied health professionals capable of delivering safe, patient-focused healthcare. Safer in 
respect of the employer knowing exactly what their unique skills, attributes and levels of 
attainments are by definition of the role itself because it is recognised and standardised.


 Fylde Coast Medical Services Ltd, 2017
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Evaluation  
A robust evaluation will be undertaken by HEE in order to support the implementation of 
the rotational model. Examples of what success could look like are detailed in the table 
below, however the metrics for evaluation for all three rotations are currently being 
developed. 


Metric Rationale
APP utilisation -  
This metric will aim to illustrate three 
aspects for all three rotations:


• Activity of APP during scheme vs 
APP activity prior to scheme.


• Volume of activity (number of 
calls attended per hour) of APP 
during scheme vs conventional 
ambulance resource.


• APP activity vs conventional 
ambulance resource attending 
same codeset(ie response time, 
on scene time, conveyance rate 
and clinical interventions).


To support productivity and efficiency, it is 
necessary to ensure that the APP will attend 
at least the same number of incidents of that 
of a conventional resource.


Likewise it is important to demonstrate that 
APPs, as our most expensive frontline 
clinicians, can demonstrate tangible benefits 
of their skill set.


APP deployment -  


Number of incidents where APP is 
tasked as a primary or secondary 
response.


It is intended that the APPs will be tasked in 
two ways; as a primary response to the 
identified codesetand as a secondary 
response following paramedic or EMT 
referral.
Therefore, it is important that we capture the 
quantity of each, to ensure this contributes 
to the development of an effective 
deployment model.


Conveyance – Number of incidents (as 
a %) which result in either non-
conveyance to A&E, direct admission, 
avoiding ED (for all 3 rotations). This will 
be compared to a conventional 
ambulance resource (Amb/RRV) for the 
same codeset.


The ultimate aim of the programme is to 
safely reduce conveyance to secondary 
care, primarily through A&E and also to 
reduce non-elective admission rates.


Conveyance – Number of patients that 
are conveyed to A&E following APP 
assessment that are able to be conveyed 
in an urgent care resource rather than 
emergency. 


Despite APP intervention, it is likely that 
some patients will still need conveyance to 
A&E. Efficient use of urgent care resources 
will supplement the success of the scheme 
in reducing demand on paramedic vehicles.


Financial impact +ve & -ve – 
ascertaining the financial impact of the 
scheme against the baseline and the 
benefit to the whole system not just the 
ambulance service. 


All clinical interventions should possess a 
sound rationale both in respect of their 
clinical benefits but also their cost 
effectiveness.







Funding and support
HEE is collaborating with the College of Paramedics to develop educational support to 
progress the capabilities required to work safely and effectively in these environments and 
roles. In order to support the work being taken forward as part of the national PEEP 
programme, and the requirements of the Urgent and Emergency Care Review, HEE has 
identified funding to support piloting of the development of the future advanced paramedic 
workforce. Criteria has been developed against which organisations can bid for a portion 
of the fund, amounting to approximately £800,000 in total for the 2017/18 financial year. 
Importantly, they will involve public health within a steering group to retain the focus on 
population health and prevention. 


In Conclusion 


The fundamental challenge is for each organisation to have a strategic commitment to 
alter the course of the current trajectory towards one offering mutual gain. The existing 
capacity within the paramedic workforce could undermine the capacity to realise the full 
potential of the rotational model from the outset but looking back at the history of demand 
outstripping supply, combined with the current trajectory of staffing levels outlined by the 
GP5YFV, today is arguably the strongest position organisations will find themselves in. 


Targeted community referral services, through a designated MDT, are essential to 
maximise the potential of the service. Targeted towards very specific, high volume, high 
conveyance rate codesets or gaps in ambulance service practice. Inadequate referral 
opportunities for APPs attending emergency calls will have the effect of unwarranted 
transfers to A&E. High quality education and training and strong clinical governance are 
also needed to ensure APPs are working within their sphere of competence and referring 
appropriately. Key strategic enablers include higher education, paramedic prescribing and 
a visionary workforce. It is now a primary necessity that these strategic enablers are built 
into a whole system approach to service delivery and workforce transformation, aligned to 
the needs of patients we serve.


Report prepared by Rhian Monteith on behalf of Health Education England, October 2017.








APPENDIX A 


Rotations – Who Benefits?


Primary Care Both Primary Care 
and Ambulance Service


Ambulance Service Community Team  


Both Community Team and Ambulance Service    
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 Principles for Rotation within Wales  


 


 


Introduction 


 
Nurses, Midwives and Health Visitors and those that assist and support their roles 
are the largest workforce group within the healthcare setting. Their roles and 
influence are evident at every level of the service and the knowledge, skills and 
values they bring therefore have a significant impact on the delivery of dignified, and 
evidence based care. The vital role the workforce has in creating safe and effective 
care for those who rely on its services has been set out in the future vision for NHS 
Wales Together for Health (2009) which acknowledges that in order for this to be 
maintained in the future, staff must be enabled to work differently in a way they know 
will bring about better, more quality focussed services to patients and clients.  
 
Furthermore, Standard 26 of the Standards for Health Services in Wales (WG 
(2010)) requires NHS organisations and services to evidence that their workforce is: 
 


 provided with appropriate support to enable them to maintain and develop 
competencies in order to develop their full potential,  


 able to demonstrate continuing professional development   


 able to access opportunities to develop collaborative and team working.  
 
The Post Registration Career Framework (2009) clearly sets the scene for a career 
structure that is responsive to the changing needs of clients and service delivery by 
advocating the development of new and existing roles and the creation of flexible 
career pathways. One of the ways of achieving this is for organisations to facilitate 
staff, as part of normal working practice, to undertake rotation to various care 
settings.   Rotation creates an organisational culture which encourages the turnover 
of staff, reduces instances of „static‟ teams and allows challenge, new ideas and 
evidence based practice to be introduced. Research has shown that with relatively 
little resource very experienced staff can be both retained in organisations and can 
contribute to innovation in career development as well as sharing experience for 
innovation across an organisation (Lucock and Coyne 2003).   
 
Background 
 
In order to meet the changing needs of clients and service provision, new and 
innovative ways of recruiting and retaining staff are essential. Planning and 
developing for health and social care requires a workforce strategy that facilitates 
this, with the aim of a well-educated and highly motivated nursing workforce that has 
access to the right support and development opportunities to enhance career 
provision (Newman et al, 2002)   
 
The principles for job rotation in Wales aim to provide organisations with a flexible 
workforce with transferable knowledge, skills and experience to meet future service 
need.  There is recognition that formalised rotation programmes may not fit all 
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employment situations therefore these principles seek to offer guidance and are for 
organisations to use flexibly to meet service need and local objectives.  Each Health 
Board, NHS Trust or Organisation will need to consider the principles and how they 
can best be applied locally to meet workforce career development to provide the best 
possible outcomes for service users and their families.  
 
Job rotation is a method of employee development through the planned replacement 
of employees for a set period of time with the aim of developing skills and knowledge 
and increasing motivation, job performance and productivity. Job rotation can occur 
laterally but can also involve a promotion (Zhen-Hua et al, 2011). Within the 
healthcare setting, rotational programmes have been introduced for both new 
registrants and experienced staff. For graduate nurses a rotational programme 
provides a framework of support during the transition period from student to 
registered nurse, including skill development and an opportunity to have „taster‟ 
experiences in a variety of settings such as teaching, research, community and in-
patient settings. For experienced staff, rotation offers a chance for staff who have 
worked in a speciality for many years to develop experience in other areas, with the 
outcome of a more flexible, generic, multi-skilled workforce.  
 
Rotation has a number of benefits including strengthening the sense of community 
and commitment to wider department or organisational goals by employees having 
an understanding of others roles, departments and challenges (Allott, 2013). An 
employee who rotates develops experience more quickly and in a wider breadth of 
areas, therefore supporting the development of the employee as a generalist 
(Champion et al, 1994). Rotation is a method of succession planning and career 
development by selecting and preparing employees for management or specialist 
posts (Bellot, 2005). Rotation can be used to develop managers as generalists and 
as a result offers employees diverse work experiences which can be considered an 
important aspect of career development (Ostroff and Kozlowski, 1992).  
 
There are a number of ways that rotation could be applied within organisations and 
these include a simple rotation such as from working nights to working days or could 
be more complex in nature where the rotation is between wards or between acute 
and community services.   Rotation could also cross organisations such as the 
“revolving door” model as outlined in the Post Registration Career Framework, which 
enables staff to move between service and research/education settings.   
 
The objectives of rotation are numerous and will vary depending on the organisation, 
service and workforce need. They include: 
 


 Improved recruitment and retention 


 Improve and expand skills base and knowledge to meet patient need 


 Build team networking across departments 


 Transferable skills and cross-cover working 


 A culture of organisational challenge, learning and improvement; 


 Succession planning and career development  


 Meet individual nurses‟ development needs as identified in Performance 
Appraisal Development Review (PADR) 


 Raise awareness of opportunities in the wider organisation 
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 Support the development of future leaders, managers, nurse specialists, and 
consultant nurses (Bellot, 2012: Varden, 2006) 


 
Rotation would provide opportunities for staff to enhance their knowledge and skills 
and increase their ability to deliver person centred care.     Ultimately, rotation assists 
organisations to achieve the objectives within Setting the Direction: Primary and 
Community Services Strategic Delivery Programme (2010) to provide service 
delivery models which establish the best possible conditions for patients, carers and 
NHS staff in a high quality system.  In order to achieve these objectives there needs 
to be a cultural shift where opportunities for staff rotation between departments, 
directorates or even organisations form part of everyday working culture and are 
aligned to annual appraisal, revalidation and personal development.  
 
Rotational pathways will be part of the broad spectrum of learning and development 
opportunities offered to staff aligned to the needs of the individual and the service. 
Benefits of rotation include:  
 


 A nursing workforce that has the right knowledge and skills to deliver high 
quality patient centred dignified care in any setting 


 The development of a generalist workforce  


 Transferability of the workforce, with staff having the knowledge and skills to 
work across boundaries 


 An opportunity to broaden the skill ranges of staff in areas outside of their 
normal practice 


 A nursing workforce that is responsive to the needs of patients across all 
healthcare settings. 


 To offer both newly registered and experienced practitioners (within all staff 
groups and at all levels) a structured and varied experience 


 An opportunity to improve working relationships across services and 
organisations 


 The potential to develop career pathways, opportunities for succession 
planning and support personal and professional development 


 Helps achieve the strategic aims for nursing within Wales, which includes 
collaboration with the Higher Education Institutes 


 
In addition successful rotation of staff has the potential to address the current 
inflexibilities and barriers in nursing that hinder integrated care for patients, restrict 
the ability to redeploy resources to shortage areas and limit career opportunities for 
staff (Modernising Nursing Careers, 2006).  Any rotational opportunity enables staff 
and their managers to gain a clearer picture of their strengths and preferences and 
can help to inform future career progression.  
 
Broad Principles for Job Rotation of Staff 
 
A sub group of the All Wales Aligning Nursing Skills with Patient Need was set up to:  
 


 Provide a forum for consultation and decision on an All Wales basis with respect 
to the principles of rotational pathways that facilitates nursing and midwifery staff 
to work across various care settings as part of best practice 







6 
Principles (Final) July 2014 


 Explore the principles for a model within Wales, linking with published literature 
and underpinning with strategies/guidance 


 Produce an options appraisal to the Chief Nursing Officer through the All Wales 
Aligning Nursing Skills with Patient Needs group on principles for rotation within 
Wales 


 
A number of organisations have delivered formal rotational programmes in the past 
and the principles identified have been drawn from the lessons learnt from these 
organisations.  Evaluation of some of these programmes had also taken place which 
was used to inform the principles.   
 
Risks and Constraints 
 
The scoping exercise identified a number of risks and constraints which will need to 
be considered if organisations choose to adopt rotation. Some of the risks are more 
applicable to formal rotational pathways, therefore by organisations adopting a 
blended approach to rotation, to suit local context, risks can be minimised. 
 


 If rotational opportunities are not embedded in normal practice there is a risk 
that the full benefits both to staff and organisations will not be realised and 
that staff will become stagnant and competency will be harder to maintain 


 New registrants who undertake a rotation immediately after registration may 
perceive it to be a repetition of pre-registration study and therefore still view 
themselves as students 


 Experienced staff may not be clear around the opportunities for learning and 
development that rotation offers and therefore not want to leave their existing 
posts 


 Lack of equality and fair treatment, staff on rotation not valued or made to feel 
part of the team 


 Risk of unforeseen reorganisation and/or change in the political landscape 
and agenda 


 A clearly defined manager is crucial to the governance, assurance and 
success of rotational opportunities 


 Lack of clarity with regards to the rotational areas 


 Financial pressures therefore organisations may need to think creatively 
within existing resources in order for staff to rotate to different areas.  
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Broad Principles for Job Rotation: These principles seek to offer guidance and are for organisations to use flexibly as a guide 
to meet service need and objectives.  Each Health Board, NHS Trust or Organisation will need to consider the principles and how 
they can be applied locally. 


Organisational 
 


1 An organisational commitment will be required in promoting the principles of job rotation to ensure maximum benefits to the 
organisation, individuals and patients and to ensure that rotation of staff is embedded within service delivery models. 


2 The principles should be aligned to Welsh Government, Health Board, NHS Trust or organisation  service objectives and 
themes to ensure they take account of All Wales and locality specific requirements (see appendix 1) 


3 Rotation will vary across organisations to meet the locality context. These could include rotation from nights to days, a 
clinical rotation within a department; a health/academic pathway or a health/social care pathway (see appendix 2) 


4 For cross organisational rotation, by maintaining employment with one employer (providing there is reciprocity), individuals 
and employers should not lose out by rotational experiences. 


5 Job rotation may take many forms and for each one, the department and staff involved should be clear as to what is 
expected of them and the benefits of undertaking a job rotational pathway.  


Operational Management 
 


6 Job rotation should be identified as part of an individual‟s annual Personal Appraisal Development Review (PADR) and 
revalidation for Registrants. 


7 The duration of the period of job rotation and areas of rotation should be defined locally, with annual leave planned within 
this job rotation pathway. 


8 There must be clearly defined roles, responsibilities and expectations for all those involved in the a job rotational pathway  
(department manager and employee undertaking the job rotation) 


9 Any change to an employee‟s role or job description should occur following appropriate discussion and agreement with the 
employee, involving workforce and organisational development and staffside as appropriate.  


10 For newly registered practitioners the first placement of the rotation should also be aligned to the preceptorship period. 
 


11 Employees undertaking a period of job rotation should have a dedicated base from which they rotate to other areas.  
 


12 A named manager will be required to have responsibility for all Human Resource aspects e.g. PADR, managing annual 
leave, absence, competence and capability. 
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Learning and Development 
 


13 Education, development and objectives for each job rotation should be agreed in line with PADR and KSF outline, with the 
personal development plan aligned to the four pillars: clinical practice, research, education and management and 
leadership. 


14 Transferable skills development must be at the centre of an individual‟s development programme Undertaking a period of 
rotation should provide individuals with the opportunity to develop transferable skills within a culture of learning and 
development. 


15 Any development associated with the pathway should be supported with appropriate opportunities.  
 


16 Supervision and support mechanisms must be put in place for all staff working outside their normal work environment.  
 


17 Learning and development should be agreed as part of rotational objectives and may a variety of forms e.g. work based 
learning, an accredited academic module or quality improvement to meet individual and service need 


18 Job rotation should provide participants with opportunities to share good practice  and learning amongst peers 
 


Professional Accountability 
 


19 Individuals undertaking job rotation will be required to provide evidence of meeting PREP requirements though completion 
of their portfolio for their annual PADR and revalidation.  


20 Individuals undertaking job rotation will have a named manager for each stage of the rotation to whom they are 
professionally responsible. 


21 Individuals who undertake a formal rotation pathway must be made aware of the requirement for their commitment to the 
duration of the rotation (unless extenuating circumstances)  


22 Individuals will be required to adhere to local and organisational standards and professional code of conduct including 
raising of concerns 


Quality and Patient Safety 
 


23 Job rotation should achieve a level of improvement knowledge linked to improvement initiatives e.g. Improving Quality 
Together or other local agreed quality and service development 
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24 
 


Job rotation should provide an opportunity for exposure to a broader field of experience with the outcome of a competent 
and flexible workforce 


25 Job rotation should be part of the continuum of learning for career development and be used as a method for succession 
planning 


26 Job rotation within or across departments should provide the individual with wider networking opportunities 
 


27 Job rotation should contribute towards a continued culture of challenge, quality improvement and maintaining a learning 
environment 


Evaluation 
 


28 Benefits to the individual as a result of job rotation should be evaluated as part of annual PADR and revalidation  
 


29 Organisational benefits to patients, teams and the wider service, as a result of staff undertaking job rotation, should be 
evaluated locally.   
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Options Apraisal 
 


1. Option One 
 
DO NOTHING. 


 
Advantages: None identified; Health Board, NHS Trust or organisation to continue 
with current arrangments 


 
Disadvantages: Opportunities for learning and development are not maximised and 
the risk of stagnation of the nursing workforce is increased. 
 
2. Option Two 


 
LOCALLY DEFINED ROTATION TO MEET ORGANISAITONAL NEED 
 
Advantages: Health Board, NHS Trust or organisation to develop a flexible nursing 
workforce with transferable knowledge and skills with the aim to deliver high quality 
patient centred dignified care in any setting and across boundaries.  Examples of 
possible job rotational opportunities that can be developed at all levels are given in 
Appendix 2.  These opportunities would be open to all registered nurses and 
healthcare support workers at all levels of practice, across all specialities. 


 
Disadvantages: Risks are minimised if Risks and constraints identified within this 
paper.  
 
3. Option Three 


 
IMPLEMENT FORMAL ROTATIONAL PATHWAYS 
 


Advantages: Offers the same advantages as option two. 
 
Disadvantages: Requires a more structured approach to ensure the coordination of 
operational, logistical and governance aspects of a formal rotational pathway.  Risks 
and constraints as identified within this paper.  


 


Recommendations 


These principles seek to offer guidance and are for organisations to use flexibly as a 
guide to meet service need and objectives.  Each Health Board, NHS Trust or 
organisation will need to consider the principles and how they can be applied locally 
to best meet job rotational pathway opportunities.  The examples detailed in the 
Appendices provide a guide as to possible areas/services where rotation would give 
added benefit not only to the service but also to the individual. 


 Health Board, NHS Trust or organisation should introduce job rotation based on 
these principles, but taking into account the best model to suit local 
organisational context as the introduction of job rotation will facilitate a rich matrix 
of transferable skills within the nursing workforce 
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 Organisations should seek to embed job rotational pathways in every service 
area to ensure that it becomes part of the culture of normal working practice 


 The principles should be used for all levels of practice and are transferable to 
other staff groups e.g. Allied Health Professionals or Healthcare Support Workers 


 Rotation could be linked to the development of specialist or advanced roles and 
aspiring leaders and managers as it provides an opportunity for those already in 
post to broaden their knowledge and experience base 


 Health Board, NHS Trust or organisations that implement job rotation based on 
these principles could participate in evaluation locally or on an all Wales basis.  
This would contribute to the knowledge, understanding and evidence base in 
relation to the benefits of job rotation for the individual, patients and the 
organisation 
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Appendix 1 


Examples of current Welsh policy documents 
which have potential to influence a 


rotational programme
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Appendix 2 
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Clinical Speciality 
Rotational Pathway
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Rotational Programme Interagency Rotational 


programme


Exemplar pathways for rotational programmes
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