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1. Statement of direction 

General practice and wider primary care services in England have a number of 

internationally recognised strengths: 

 Registered lists are a key tool in the coordination and continuity of care; the vast 

majority of the population is registered with a general practice in the UK1  

 There is a strong generalist tradition in the NHS; general practice is well placed to 

utilise its knowledge of patients and their families in a local community gained from 

repeated consultations over time to holistically improve physical, emotional and social 

wellbeing 

 General practice, plays a central role in the management of people with chronic 

disease and identifies those at risk of worsening chronic ill health 

 General practice displays a highly systematic use of information technology to support 

the management of long term conditions, track changes in health status and support 

population health interventions such as screening and immunisation 

 There are numerous examples of innovation in general practice leading to 

improvements in quality of care and wider service transformation 

 

Primary care services therefore collectively form the foundation of our National Health 

Service (NHS) in England, a country which prides itself on having one of the most envied 

health systems in the world in terms of universality of access and provision. We must not be 

complacent however. If we stand still on the improvement ladder, we will fail to progress and 

meet the evolving needs and expectations of our population. For this reason, improving the 

quality of primary care services for the uniquely diverse population of Birmingham, Solihull 

and the Black Country (BSBC) is a priority for the NHS England Area Team (AT) serving this 

population, working in partnership with and in collaboration with patients, our 7 local Clinical 

Commissioning groups (CCGs), local authorities (LAs), and other key stakeholders.  

 

We aspire to deliver quality improvement across the four major parts of primary care service 

delivery, these being:- 

 

 General Practice  

 Dentistry  

 Pharmacy  

 Eye Health  

 

                                                
1
 HSCIC indicator portal 
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We strive to deliver excellence in primary care by balancing consistency and local flexibility. 

We aspire to consistently high standards in quality and this will mean poor performance must 

improve, with a steep trajectory of improvement to meet not only minimum acceptable 

standards, but to exceed them too. Local flexibility should be used to enable more rapid 

acceleration of quality improvement and not justify status quo or tolerance of poor 

performance. 

 

Whilst our priorities and plans are constructed locally, informed by wide stakeholder 

consultation, they are underpinned by key national standards and objectives articulated in 

published and emerging planning guidance and strategies such as:- 

 Everyone Counts :Planning for patients 2014/15 to 2018/192 

 The NHS belongs to the people – a call to action3 

 

Our challenges must not be underestimated. We have the second largest conurbation in 

England. We have some of the most socially deprived health economies in the country and 

our populations, unacceptably, are the recipient of services which are sometimes of poor 

quality and limited access. The variation in health outcomes across our conurbation ranges 

from excellent to extremely poor and where this is due to the iniquity of health service 

provision, we must identify this, challenge it and improve it.    

 

This strategy will articulate clearly our challenges and how we aim to confront them. We will 

aspire to improve quality in primary care and demonstrate that we have done so. This means 

not only delivering more healthcare in many areas, but transforming how we deliver 

healthcare, using innovation where it demonstrates potential.  

 

We, healthcare professionals, are advocates for our population and we must strive to serve 

our population to the best of our ability. That starts with sharing a vision which this document 

will highlight.  

 

 

 

 

Dr Kiran Patel 

Medical Director, BSBC AT 

                                                
2
 Everyone Counts: Planning for patients 2014/15 to 2018/19 

3
 The NHS belongs to the people – a call to action 2014 
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          Delivered through intervention 

   

 

 
 
 
 
 
 
 
 
 
 
 
 
 

Measured through the following criteria 
Patient satisfaction: 

 Satisfaction with the quality of consultation at the GP practice 

 Satisfaction with the overall care received at the surgery 

 Satisfaction with accessing primary care 

 Improvements seen in national patient GP survey 

 Friends and family test 
Quality of primary care:  

 Proportion of new cancer cases referred using 2 week wait pathway 

 Flu vaccinations – at risk coverage 

 Identifying the prevalence of depression compared to estimated model 

 Increased number of federations and super partnerships within the 
area team 

 An increase in the number of practices using the primary care web tool 
between 2013 – 2016 

 A decrease in the number of outlying practices 

 A decrease in unwarranted variation for the agreed clinical areas 
highlighted in the regeneration CCG programme of work and patient 
experience/safety 

 Identification of poor practice and plans to address this 

 Support the implementation of 7 day services and urgent care 

 Increase IAPT uptake and recovery 

 Reduction of premature mortality from serious mental illness 

 Increase uptake and use of technology for access and care 
Workforce: 

 Agreed data collection criteria and based on this Identification of 
workforce needs to address variation in primary care workforce per 
head of weighted population 

 Increase active non-medical prescribers 

 Increase  staff satisfaction 

Objective 2: Populations 
To improve health outcomes 

and reduce health inequalities 

 

Objective 3: Patients 
To improve patient 

experience, access and 

satisfaction 

 

Objective 4: Processes 
To improve primary care via 
contracting and regulation 

Objective 5: Workforce 
To develop a sustainable 
workforce to enable the 

delivery of quality primary 
care 

 

Objective 6: Premises 
To improve the estate in 

which we provide primary 
care 

2014/15 

 Implement the use of national tools and frameworks to identify outlying practices and 
support targeted intervention in order to raise quality of primary care. 

 From April a programme of contract compliance assessment to commence (all practices to 
be assessed on a 3 yearly cycle as a minimum). 

 On-going implementation of national system for appraisal and revalidation. 

 Utilise data from GP national patient survey and share at the CCG/primary care interface 
groups. 

 Work with Healthwatch to inform primary care programmes of work. 

 Undertake benchmarking with other area teams that have similar demographics and 
buddying up with them for opportunities of shared learning.  

 Ensure patient voice is integral to the procurement of new services in primary care. 

 Establish a workforce work stream with CCGs and HEWM to collate consistent data and 
understand the skill set required to deliver new models of primary care. 

 Establish regeneration CCG work stream and a programme of work to reduce unwarranted 
variation, address health inequalities and develop new models of primary care. 

 To ensure vulnerable groups have access to high quality primary care demonstrating parity 
of esteem. 

 Completion of premises utilisation surveys.  

 Identify stakeholders and key issues associated with 7 day services and urgent care.  

 DRAFT -  Birmingham, Solihull and the Black Country (BSBC) Area Team – Primary Care Plan on a Page 2014/15 – 2018/19 

This plan represents a summary of the Area Team’s strategic vision for Primary Care Services for five years from 2014 to 2019 The health economy for primary care in BSBC 

consists of the following key strategic partners: seven Clinical Commissioning Groups, six Health and Wellbeing Boards and six local Health Watch organisations.  

2015/16 
 Implement the learning from buddying up and shared learning with other area teams.  

 Patient voice is integral to the procurement of new services in primary care. 

 To promote a culture of patient empowerment and engagement, which allows patients to 
make more informed choices aligning this to the national programme. 

 Increase the number of training posts within primary care. 

 Oversee and facilitate the implementation of models of primary care and encourage 
collaborative working. 

 Deliver a programme of best utilisation of primary care premises. 

 Facilitate the development of metrics to measure quality outcomes for 7 day service and 
urgent care provision.  

 Support use of the friends and family test 

 Encourage use of support programmes to facilitate productivity and access. 

Overseen through the following governance arrangements: 
 The primary care strategic framework will be supported by the Medical 

and Commissioning Team within the Area team.  

 The approach taken will be to ensure there is a director lead for each 
work stream that will ensure their area of work and plan of action is 
implemented. 

 The overall responsibility for the programme of work will remain with 
the area teams Medical Director and the Primary Care Strategic 
Oversight Board.  

 A number of work areas will be the focus of a programme plan for the 
primary care strategic framework. 

Objective 7: Transformation 
Work with key stakeholders 

to deliver system change and 
new models of primary care 

System values and principles 

NHS Constitution 2013/Everyone Counts 2014/15-2018/19/High Quality care 

for all 2008 
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2016/19  

 Support implementation of digital technology for access and care. 

 Develop, maintain and improve NHSE workforce. 

 Demonstrate learning from friends and family test. 

 Continue to ensure patient voice is integral to procurement of services.  

 Ensure contractor groups are demonstrating ability to work at scale in primary care. 

 Ensure all four contractor groups are working together to deliver quality primary care. 
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4. Introduction to our Strategic Plan 

A strategic plan differs from an operational plan in many ways; it should be focussed and 

describe in a motivating manner, an organisational direction and a set of aspirations for all those 

organisations which have signed up to it. It describes to those external to the system what the 

system plans to achieve in a way that informs and engages. It provides the basis for further 

detailed planning and should stimulate change in a system, which can then be continuously 

improved and not be satisfied having reached a finite endpoint. That said, a strategic plan must 

also be realistic and attainable, to allow those within the system to understand and align with the 

strategic vision whilst working at all operational levels. 

 

A strategic plan forms the cornerstone of any planning process; it sets a vision, a series of 

ambitions and a framework against which an operational plan can be developed.   

 

Our strategic plan for ‘Quality Improvement in Primary Care’ includes the following elements: 

 A long term strategic vision 

 Current challenges facing the system 

 An assessment of the current state of affairs 

 A clear set of objectives, which include those locally  

 A series of interventions that when implemented move the health system from the 

current position to achieving the objectives and implementing the vision 

 

Our strategic plan needs to be tested against the six characteristics of a sustainable health and 

care system outlined below, ensuring that it reflects the needs of local citizens, the conclusions of 

local Call to Action4 conversations and in due course is informed by modelling tools  

 

Table 1: The six characteristics of a sustainable health and care system5  

1 Safety: avoid injuries to patients from care that is intended to help them. 

2 Timeliness: reduce waits and sometimes harmful delays for both those who receive 
care and those who give care. 

3 Effectiveness: provide services based on scientific knowledge to all who could 
benefit and refrain from providing services to those not likely to benefit (avoid 
underuse and overuse, respectively). 

4 Efficiency: avoid waste, including waste of equipment, supplies, ideas, and energy. 

5 Equity: provide care that does not vary in quality because of personal characteristics 

                                                
4
 The NHS belongs to the people – a call to action 2014 

5 Prof Robert M. Mayberry, MS, MPH, PhD, David A. Nicewander, MS, Huanying Qin, MS, and David J. Ballard, MD, PhD 

 (Bayl Univ Med Cent). Apr 2006; 19(2): 103–118. Improving quality and reducing inequities: a challenge in achieving best 

care 

 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Mayberry%20RM%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Nicewander%20DA%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Qin%20H%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ballard%20DJ%5Bauth%5D
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such as gender, ethnicity, geographic location, and socioeconomic status (SES). 

6 Patient-centeredness: provide care that is respectful of and responsive to individual 
patient preferences, needs, and values, ensuring that patient values guide all clinical 
decisions. Substantial improvements are achievable in all six dimensions of health 
care quality. The aim of equity is to ensure quality care benefits for all, based on 
individual need, and to ensure that quality of care does not differ because of race, 
ethnicity, or other personal characteristics unrelated to the patient's condition or 
reason for seeking care. 

 

The structure of this plan is intentionally described in 2 sections:  

1. The contribution of improvements in the quality of primary care which are necessary to deliver 

a system wide description of what the health economy should look like in five years from now. 

Where are we now, what is our end state and therefore, how will we develop our trajectory? 

2. CCG plans:  specific narratives and plans on a page describing how each health and social 

care economy would reach this desired state through a high level road map that captures the 

high impact interventions planned within the health and social care economy.   

 

Going forwards, the strategy at both locality and wider conurbation levels will continue to evolve, 

following on-going development in health and social care and emerging population health needs. 

While the strategic narrative takes the form of a template, it must not be seen in isolation, but it 

must relate to, and underpin, the five year plans submitted in related templates covering finance, 

activity and outcomes. 

(In order to reduce duplication we will reference the availability of material elsewhere where it is 

appropriate to do so).  

 

Our overall approach to the strategy is  

shown below. (Figure 1)6 

 
 
 
 
 
  

                                                
6
 www.england.nhs.uk/about/imp-our-mission/ 



 

 10 

5. Executive Summary  
Welcome to our Strategic Plan for Primary Care in Birmingham, Solihull and the Black Country 

(BSBC). Despite the significant pressures the NHS is under and the threat to its sustainability if 

we continue to practice and function as we do now, we truly believe that there is an exciting 

opportunity to transform the way in which we deliver healthcare to our population. Not only will 

this make the system sustainable and address the demands placed upon it, but it will more 

importantly improve the quality of healthcare we deliver.  

 

When it comes to patient care, quality comes first, as reinforced in recent reports such as those 

from Francis7 and Berwick8.  Therefore, a shared vision on quality improvement will enable us, as 

a wide group of stakeholders in health and social care, to collectively deliver. Putting anything but 

quality first, risks settling for poorer quality of health services and therefore inferior health 

outcomes, which we must not accept.  

 

Primary care is responsible for preventing ill health at all ages (so that we can stay at school, 

work and retire healthy), providing early diagnosis and treatment, managing on-going mental and 

physical health needs and helping recovery from episodes of ill health and injury. Through close 

working with social care and allied agencies including third sector partners, there is a real 

possibility that primary care can influence health outcomes, which are improved in the main not 

by health services, but by social determinants and social factors beyond the reach or influence of 

traditional health systems. The BSBC AT and CCGs as co-leaders and co-commissioners in 

primary care, have a unique opportunity afforded by the Health and Social Care act9 to truly 

catalyse integrated planning, coordinated delivery and share a divided responsibility for health 

outcomes. The BSBC AT of NHS England is fully committed to the principles of the NHS and 

sees our core function as commissioning high quality health services. Our aim over the next five 

years is to work with our partners to deliver improved health outcomes for the population served 

by BSBC. 

 

We are faced with significant challenges but must not lose sight of the vast amount of work that is 

undertaken already on a day to day basis in primary care and beyond. Our current state of 

provision has been the result of decades of progress and development. Our strategic framework 

for the next five years is aimed at building upon previous good work whilst challenging all areas 

that need improvement in a climate which couples harsh economic constraint in an era which: 

lives and demands services real-time 24/7, provides and develops information technology at an 

                                                
7
 Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry: Robert Francis QC 2013  

8
 A promise to learn – a commitment to act: Improving the safety of patients in England 2013 

9
 The Health and Social Care Act 2012 
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incredible pace, accommodates a population which grows and ages simultaneously and finally, is 

reluctant to tolerate poor or inequitable health outcomes.  

 

This strategic framework is aimed at improving the lives of the patients we serve. It has been 

developed through wide engagement with patient groups, local authorities, healthcare staff and 

CCGs. There is no simple, correct or incorrect strategy. We have identified, through engagement 

a wide range of issues that affect our local population, of which we are a part. 

 

Our focus is intentionally not limited to physical illness and wellbeing. Mental and physical health 

often coexist and collaborate to influence health outcomes, so we shall ensure they are each 

afforded parity of esteem. The framework identifies work to be done across a broad range of 

domains; improving infrastructure, learning better to listen and act, improving accessibility and 

using IT and data wisely to revolutionise and transform the ways in which healthcare is delivered.  

 

We are reminded at every step that patients must form the core of what we do. No decision about 

me without me10. Each and every one of us in BSBC should be able to influence healthcare 

service design and delivery to ensure it is acceptable, accessible and ultimately, that we acquire 

it to good effect. The Commissioning team for BSBC with our CCGs, are committed to shaping 

excellent primary care services as part of a drive to shape the health and social care system to 

be fit for purpose going forwards. The primary care component encapsulates primary care across 

general medical practices, community pharmacy, dentistry and optometry (eye care) and 

partnerships across the health and social care spectrum to catalyse the delivery of excellent 

health outcomes and reduced health inequality for our diverse population.  

 

This Primary Care Commissioning Strategy identifies how primary care will be different in the 

future and how we will endeavour to improve the quality of primary care to serve the needs of our 

population. If we succeed, it will demonstrate the following 6 key features: 

1. Proactive co-ordination of care (or anticipatory care), that is planned together with people, 

particularly people with long term conditions and more complex health and care problems. 

2. Holistic care: working with people as partners in their care to plan their physical, mental 

and social needs in together. 

3. Ensuring fast, responsive access to care and preventing avoidable emergency 

admissions and A&E attendances. 

4. Promoting health and wellbeing, reducing inequalities and preventing ill-health and illness 

progression at individual and community level. 

                                                
10

 Liberating the NHS: No decision about me without me 2012 
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5. Personalising care by involving and supporting patients, their carers and supporters fully 

in managing their own health and care. 

6. Ensuring consistently high quality and value of care, effectiveness, safety and patient 

experience. 

We look forward to the challenges ahead and more importantly, being able to meet them and 

exceed expectations. I do hope you will take the time to read the detail in our strategy, contribute 

to it as it evolves and most importantly benefit from it should you interact with our services. 

 

 

 

 

Wendy Saviour 

Director, BSBC AT
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6. Our five year vision & end point 

For a patient, we will deliver the best possible and most compassionate care, at the right time, in 

the right place. Our vision is to ensure we are: 

Delivering better care and improved outcomes for our patients 

and our population at all times. 

 

At a population level, if we succeed, in five years’ time our population will benefit from the 

following: 

 Health inequalities will be reduced. 

 Health outcomes will improve. 

 Patient experience and patient safety will improve. 

 More standardisation and as a consequence, less unwarranted variation in healthcare 

delivery in primary care and beyond. 

 Easily identifiable integrated care solutions involving multiple stakeholders including primary 

care, secondary care, local authorities, the third sector and any other agencies required to 

deliver best care and improved outcomes in a patient-centric system.  

 Better value healthcare delivery for the taxpayer. 

 A workforce which is not only fit for purpose, but one which has prevention and population 

health as its core values.  

 Premises which are fit for purpose in primary care, with improved access for patients and 

reduced pressure on acute sector services so that acute sector resource is more 

appropriately used.  

 

Our plan outlines 7 system objectives: 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Overarching Objective 1: Quality 

To continuously improve quality in primary care through the six system objectives 

 

T Objective 2: 

Populations 

 

To improve 

health outcomes 

and reduce 

health 

inequalities 

Objective 3: 

Patients 

 

To improve 

patient 

experience, 

access and 

satisfaction 

Objective 4: 

Processes 

To improve 

quality of 

primary care via 

contracting and 

regulating 

processes 

Objective 5: 

Workforce 

To develop a 

sustainable 

workforce to 

enable delivery 

of quality 

primary care 

Objective 6: 

Premises 

 

To improve the 

estate in which 

we provide 

primary care 

 

 

Objective 7: 

Transformation 

Work with key 

stakeholders to 

deliver system 

change and new 

models of 

primary care 
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Primary care represents the cornerstone of the NHS and GPs are best placed to orchestrate the 

required revolution in healthcare and meet the aspirations of the NHS Outcomes framework.  

Our plan aligns with the NHS mandate11, the Outcomes Framework (figure 2)12 and the NHS 

Ambitions. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5 offers from ‘Everyone Counts: Planning for patients 2013/14’13  

Offer 1 NHS services 7 day per week 

Offer 2 More transparency more choice 

Offer 3 Listening to patients and increasing their participation 

Offer 4 Better data, informed commissioning, driving improved outcomes 

Offer 5 Higher standards and safer care 

 
 
The 7 NHS ambitions from ‘Everyone Counts: Planning for patients 2013/14’14 
 
Table 2 – NHS Ambitions 

Ambition 1 Securing additional years of life for your local population with treatable 
conditions 

Ambition 2 Improving the health related quality of life of people with one or more 
long term conditions 

Ambition 3 Reducing the amount of time people spend avoidably in hospital 
though better and more integrated care in the community, outside of 
hospital 

Ambition 4 Increasing the proportion of older people living independently at home 
following discharge from hospital 

Ambition 5 Increasing the number of people having a positive experience of 
hospital care 

Ambition 6 Increasing the number of people having a positive experience of care 
outside hospital, in general practice and in the community 

Ambition 7 Making significant progress towards eliminating avoidable deaths in our 
hospitals caused by problems in care 

                                                
11

 The NHS Mandate 2013 
12

 The NHS Outcomes Framework 2012 
13

 Everyone Counts: planning for patients 2013/14 
14

 http://www.england.nhs.uk/everyonecounts/ 

http://www.england.nhs.uk/everyonecounts/
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7. Context and background 

7.1 Who we commission  

The BSBC AT holds responsibility on behalf of NHS England to commission Primary Care, Public 

Health and Specialised Services.  

 The Area Team covers: A population of over 2.4 million. 

 7 Clinical Commissioning Groups. 

 6 Local Authorities each with a Health and Wellbeing Board.  

 24 Local Professional Committees across the four contractor groups.  

 3 Local Professional Networks for pharmacy, eye health and dental.  

 2 Commissioning Support Units (Greater Midlands and GEM).  

 Responsibility for the Specialised commissioning team for the West Midlands 

 Responsibility for the West Midlands Clinical Senate. 

 Responsibility for the West Midlands Strategic Clinical Network which covers, but is 

not limited to, four key areas: cancer, cardiovascular, maternity and children's and 

dementia and neurological conditions.  

The BSBC AT is responsible for one of the highest total number of primary care 

contractors with 2083 contracts. 

 476  GP contracts  

 Eye health contracts: 342  mandatory and 227 additional contracts  

 380  Dental contracts  

 658  Community Pharmacy contracts  

 10 secondary care dental contracts  

 1 dental hospital based in Birmingham  

Figure 3: Our Stakeholders 
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7.2 Geography  

 

 

 

 

 

 

 

Figure 4: Our geographical area for the BSBC Area Team  

The BSBC AT is part of the West Midlands region and is the second largest conurbation in 

England with a geographical area of 763 square km. It has the smallest geographical boundary of 

any Area Team which therefore results in a high population density. It comprises of six 

metropolitan districts; Birmingham, Solihull, Sandwell, Walsall, Wolverhampton and Dudley. 

General practice is supported by seven CCGs; Birmingham Cross City, Birmingham South 

Central, Sandwell and West Birmingham, Solihull, Walsall, Wolverhampton and Dudley. 

 

Population demography  

BSBC has a population of 2,420,70015 within which there is a large BME (black and minority 

ethnic) population. In Birmingham for example, 67% of the population is of a white European 

ethnicity compared to 92% in Dudley. Birmingham has a mean age of 36 years, whilst Solihull 

has a mean age of 42 years.  

Table 3: Our population numbers across the BSBC Area Team  

Geographical Area Population Size16 

Birmingham 1,074,300 

Dudley 312,900 

Sandwell 308,000 

Solihull 206,700 

Walsall 269,300 

Wolverhampton 249,500 

 
 

 
 

                                                
15

 2011 Census 
16

 2011 Census 
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         7.3 Health Needs  
 
Our Joint Strategic Needs Assessments demonstrate that health needs across BSBC align to 

deprivation. Table 4 below outlines the index of multiple deprivation (IMD) mean score for each 

CCG compared to the national average17:  

 

Table 4: IMD scores for each CCG across the BSBC Area Team 

CCG IMD CCG Mean National Average 

Birmingham Cross 
City 

40.10 22.69 

Birmingham South 
Central 

39.29 22.69 

Dudley 26.33 22.69 

Walsall 35.00 22.69 

Wolverhampton 37.19 22.69 

Sandwell and West 
Birmingham 

40.68 22.69 

Solihull 18.74 22.69 

 

There is a varied picture of deprivation across and most geographical areas reflect the diversity 

of their population. Sandwell and West Birmingham CCG and Birmingham Cross City CCG show 

the highest rates of deprivation with approximately two thirds of their population demonstrating 

high or very high deprivation. 

 

The seeds of health inequity are income, education and deprivation, and they are often sown 

early in life. Good primary care, education and housing are the backbone of good health 

outcomes, which is why work on social determinants with our local authority partners is essential. 

Social determinants of health and disease are complex and multifactorial in their aetiology, which 

necessitates influencing agencies beyond health and social care if we truly aspire to ameliorating 

health inequalities. CCGs however, now have an opportunity to share forums with these 

agencies and catalyse those actions required to influence health inequality.  

 

Life expectancy is the average number of years a person would expect to live based on 

contemporary mortality rates. It is calculated from deaths from all causes and mid-year 

population estimates, based on data aggregated over a three year period. Nationally, life 

expectancy for men is 79.2 years and for women 83 years (figure 5) Within BSBC, only Solihull 

and Dudley have life expectancy figures similar to or better than the national average. The other 

four local authority areas have life expectancy figures below those of national and regional 

averages (figure 5). 
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Figure 5: Life expectancy for men and women for local authority areas within BSBC AT 

compared to national and regional averages 2010-2012.18  

 

Obesity and smoking are two factors that contribute to increased health risks for our population. 

They are two of the most significant drivers of health inequality from a health perspective which 

we can tangibly influence through good primary and secondary healthcare and good public 

health level interventions. The highest rates of obesity in England are reported in the West and 

East Midlands. Within the AT boundaries, Birmingham (23%) and Wolverhampton (29%) have 

the highest rates of obesity. Without appropriate interventions, these figures are likely to rise. 

Over two-thirds of adults within BSBC have excess body weight (BMI ≥ 25 Kg/m2) with some 

variation across local authorities (figure 6). The long term health risks of obesity are clear. It is 

estimated that obesity reduces life expectancy by between 3-13 years.  

 

Figure 6:  Prevalence of overweight and obesity by local authority across BSBC AT 2012/13
19
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 ONS mortality data and mid-year population estimates 
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Figure 7: Prevalence of smoking by local authority compared to England and West Midlands 

2012/2013
20 

Smoking is the biggest cause of death and illness in the UK and it is the primary reason for the 

gap in life expectancy between rich and poor. Percentages of the population that smoke varies 

across BSBC with Birmingham (20%) and Sandwell (29%) having the highest percentages. 

Whilst we often limit our focus to smoking when it comes to tobacco use, if we are truly going to 

address health inequality, we must focus on alternative forms of tobacco use too e.g. smokeless 

tobacco ingestion which is linked not only to cardiovascular disease but oral cancer too. Such a 

breadth of appreciation and knowledge is essential in our quest to reduce health inequality. If we 

are to deliver equity of health outcomes, we must be prepared to sometimes deliver a different 

and tailored range of services across the population to meet its needs. 

Smoking in pregnancy has serious health effects for the mother the baby, including low weight 

babies, premature birth and neonatal death. Rates of smoking among pregnant women remain 

high in some local authority areas e.g. Wolverhampton and Walsall (figure 8). 

 

 

Figure 8: 

Smoking status 

as % (±95%CI) 

of women who 

smoke at time 

of delivery 

2012/201321 
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Indeed, both low birth weight and infant mortality rates in BSBC (and the West Midlands in 

general) remain significantly higher than the average for England (figure 8). Intensifying our 

efforts at reducing smoking among pregnant women (and the wider population) will save the lives 

of mothers and neonates and resources. 

 

Figure 9: Three-year (2010-2012) rolling average infant mortality rate across BSBC 

compared with West Midland and England22. 

 

Alcohol is the main cause of liver disease nationally. Under 75 mortality disease from liver is 

generally high in the BSBC. With the exception of Solihull (15.8 in men, 11. 6 in women, deaths 

per 100,000) all LAs experienced higher under 75 mortality from liver disease compared to the 

national average (23.7 in men, 12.6 in women). Wolverhampton experienced the highest under 

75 mortality from liver disease (39.2 per 100,000) among men while Sandwell (25 per 100,000) 

has the highest 

among women.  

 

Figure 10: Directly 

standardised under 75 

mortality rate from liver 

disease23 
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Four LA areas within BSBC have some of the highest incidence of tuberculosis in the country: 

Birmingham (35.7), Sandwell (39.5), Wolverhampton (33.1) and Walsall (19.2) per 100 000 

population (figure 11). These rates are even higher within certain ethnic groups e.g. Black 

African, Pakistani and Indian groups as well as among East European immigrants and the 

homeless. It is therefore important that awareness is maintained among clinicians to have a low 

index of suspicion when patients present to them - thinking TB. 

 

Figure 11: Incidence of TB by LA within BSBC compared with West Midlands average in 

201324 

 

Health outcomes are influenced not only by physical health indices, but by mental health 

parameters too. Good mental health and resilience are fundamental to physical and social 

health. Our population has a variation of mental health needs too. The 2012/13 Annual 

Population Survey25 suggests varying self-reported health (expressed as a satisfaction score) 

across BSBC. Low satisfaction scores (4.2 – 7.3% of adults) were not significantly different from 

the national average of 5.8%. High anxiety scores were also similar to the England average but 

a higher ‘low-worth’ score (6.2%) was reported in Birmingham (national average 4.4%). The 

‘Low happiness score’ was reported to be higher in Sandwell – 14.4% of adults in Sandwell 

compared to 10.4% for England, had low levels of happiness. However, rates of suicide for men 

and women across BSBC are similar to those of England and the West Midlands. 

 

The NHS Health Check programme26 aims to help prevent heart disease, stroke, diabetes and 

kidney disease. Adults aged 40 -74 years, who have not already been diagnosed with one of 

                                                
24

 PHE Enhanced Tuberculosis Surveillance (ETS) 
25

 Office for National Statistics 
26

 www.healthcheck.nhs.uk/  

http://www.healthcheck.nhs.uk/
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these conditions, are invited once every five years to have a check to assess their risk of heart 

disease, stroke, kidney disease and diabetes and are given support and advice to help them 

reduce or manage that risk. A high take up of NHS Health Checks is important to identify early 

signs of poor health leading to opportunities for early interventions. Figure 12 shows the uptake 

of the programme across BSBC; aside from Walsall all LAs are performing below national 

average uptake. Patronising the health check will lead to substantial cost savings in the long 

term. 

 
 

Figure 12: Take up of NHS Health Check programme by those eligible27 
 

Setting aside health inequalities, we also reside over an unwarranted variation in service delivery. 

Using NHS England tools it is noted that BSBC also has a substantial unwarranted variation in 

several areas e.g. influenza vaccine uptake (table 5) which ranges from 20% to 90% and optimal 

management of diabetes (HBA1c) (Figure 13) which ranges from 37% to 95%, variation in falls, 

and cardiovascular outcomes to name but a few. 

 

 

Figure 13: The use of all nine 

care processes as part of 

Diabetes care, across BSBC 

28  

 

                                                
27

 www.healthchecks.nhs.uk/  
28

 NHS Diabetes Atlas of Variation 2012 

http://www.healthchecks.nhs.uk/
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CCG  
Total 

number of 
practices 

65+ At-risk groups Pregnant women 

60%+ 75%+ 60%+ 75%+ 60%+ 75%+ 

Birmingham 
Cross City 114 108 40 27 5 11 4 

Birmingham 
South Central 44 43 20 11 1 2 0 

Sandwell & 
West 

Birmingham 45 43 21 16 2 5 1 

 

Table 5: The number of general practices achieving Influenza Vaccine uptake of 60%+ and 

75%+29 

 

In summary it is clear that whilst we have health inequalities at a population level to tackle, there 

are also significant areas of unwarranted variation in service provision we must address in order 

to enable us to effectively arm ourselves to address health inequality. It is within our gift to reduce 

unwarranted clinical variation as a priority and if we can do this, it will make our aspiration to 

reduce health inequality more realistic. 

 

 

 

 

 

  

                                                
29

 Birmingham Public Health Information Team (2013) 
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7.4 Our Organisation  

 

 
 
 
 
 

7.5 The BSBC Area Team Governance Structure  
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8. The case for change: our challenges 

Nationally a number of issues are emerging which necessitate a transformation in the 

healthcare system: 

 An ageing population  

 Increasing patient demand 

 Increasing patient expectation  

 Economic constraints  

 New treatments and technologies  

 

Additionally, our AT has a number of significant issues which must be acknowledged and 

addressed in the context of system change. We have challenges in quality and health inequality 

which we aspire to resolve. These areas of significant concern are multifactorial in origin and 

there are no simple solutions to addressing them. If there were, our predecessor organisations 

would have addressed them by now. However, there are some important areas when it comes to 

quality and provision which we must not shy away from: 

 

 Poor patient experience: A deterioration in patient satisfaction in General Practice as reported 

by the National Patient Survey.30 Significant variation in the quality of and access to primary 

care as measured by NHS England Tools 

 Performance concerns: At an individual level, we have significant numbers of performers with 

whom there are performance concerns. At a practice level, we have the second highest 

number of General Practice outliers in England (57) in the National Primary Medical Services 

Assurance and Quality Improvement Framework31.  

 Workforce: We have an unsustainable workforce with a high percentage of doctors in the age 

bracket for retirement with local reports of significant difficulties in recruitment and retention. 

Put simply, our workforce in its current shape and form is not fit for purpose if we are to meet 

healthcare needs and our aspirations. 

 Premises: We have significant numbers of practices with outstanding needs for work or 

redevelopment 

 

We shall address each of these categories in turn. 

  

                                                
30

 GP National Patient Survey 2013 
31

 www.primarycare.nhs.uk  

http://www.primarycare.nhs.uk/
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9. Our ambitions & objectives  

9.1 Overarching Objective 1 – Quality 

 

What do we know? 

We are committed to putting quality at the heart of primary care services. In collaboration with 

organisations across healthcare, NHS England has established the National Network of Quality 

in Primary Care to promote quality in primary care and define what good looks like. The Network 

will gather evidence and best practice to inform policy. High quality data and information are at 

the heart of improvements for patients. Put to good use, openly and transparently, good data will 

support our focus on the individual, improve productivity and empower patients and clinicians to 

transform local services. 

 

Where are we now?  

 Quality concerns currently manifest as:  

o Suboptimal health outcomes 

o Poor patient experience: In BSBC, patients registered with GPs appear to be the least 

satisfied across the Midlands and East region. For the period July 2012 to March 2013 

our AT had 21% of responses significantly below the national average.32 

o Patient safety concerns:  At a practice level, we have the second highest number of 

General Practice outliers in England (57) in the National Primary Medical Services 

Assurance and Quality Improvement Framework33 

o Health inequality which is contributed to by the health system in terms of unwarranted 

variation in the quality of healthcare and inequality in healthcare provision. The 

National Primary Medical Services Assurance and Quality Improvement Framework 

shows variation in primary care for the management of diabetes, emergency hospital 

admissions and prescribing, just a sample of the areas where there is wide variation in 

provision and outcome34.  

o Sustainability: in the AT the number of GPs per 1000 patients is below the national 

average, 43% of GP practices have 2 or less GPs and a significant number of GP 

premises are of poor quality.35   

 

Where do we want to get to in five years and how will we know we have achieved that? 

                                                
32

 GP National Patient Survey 2013 
33

 www.primarycare.nhs.uk  
34

 www.primarycare.nhs.uk 
35

 HSCIC 

http://www.primarycare.nhs.uk/
http://www.primarycare.nhs.uk/


 

 27 

Citizen participation and  
empowerment – domain 4  

Work in partnership with Patient 
and Citizen Leaders to  

co-produce integrated work plans 
to  implement compassion in 

practice.  
In response to Francis to promote a 
culture of openness, transparency 

and candour linked with more 
effective primary care complaints 

management. 
  

Safety Collaboratives – domain 5 

To champion the primary care 
contribution to NHS England Safety 

Collaboratives in response to the 
Berwick challenge. To develop 

primary care capability for safety 
improvement. To foster a culture of 
learning, supporting staff to deliver 
consistently safe care and focusing 
on actions that make the biggest 

difference to patients. 

Driving improved access to 
consistently high quality safe 

interventions, better outcomes and 
positive experiences of primary 

care - domains 1-5 

Safeguarding – domain 4 

To use the established AT joint 
safeguarding forum as a mechanism 

for system wide learning from 
SCR/DHR.  To work with senates to 
enhance the credibility and impact 

of parity of esteem work 
programmes. To promote 

technology enabled training for GPs 
enhanced with scenario based 

learning reflecting local priorities. 

Profiling quality and safety across 
primary care – domains 1-5 

Intelligence sharing to establish 
baseline data profiles for quality. 

Comprehensive and systematic data 
triangulation to drive pro-active 

identification of concerns, robust 
decision making and targeted 
quality improvement, Agree 

collaborative improvement plans 
with stakeholders.    

Modern models of integrated care 
– domains 1-5 

To promote models driven by 
prioritising patients and informed 

through learning from Francis, 
Berwick and Winterbourne. Focus 
on 7 day working and urgent care 

pathway redesign. New GMS 
contract driving more personalised 
and integrated care, risk profiling 

and named GPs for people over 75. 

We expect to demonstrate improvements in all areas of quality, including the five domains of the 

NHS outcomes framework36 and the five offers from ‘everyone counts: planning for patients’37  

 

What do we need to do?  

Metrics will be developed in the following domains of quality at a national level and we will adopt 

these metrics: 

 Patient access and experience; 

 Process data; 

 Outcomes, including: use of other services; and effectiveness including morbidity and 

mortality. 

 Patient safety including high risk areas such as: transitions and handovers of care; 

medicines optimisation; and safe use of interventions. 

 

Figure 14: Outlines how we will put 

people at the centre of 

primary care improvement 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

                                                
36

 NHS Outcomes Framework 2012 
37

 Every Counts: Planning for patients 2012/13 
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9.2 Objective 2 – Populations: Addressing health inequality 

 

What do we know?  

BSBC AT is committed to reducing health inequalities and advancing equality, with due regard to 

the elimination of discrimination, the promotion of equality of opportunity and the fostering of 

good relations in accordance with the public Equality Duty of the Equality act 2010. 

 

Evidence tells us the following facts38:  

 Half of the burden of illness in developed countries is associated with the four main 

unhealthy behaviours; smoking; excessive consumption of alcohol; poor diet and low levels 

of physical activity.  

 Around 70% of adults in England currently engage in two or more of the main unhealthy 

lifestyle behaviours.  

 Life expectancy is directly correlated with the number of unhealthy lifestyle behaviours a 

person engages in.  

 People who engage in all four unhealthy lifestyle behaviours live an average of 14 years 

less than those who engage in none. 

 Higher numbers of risky lifestyle behaviours tend to cluster around lower socio-economic 

groups and evidence suggests that whilst higher socioeconomic groups are increasingly 

engaging in fewer unhealthy lifestyle behaviours, that trend for people from lower 

socioeconomic groups is much less apparent, thus widening the inequalities gap.  

 

Where are we now? 

Healthy life expectancy at birth is the average number of years a person would expect to live in 

good health based on contemporary mortality rates and prevalence of self-reported good health. 

Across BSBC, there are difference in healthy life expectancy with some areas (Birmingham, 

Sandwell, Walsall and Wolverhampton) experiencing significantly lower averages than the 

England average. These same areas have higher levels of unhealthy behaviours and lower life 

expectancy, in general. Figure 15 shows the disparities in healthy life expectancy across BSBC 

compared with England and the West Midlands averages. 

                                                
38

 EPIC 2011 
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Figure 15: 

Disparities in 

healthy life 

expectancy 

across BSBC 

compared with 

England and the 

West Midlands 

averages 

 

 

 

The highest rates of obesity in England are reported in the West and East Midlands. Within 

BSBC, Birmingham (23%) and Wolverhampton (29%) have the highest rates of obesity across 

the patch. The long term health risks of obesity are clear, it is estimated that obesity reduces life 

expectancy by between 3-13 years. 

 

Smoking is the biggest cause of death and illness in the UK and it is the primary reason for the 

gap in life expectancy between rich and poor. Percentages of the population that smoke vary 

across BSBC with Birmingham (20%) and Sandwell (29%) having the highest percentages. We 

have little information on the use of other forms of tobacco, which will drive inequalities such as 

oral cancer prevalence. However, working across contractor groups such as dentistry, we can 

collectively optimise our impact on tobacco use as part of a wider tobacco control strategy. 

 

Where do we want to get to in five years? 

BSBC AT is committed to moving towards parity of esteem, making sure that we are just as 

focused on improving mental health as we are on physical health and that patients with mental 

health problems do not suffer inequalities, either because of the mental health problem itself or 

because they then do not get access to or acquire the best care for their physical health 

problems. The CCGs in BSBC have programmes that aim to deliver equal value for mental and 

physical health. These programmes includes work to deliver our mandate commitments on 

Improving Access to Psychological Therapies (IAPT), improving diagnosis, treatment and care of 

people with dementia and improving crisis care and waiting time.39   

 

                                                
39

 http://www.england.nhs.uk/ourwork/qual-clin-lead/pe/di/   

http://www.england.nhs.uk/ourwork/qual-clin-lead/pe/di/
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We set out SMART (specific, measurable, achievable, realistic and time-bound) objectives for 

delivery of our services. A significant reduction in inequalities in care and health outcomes should 

be observed in the next five years. The aim will be to breech the gap in care between different 

groups, by identifying and targeting disadvantaged groups, reduce clinical variation across BSBC 

and improve outcomes to national standards, so that the population can enjoy longer and 

healthier lives. We shall increase healthy life expectancy by 2 years within the next five years. 

 

What do we need to do?  

The Kings Fund (2013) identified the 10 most cost effective interventions which commissioners 

could consider and combined these interventions with the five most cost effective interventions 

recommended by the National Audit Office and the Public Accounts Committee report into Health 

Inequalities. Across all these interventions commissioners need to consider:   

 Prevention: Evidence from the World Health Organisation demonstrates that a focus on 

cardiovascular disease factors in terms of prevention results in prevention of a wide range 

of diseases, with resultant improvement in not only cardiovascular health, but also 

prevention in the areas of respiratory, mental, gastrointestinal, cancer, urological, 

neurological (including dementia) and endocrine areas. This justifies a concerted attempt to 

deliver NHS Health Checks to the population: 

o We will work with our local authority colleagues who commission these checks to 

optimise NHS Health checks to see if we can add value in terms of screening for atrial 

fibrillation to prevent stroke and screening for and preventing dementia. 

o We will identify the evidence base and areas of good practice which tell us that 

enabling access to NHS Health checks at an earlier age for populations prone to health 

inequality is beneficial e.g. earlier identification of diabetes in the south Asian 

population.  

o We will monitor operational delivery of NHS Health checks at CCG and practice level, 

with intervention where delivery is suboptimal. We will ensure that not only is the NHS 

health check delivered, but individuals benefit from the outcomes either in terms of 

supporting behavioural change or providing medical intervention where appropriate. 

o We will support the national initiative, ‘Making Every Contact Count.’  

 Standards in non-communicable diseases (NCDs) management: More systematic and 

proactive management of NCDs to a set of national standards e.g. from National Institute 

for Health and Care Excellence (NICE) – this will improve health outcomes and 

commensurately reduce inappropriate use of acute hospitals: 

o We will ensure that across BSBC, our clinicians are aware of the standards we expect 

where the evidence base and national policy are clear.  
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o We expect to meet at least the minimum standards of care and where we do not, we 

will strive to identify why we do not and seek to address that.  

 Patient empowerment: patients are arguably the greatest untapped resource within the 

NHS.40 The active engagement of patients is a common thread through all 10 interventions.  

 We will continuously monitor levels of patient engagement at practice, CCG and AT levels. 

 A population-based approach to commissioning: a key challenge for commissioners is to 

direct resources to patients and populations at greatest need and redress the ‘inverse care 

law’: 

o Clinicians must have a population based focus and public health colleagues must 

influence clinical commissioning. We will enable that focus, at CCG and AT levels 

through a focus on commissioning for health inequality and assuring for that. 

o We will challenge commissioning to ensure that we do not make the mistake of 

assuming that providing the same service to all patients and population will deliver 

similar outcomes. We must tailor services to address health inequality e.g. we will 

consider strategies to reduce not only smoked tobacco use, but smokeless tobacco use 

in BME communities in order to reduce the harmful effects of tobacco in primordial, 

primary and secondary prevention. 

 Integrated models of care: delivering on integrated care starts with integrated planning to 

facilitate coordinated delivery and develop an accountability which is divided between 

stakeholders:  

o We will ensure that realistic and aspirational plans for integrated care are developed 

and realised through the commissioning framework.  

o We will ensure that innovation such as ‘virtual’ integration through shared protocols for 

integrated teams and in some cases shared budgets and organisational integration are 

entertained as models for transformation.41  

o We will not settle for our current status quo, and our CCG plans (appendix 1-7) 

individually identify where significant development of integrated care is occurring.  

 

 

 

 

 

 

 

 
                                                
40

 Corrigan 2009 
41

 Ham et al 2011 
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9.3 Objective 3 - Patients  

 

What do we know?   

Patient experience has not improved across BSBC as a whole over recent years. In line with 

overall NHS satisfaction, it has worsened.42 

 

Around a quarter of patients have told us that they do not find it easy getting through to their GP 

surgery by telephone, and they do not describe their overall experience of making an 

appointment as good.43 An efficient telephone service is more convenient for patients, allows 

more people to be helped and also frees up face-to-face appointment slots for those who need or 

prefer them. 

 

There is strong evidence that a significant proportion of the urgent GP consultations can be 

handled over the phone, and that care that is provided is as good as, or better, than that which is 

received in face-to-face settings. We know that navigating the healthcare system, particularly out 

of hours, can be complex, difficult and varied in terms of patient experience. The initial 

conclusions of NHS England’s review of Urgent and Emergency Care44 are that the NHS must do 

better to help patients with urgent care needs to get the right advice in the right place, and that 

we must provide highly responsive urgent care services close to home so that people no longer 

choose to queue in Emergency Departments. Our current model for providing urgent and 

emergency care is not sustainable.  

 

Where are we now? 

Nationally the July 2013 National GP Patient survey of primary care showed45: 

 87% of patients rating their overall experience good, a fall of 1.5% since 2012.  

 76% of patients rated their overall experience of making an appointment as good, a 

reduction of 2.8% since 2012. 

Regionally, our Midlands and East region ranked 3rd out of 4 regions with a picture similar to the 

national decline in patient satisfaction. 

 

In BSBC, patients registered with GPs appear to be the least satisfied across the Midlands and 

East region. For the period July 2012 to March 2013 our AT had 21% of responses significantly 

below the national average46.  

                                                
42

 GP National Patient Survey 2013 
43

 NHS England - National Primary Medical Services Assurance and Quality Improvement Framework 
44

 NHS England’s review of Urgent and Emergency Care 2013 
45

 GP National Patient Survey 2013 
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Where do we want to get to in five years? 

Co-production of personalised care plans will be central to the delivery of truly high quality 

general practice 

 

All services will be procured only after the patient voice has been heard. Not only will we ask 

‘what is the matter with you?’, but ‘what matters to you?’ 

 

We will hear the voice of all parts of the population we serve and reach out to those who are 

traditionally defined as ‘hard to reach’ by being innovative and using alternative methodology. 

 

What do we need to do?  

We will publish an increasing range of information to support patient choice  

 

The Government and NHS England’s mandate47 have committed that patients who wish to do so, 

will have online access to their own records in general practice by April 2015. The new General 

Medical Services (GMS) contract requires all general practices to offer their registered patients 

online access to, as a minimum, the information held in their Summary Care Record. The Patient 

Online programme enables patients to access online the details held about them in their primary 

care records allowing them to make more informed decisions and choices about their care. 

 

We will improving the ease of making appointments, ordering repeat prescriptions and 

communicating securely with general practice, including through greater use of online services. 

 

We will make greater use of technology to support fast, responsive consultations (e.g. phone, 

email and video consultations). 

 

We will ensure that people who need urgent advice can see or speak to a GP or, as appropriate, 

a practice nurse on a same-day basis, through a more efficient approach to managing both 

general practice and out-of-hours services and improving integration between them. 

 

We will ensure greater availability of routine appointments at weekends, evenings and early 

mornings, so that people with busy working lives are not restricted to getting an appointment 

between 8.00am and 6.30pm on a weekday. The Prime Ministers Challenge fund will be key to 

enabling this.  

                                                                                                                                                                  
46

 GP National Patient Survey 2013 
47

 The NHS Mandate 2013 
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The views of patients will be incorporated into all new plans that affect patients across the local 

NHS. No decision about me without me48. 

 

We will work with Healthwatch to inform primary care programmes of work and ensure we 

identify patient experience for the entire cross section of our populations.  

 

We will undertake benchmarking with other area teams which have similar population 

demography and relish opportunities for shared learning.  

 

We will utilise data from the GP national patient survey and share this at the CCG/primary care 

interface groups in order to identify where we must focus to improve patient experience. We want 

to ensure that the patient voice is heard from all our population and that the voice is connected to 

those who need to hear. No voice should go unheard. We often state that some groups are ‘hard 

to reach’. That is not the case but we simply have yet to find a way to reach them. 

  

                                                
48

 Liberating the NHS: No decision about me without me 2012 
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9.4 Objective 4 - Processes: Contracting and Regulation 

 

What do we know?   

At present, our contracting frameworks are based in the main, upon activity and outputs, not 

outcomes. Systematic quality assurance is essential in all 4 contractor groups. We know that the 

main contractor groups could function more collaboratively for the benefits of patients, 

populations and the taxpayer. 

 

Where are we now? 

The current contracting framework in primary care is changing. The changes to the national GMS 

contract for 2014/15 have seen the retirement of a number of indicators in the Quality and 

Outcomes Framework. This was designed to free up time for GPs to focus on delivery of specific 

outcome measures and to provide targeted proactive support for older people and those with 

complex needs. 

  

In addition the ATs will be looking to review all of their PMS agreements in line with the national 

policy. This will give an opportunity to ensure alignment with national and local primary care 

strategies  

 

This approach is also echoed in the on-going dental pilots, which may lead to a reformed dental 

contract with a focus on prevention and dental health outcomes  

 

At an individual level, we have significant numbers of performers with whom there are 

performance concerns  

 

At a practice level, we have the second highest number of General Practice outliers in England 

(57) in the National Primary Medical Services Assurance and Quality Improvement Framework49.  

 

Where do we want to get to in five years and how will we know we have achieved that? 

Concerns: We want to act on concerns about practitioner performance, wherever those concerns 

arise and as soon as possible after they arise in order to best serve both patients and 

practitioners. This will be demonstrated by efficient and streamlined procedures for identifying 

practice or individual practitioner concerns and prompt investigation and action in an objective, 

fair and transparent manner. 
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Contracting: We want to support a system which enables contractual levers to be used most 

effectively to deliver great primary care with great patient outcomes and improved population 

health. We will contribute to development of contractual frameworks to support this vision. 

 

What do we need to do: Contracting?  

Co-commissioning: We will develop joint operational plans with CCGs to reflect a stronger focus 

on local clinical leadership and ownership, allowing more optimal decisions to be made at a local 

level through innovative ways of using resources.  

 

We recognise that to deliver the outcomes that we want for our population, the way primary care 

is delivered and contracted for should change. We are keen to explore a co-commissioning pilot 

with Dudley CCG to bring together our contracting of primary care with the CCG contracting of 

community care. This will enable an integrated model of delivery supporting the local Better Care 

Fund initiative; this will remove traditional boundaries between services by bringing together all 

population-based care into one set of integrated services based upon general practice registered 

patients; and will establish shared outcome measures for improved population health and 

wellbeing. Our shared intention with Dudley CCG will be to achieve a stepped change in how 

primary care systematically manages long term conditions to deliver healthy life expectancy: GPs 

are at the heart of this model, as the key co-ordinators of care; but to realise the full potential for 

improvement they need to be part of an integrated model of care which is commissioned by the 

CCG. 

 

Review of contracts: we will ensure all general practice contract providers meet essential 

requirements and will respond to unacceptably low quality of care and provider failure. We will 

align ourselves to the NHS England commitment to a single operating model for primary 

care
50

 – a “do once” right approach. In terms of practice visits, this means we will not 

duplicate inspection but ensure systems and processes enable identification and monitoring 

of quality in primary care. In year one, we will commence the first of a rolling cycle of contractual 

assessment of every practice. These assessments will be aligned to CQC and CCG reviews of 

practices in order to be most meaningful for providers and commissioners to ensure that patients 

receive the best outcomes. 

 

We will support and act on the outcomes of the newly established CQC regime of inspection in 

primary care. From April 2014, a programme of contract compliance visits will commence (all 

practices will be visited on a 3 yearly cycle as a minimum).  
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We want to explore all contractual levers to ensure that primary care evolves to match patient 

need. We will implement the use of national tools and frameworks to identify outlying practices 

and support targeted intervention in order to raise quality of primary care.  

 

Health needs assessments in eye and dental health are essential to address inequalities in these 

areas. We will develop these for our populations. 

 

We want to ensure that our contractors are trained to a suitably high standard and this is 

maintained throughout their careers. 

 

What do we need to do: Regulation?  

We will deliver the national system for appraisal and revalidation. We will however, ask 

appraisers and appraisees to ensure personal development plans ask how the individual will not 

only improve quality going forwards, but contribute to the delivery of organisational objectives 

and improvements in prevention and population health.  

 

We will review the arrangements of the Practice Screening Group (PSG) and Performance List 

Decision Making Panel (PLDP) to ensure concerns are being managed effectively and in a timely 

manner.  

 

We will implement emerging national frameworks such as the Performance Assessment Group in 

order to standardise the mechanisms for dealing with concerns. 

Performers concerns 

Concerns regarding individual performers can be identified through various routes at 

present.  These are: 

 Professional Bodies (GMC, GDC etc.) 

 From Internal Departments (Primary Care Contracting, Nursing and Quality) 

 From other external bodies (CCG, CSU, CQC, Acute Trusts, Practice, local council, 

Police, Dental Reference Officers) 

 Individuals (patient or carer complaints, self-referral, colleague concerns, 

whistleblowing) 

 

The Area team holds a weekly triangulation meeting between the Medical, Primary Care and 

Nursing & Quality Directorates to bring all of these concerns together and to discuss where the 

Area Team is presently in responding to them, if at all.  We are currently developing terms of 
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reference for this forum so that it serves its purpose of collating concerns and identifying the 

most appropriate route going forwards to address concerns e.g. to the Performance Screening 

Group (PSG) where decisions are made regarding formal action to be taken, referral to the 

Performers List Decision Panel (PLDP ) for formal Performers list action.  The PLDP can also 

make recommendations regarding individual performers and can suspend or place conditions 

on those practitioners where the evidence indicates that these steps are required. 

 

A national Performance Assessment Group (PAG) is being developed to ensure that a 

consistent approach is taken in relation to any individual performer issues that are identified and 

the way those issues are addressed and resolved.  Also a more efficient process will lead to 

improvements in dealing with issues and, therefore, will reduce response times, improve 

outcomes and prevent backlogs from developing. 

 

Practices in difficulty 

Practices in difficulty can be identified through the same routes as individual performers (see 

above).  Additionally, contract visits undertaken by Primary Care Contracting or the CQC are a 

valuable way of identifying issues before they develop into major concerns. The current NHS 

England dashboard can also be used to identify practices that are ‘red flagged’ and may be 

failing.     

 

Improvements will be required in relation to communication with other agencies that are visiting 

practices, especially the CQC and CCGs, which will enable concerns to be identified at an 

earlier stage and addressed before they become a major concern.   

 

Improvements in the accuracy and timeliness of data used for the NHS England dashboard will 

allow resources to be targeted more accurately.   

 

A reduction in the number of reactive interventions or serious issues would demonstrate an 

improvement in the identification and de-escalation of such issues at an early stage.  

 

Developmental issues with primary care concerns 

Complaints management: 

Complaints come from a variety of sources as highlighted in performer concerns. This is 

inevitable but results in heterogeneity in the way in which complaints are managed. We will aim 

to harmonise the way in which complaints are managed in primary care, with improved 

timelines for healthcare staff to respond to complaints handlers so that patients and carers can 

receive a good service with minimal delays. We will know our complaints handling has 
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improved when we see fewer, and hopefully no more, complaints regarding our complaints 

management process. Simply put, at present it is not good enough.  

 

Never Events and Serious Incidents (SI s): 

Sharing learning across health and social care: 

 We will collate information and analyses of Never Events and SUIs, respond to them 

and also share learning across the health and social care sectors via our quality reports 

generated from the Medical and Nursing Directorates.  

 We will establish the same rigour in identifying, reporting and responding to SIs and 

Never Events in primary care as we do in secondary care.  
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9.5 Objective 5 - Workforce 

 

What do we know? 

Primary Care as the cornerstone of 21st Century NHS working must have the right people, with 

the right qualifications, in the right place, in order for good quality clinical provision. We know that 

current workforce training is poor at producing individuals capable of delivering on parity of 

esteem for mental health patients and prevention. We will therefore not only have to educate and 

train the existing workforce, starting in targeted areas, but we will have to influence the training of 

future workforce in order to deliver on parity of esteem.   

 

We also know that our primary care medical workforce is ageing and demonstrates a 

demography which challenges our ability to meet the rising demands in primary care, particularly 

if we are to succeed in the level of transformation required to shrink acute sector utilisation. 

Whilst the GP workforce increased by 27% between 2002 and 2012, the Consultant workforce 

increased by 49% in the same period.  

 

Where are we now?* 

National evidence indicates that over 22% of GPs nationally were aged over 55yrs in 201051.  

Locally (table 6), the most recent HSCIC data, which covered predecessor PCTs in Birmingham, 

Solihull and the Black Country, demonstrated that  

 28.5% of the GP workforce was over 55 years (higher than the national average).  

 18% were aged over 60 years.  

 43% of our 476 practices had 2 GPs or less. 

 

*We acknowledge the limitation of the submitted data from HSCIC 
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Table 6: Workforce demography52 

 

The national average for the ratio of GPs to patients is 0.74 and therefore some of our areas are 

under-doctored. Sandwell and West Birmingham is significantly different. (Data sourced in July 

2013). Note however that this data is unable to inform us about the fine detail of our local 

workforce and only accounts for a headcount rather than the FTE for clinical time which is of 

great significance at a time where many GPs and other clinical staff hold portfolio careers taking 

on roles in CCGs, clinical leads, administration, teaching, research activities etc. Going forward 

collaboratively we need to ensure adequate healthcare workforce provision for our population.  

 

Table 7: Ratio of GP: patient for BSBC CCGs53  

CCG Name 

GP 
Provider 
Headcount 

GP Other 
Headcount 

GP 
Registrar 
Headcount 

GP 
Retainer 
Headcount 

GP 
Headcount 

Total 
patients 

Rate of 
GPs per 
1,000 
patients 

BIRMINGHAM CROSSCITY 379 101 75 7 562 733,262 0.77 

BIRMINGHAM SOUTH AND 
CENTRAL 124 56 27 3 210 247,814 0.85 

DUDLEY 153 51 30 0 234 314,552 0.74 

SANDWELL AND WEST 
BIRMINGHAM 202 115 40 1 358 532,133 0.67 

SOLIHULL 126 39 21 1 187 236,695 0.79 

WALSALL 125 49 28 0 202 265,886 0.76 

WOLVERHAMPTON 119 50 29 0 198 262,240 0.76 
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 HSCIC 

 

All Practitioners 

(excluding Retainers 

& Registrars) 

% 60-64 yrs % 65-69 yrs % >55 yrs %>60 yrs 

Birmingham 

East and North 

PCT 283 7 4 26.1 14 

Dudley PCT 205 5 9 26.3 16 

Heart of 

Birmingham 

Teaching PCT 235 13 8 34.9 26 

Sandwell PCT 184 13 8 33.7 24 

Solihull PCT 158 6 2 17.7 9 

South 

Birmingham 

PCT 283 6 1 19.1 8 

Walsall 

Teaching PCT 176 10 9 34.3 24 

Wolverhampton 

City PCT 169 7 4 22.5 14 
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Where do we want to get to in five years and how will we know we have achieved that? 

We need to ensure that our population is served by a workforce that is suited to local needs. This 

cannot be a ‘one size fits’ all approach. 

 

The workforce must represent local needs. Patients should be able to have their health needs 

addressed within a defined timescale and we must see improvements in access/satisfaction rates 

within primary care. 

 

We will see a proliferation, alongside evaluation, of alternative roles within primary care. It is clear 

that an increase in the number of GPs in isolation is no longer the solution to our challenges. We 

will see increased numbers of non-medical prescribers alongside a redesign of the clinical 

workforce in primary care. 

 

We will see greater engagement of primary care staff in research activities with rising numbers of 

patients being recruited for portfolio studies from across BSBC. 

 

We will see improved educational opportunities for primary care staff, both clinical and non-

clinical through the encouragement of shared learning between CCGs and ATs. 

 

We will enable joint education and training across healthcare staff to fertilise integrated care. 

 

What do we need to do?  

We will ensure we have a workforce fit for the future based upon an overview of: 

 Workforce issues from each CCG area, who we will guide in workforce planning and risk 

mitigation where necessary, particularly where transformation results in significant shifts 

from secondary to primary care. 

 Challenges from a non-clinical perspective encompassing the support and management 

structures that facilitate high performing primary care organisations. 

 Workforce planning from Health Education West Midlands, who we will seek to influence 

with objective needs assessments. 

 Training and availability of new roles for the primary care setting.  

 

Our first challenge is assessing the scale of the problem with precise workforce data at practice 

and CCG levels. We will work with CCGs to acquire this data.  
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Our second challenge is to assess models of primary care that make best use of existing 

workforce in order to meet the needs of service provision. We will explore these models of 

provision with our stakeholders and as part of this scoping, ensure that the transformation of 

healthcare is at the forefront of our thoughts. 

 

Our third challenge is to identify areas of under provision to meet the required models of service 

delivery and seek to address that where it is clear healthcare outcomes are being and will be 

compromised by shortfalls. 
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9.6 Objective 6 – Premises 

 

What do we know?  

Investment in primary care estate has lagged behind investment in secondary care capital 

expenditure. As a consequence GPs are often still working from inadequate buildings which offer 

limited facilities and a poor environment for patients and staff. Under-developed premises have 

inhibited development of primary medical care and its integration with other community providers. 

Much of the primary care estate is out of date, under developed and no longer provides an 

appropriate environment for modern clinical care. 

 

The delivery of good quality primary care services is dependent on not only its workforce but its 

accessibility and its estate too. Population growth and structural deterioration are significant 

strategic premises issues for NHS England to plan for. We need to continue the improvement in 

primary care estate in order to meet increasing demand and a widening portfolio of services.  

 

Where are we now? 

BSBC have 93 potential premises schemes. Of the 13 urgent schemes have a potential non-

recurrent revenue cost of £5m and recurrent revenue costs of £2.2m in 14/15. 

 

The quantity of legacy issues in 13-14, and lack of funding, has meant that priorities have been 

restricted by necessity to those practices where registered patients would otherwise be without a 

service due to unforeseen events.  

 

In order to prioritise the very scarce resource BSBC AT has, we have developed a prioritisation 

tool with NHS Property Services that allows for primary triggers such as security of tenure, CQC 

infection control issues and functional and environmental suitability. This has been used by the 

Premises Investment committee to determine the most urgent cases for funding in 13-14.  

 

Where do we want to get to in five years and how will we know we have achieved that? 

All of our primary care premises will be fitter for purpose and be able to meet the increased 

capacity needs and wider portfolio of services primary care will provide in five years time. 

 

What do we need to do?  

As part of the BSBC transformation project, the Area team are embarking on an exercise that 

seeks to use the concept of the Keogh CDMI index, which is in effect a balanced scorecard, to 

rank practices in terms of their overall score, in the context of and in preparation for a wider 
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primary care strategy. This will enable objective development and provision of premises starting 

with those most in need. 

 

We will provide and support a greater use of IT to enable healthcare professionals to 

communicate better with each other and with patients in order to transform the way in which we 

deliver care e.g. using Skype for communication.  

 

We will facilitate a wider use of secure nhs.net based email communication in all of our contractor 

groups to promote secure and improved communication. Our LPNs will support this 

development. 
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9.7 Objective 7 – Transformation - New models/redesign 

 

Mechanisms for transformation 

In order to meet the challenges highlighted throughout this strategy, we will require a strong and 

collaborative approach with all partners. We will be supported by national strategies and tools 

too. Some of these are in development whilst others are established. Here we summarise how 

NHS England through its Area Teams can support and drive improvement in primary care and 

beyond: 

 A new contractual framework for general practice which commences on April 1st 2014. 

 A drive to delivery of 7 day services: whilst the lights are on in the Emergency departments 

of our hospitals 24/7, the rest of the health and social care system does not currently offer 

systematically, the same level of access to patients and carers. We do not aspire to ensure 

that each and every facet of healthcare services should be accessible 24/7, but it needs to 

be better than it is now, and patients are telling us that both in their patient experience 

surveys and by their actions in inappropriate use of acute sector services. The BSBC AT 

will commence work to define what each of our health and social care economies means by 

7 day services. What is the portfolio of services on offer? What is required? Is the offer the 

best value configuration for patients and commissioners? These are the difficult questions 

we will address in our Urgent care working group. We will meet the challenges articulated 

in the national 7 day services paper.54 

 Enhanced Out Of Hours Care will be the cornerstone of transformation in primary care 

services and meeting heightened patient expectation.  

 Out of hospital care programmes: we will aim to reduce not only inappropriate use of acute 

sector services, but aim to drive out at least 10% of acute sector activity by innovative and 

collaborative ventures articulated in the Better Care Fund Plans of each health and social 

care economy. 

 Working at greater scale to provide core services in an efficient and cost effective manner 

e.g. federating or super-partnerships in primary care.  

 Encourage sharing of good practice, collaborative working and use of support programmes 

to facilitate productivity and access. 

 Innovation: we will encourage our CCGs and specialised commissioning teams to identify 

and commission services which are innovative in delivering better quality healthcare. Whilst 

a range of examples exist nationally, the NHS is slow to adopt innovation and this is 

something which must change to enable true transformation of services. Examples such as 

consultation over Skype, or remote pacemaker follow up as opposed to face to face 
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outpatient follow up are 2 of the many examples of innovation which we need to 

mainstream in order to meet the QIPP challenges and simultaneously, liberate our staff to 

meet other challenges. We will link with local stakeholders and bodies such as Academic 

Health Science Centres, Public Health England and national organisations to drive 

innovation at all levels. 

 Standardisation of good quality care using IT: there is a wealth of information about what 

good quality care looks like and the metrics which help to drive that. We will work with all 

partners to define these and harness the power of IT to make higher standards in care 

delivery a reality.  
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10. Research activity  

Research is a core activity for the NHS and central to our ability to give our patients the most 

effective and evidence based interventions. Much work is focussed on the secondary care setting 

yet most patients are treated in a primary care setting. Whilst there are established work 

programmes of research in primary care involving a small number of practices, the majority of 

practices have never participated in research for a multitude of reasons. At a time of fundamental 

service and structural change of the NHS, now, more than ever, we need to engage with our 

academic partners to ensure that lessons are learned and disseminated and we learn from 

national and international best practice. 

 

The Primary Care Research Network (PCRN) is part of the National Institute for Health Research 

Clinical Research Network and is funded by the Department of Health. They provide researchers 

with practical support they need to make clinical studies happen in a primary care setting in the 

NHS. Our Area team has participated in a programme which will enable researchers’ better 

access to primary care at scale in order to support research in primary care. 

 

Some CCGs have invested in the development of Research Champions and this work needs to 

be propagated throughout and between CCGs. The opportunities through Research Ready and 

The Research Site Initiative should be developed and shared. 

 

Over time it will become apparent what additional support is needed for primary care clinicians to 

participate more fully in research activities. 
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Academic Health Science Networks (AHSN) 

The West Midlands AHSN will create and support an environment in which the health and wealth 

of the population of the West Midlands can improve and prosper. 

 

Through creating a network that brings together inward investment, expertise, knowledge and 

energy from across the entire community, the AHSN will transform the way healthcare is both 

thought about and delivered. 

 

The AHSN is driving up quality of care in the region by focusing on three clinical priorities: 

 

Mental health 

Long term conditions 

Drug safety and medicines optimisation 

 

The AHSN is developing six enabling themes to drive clinical improvement throughout the region. 

These themes are: 

 Innovation & adoption 

 Education 

 Clinical trials 

 Digital health 

 Wealth creation 

 Integrated care 

 

A clear engagement strategy with the AHSN will be required as its role develops. 

 

 

  

http://www.wmahsn.org/clinical-priorities/mental-health/
http://www.wmahsn.org/clinical-priorities/long-term-conditions/
http://www.wmahsn.org/clinical-priorities/drug-safety-and-medicines-optimisation/
http://www.wmahsn.org/our-priorities/innovation-adoption/
http://www.wmahsn.org/our-priorities/education/
http://www.wmahsn.org/our-priorities/clinical-trials/
http://www.wmahsn.org/our-priorities/digital-health/
http://www.wmahsn.org/themes/wealth-creation/
http://www.wmahsn.org/our-priorities/integrated-care/
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11. Clinical Senate 

The West Midlands Clinical Senate aims to be the clinical conscience and guiding intelligence for 

strategic service change in the region. Bringing together a diverse group of very senior clinical 

and professional experts, with patients, from across the health and social care spectrum 

represented from birth to death and the five domains of the NHS Outcomes Framework55; the 

Senate provides proactive and reactive advice to improve patient outcomes and population 

health. 

  

From the 1st April 2014 Clinical Senates will provide independent clinical assurance as part of 

the assurance process for major service change. ‘The aim of clinical assurance is to establish 

whether the proposed changes are supported by a clear clinical evidence base and will improve 

the quality of the service provided.’ 

 

As part of its proactive work the Clinical Senate will use the framework of Thought Leadership to 

provide thought base opinions and leadership on how services could be designed and improved 

to provide the best healthcare outcomes for patients. The Senates rich mix of professionals and 

patients will come together to debate ‘wicked issues’ and give their considered opinions to assist 

commissioners and providers to put outcomes and quality at the heart of the commissioning 

system.   

 

By harnessing collective expertise and intelligence the Clinical Senate will be a resource to be 

utilised across the West Midlands in the strive to deliver quality improvement and bring a 

renewed professional focus to the commissioning challenges facing health and social care 

communities. 
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The West Midlands Strategic Senate and Clinical Networks’ strategic purpose is to address systemic variation across the West Midlands, supporting each Area 
Team to deliver high quality care today and for the future by addressing their priority focus areas. 

The West Midlands Strategic Senate and Clinical Networks provide the organisational model that brings together patients, professionals and organisations to 
achieve programmes of significant and lasting improvement where a whole system or collective endeavour is required to achieve quality and outcome 
ambitions. 

• Better understand current pathways and their fitness for future 
purpose through supporting stakeholders to achieve better 
health outcomes and improve patient and clinician experience.  
These transformational priority pathways have been determined 
through review of CCG plans, HWB strategies, stakeholder 
engagement and citizen feedback, and final selection by Area 
Teams to reflect engagement and clinical need.

Theme 3
Providing strategic 
clinical advice on 
issues relating to 
service review, 

reconfiguration and 
redesign

Theme 2
Reducing premature 

mortality and 
morbidity by 
addressing 

unwarranted variation 
in primary care

Theme 1
Optimisation of care 

pathways across 
commissioning systems 
to deliver the right care, 
in the right place at the 
right time to improve 

quality of life

• West Midlands Strategic Clinical Networks will support 
stakeholders to tackle primary care variation across the whole 
region.  As part of this, GP practices identified as being outliers in 
the 12/13 GP practice profile data will be assisted to reduce 
variation through support to implement high impact interventions 
that reduce risk of premature morbidity and co-morbidities.

• Provide strategic clinical advice on proposals for change and 
transformation will result in a better service and deliver better 
outcomes for patients, which are affordable and sustainable. 

• Respond to ad-hoc requests from the NHS system within the 
West Midlands on issues relating to reconfiguration and system-
wide change.

• Adopt and deliver NCAT functions for the West Midlands

Overseen through the following governance 
arrangements:
• ‘Plans on a page’ and Business Plan approved 

by NHS England; 
• Senate & SCN  functioning in accordance with 

Accountability and Governance Framework 
including submitting quarterly accountability 
report to NHS England and an Annual Report.

• Clinical Senate Council, and SCN Oversight 
Group

• Programme office and financial controls

Measured using the following success criteria:
• Success criteria / benefits realisation for each 

project
• Structure, process and outcome KPIs for each 

project
• Evaluation of SCNs delivered
• Achievements delivered within allocated 

funding

System values and 
principles:
• Respect and dignity;                       
• Reducing 

inequalities
• Patients at the 

centre, engaged      
• Parity of esteem
• Compassion;                                   
• Collaborative 

working
• Coproduction                                 

• Harness innovation           
• Working together 

for patients;       
• Commitment to 

quality
• Everyone counts                              

Improving lives;                                
• System wide 

strategic focus             
• Safe, evidenced 

services

West Midlands Senate and Network 2014-16
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12. Our Local Professional networks (LPNs) 

 

12.1 An overview of how the LPN ambitions interact with General Practice 

Our professional networks in optometry, pharmacy and dentistry work closely with the AT and 

CCGs to generate a shared vision of our objectives across the main contractor groups. These 

groups have commenced early work within the new NHS architecture and have produced key 

areas of focus which are highlighted with each of their ‘Plans on a Page’.  

 

Our LPNs have entertained a transformational way of thinking to consider how these contractor 

groups are able to contribute more fully in the areas of prevention and population health. They 

each have identified key areas of work which will aspire to liberate capacity and capability in 

general practice and acute care.  

 

Primary care must be seen as a whole. Whilst we have boundaries in terms of our contractual 

approaches, we need to develop plans that suit our patients for the benefit of their improved 

health. Whilst General Medical Practice is often the focus of attention, patients will attend each of 

our primary care providers for a variety of reasons, both when they are well and when they are 

seeking help for a health related condition. 

 

We are at an ideal point in the development of our strategic intentions to influence the 

development of contractor plans that suit patients across professional boundaries. 

 

We will be bold in setting out programmes of work that challenge these boundaries to secure the 

best outcomes. 

 

We have started to identify areas which will benefit the work of all contractor groups: 

 Development and delivery of every contact counts to primary care staff Development of 

common informatics platforms to facilitate data collection and quality improvement. 

 Development of clinical pathways e.g. AF screening Development and deployment of a 

directory of services to facilitate signposting Development of urgent care schemes specific 

to disease areas. 

 Developing and delivering parity of esteem through earlier dementia diagnosis. 

 

These plans will need close working with those delivering primary care services, facilitated 

through exploiting contractual flexibility and learning from best practice elsewhere in England.
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Measured using the following success criteria 

 Reductions in avoidable sight loss through  

AMD/diabetes/Glaucoma measured though CVI 

registrations  

 Increase in GOS sight tests per 100k head of population. 

 Improved datasets relating to all aspects of eye care. 

 Measurable increase in sight tests uptake among hard 

to reach groups. 

 Development of new community eye care pathways. 

  

Objective 2: Populations 

To increase uptake of NHS 

sight tests for vulnerable 

groups. Deliver robust eye 

care Needs Assessment. 

Objective 3: Patients 

To measure and improve 

patient experience of eye 

care. 

Objective 4: Processes 

To improve quality of GOS 

data/measures.  

Objective 5: Workforce 

To review current workforce 
and deliver sustainability. 

Objective 6: Premises 

To deliver a quality 
improvement programme 
through robust contract 
monitoring. 

2014/15 

To understand levels of AMD/Glaucoma/diabetes causing avoidable 

sight loss and to reduce the instances of sight loss caused by these 

conditions and to increase uptake of sight tests among vulnerable 

groups. Achieved through working with CCG’s and the LEHN to 

promote sight testing (ST per 100k of population) and pathway 

redesign.  Creation of LEHN and partnership working with HWB and 

PHE to produce an Eye care Needs Assessment. To dovetail with 

JSNA and HWB strategies around eye care.  
  

 DRAFT - Birmingham, Solihull and the Black Country (BSBC) Area Team – Eye Health Plan on a Page 2014/15 – 2018/19 

This plan represents a summary of the Area Team’s strategic vision for Primary Care Optometry Services for five years from 2014 to 2019 the eye care economy for 

optometry in BSBC consists of the following key strategic partners: seven Clinical Commissioning Groups, six Health and Wellbeing Boards, six local Health Watch 

organisations, acute trusts of third sector organisations.  

2015/16 

To design and institute a patient experience survey for PC eye care 

and to develop an improvement strategy based on results to 

support professionals in delivering excellent care. LEHN to work 

with partners, CCG’s, PHE, HWB to review and improve existing eye 

care pathways. Deliver redesigned pathways improving efficiency 

and outcomes via Engagement with academic health sciences 

network. To analyse and improve existing data streams from 

primary care and to explore new ways of gathering and interpreting 

data via electronic means. 
  

Overseen through the following governance 

arrangements 

 LEHN through Primary Care Oversight Board  

 Individual organisations(LEHN, CCG, PHE leading on 

specific projects 
  

Objective 7: 
Transformation 

Improve eye care pathways 

and service integration 

between health and social 

care 

System values and principles 

 No-one tries harder for patients and the 

community. 

 We will maximise value by seeking the best 

outcomes for every pound invested. 

 We work cohesively with our colleagues to build 

tolerance, understanding and co-operation. 
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2016/2019 

Reinforce PH messages regarding risk factors for poor eye health 

and to support patients in accessing appropriate eye care services. 

To also remove barriers to patients accessing appropriate services.  

Support professionals in delivering high quality eye care and 

promote an integrated approach. 

 

 

Delivered through intervention 

   

Eye Health 5 Year Plan on a Page 12.2: 5 Year plans on a page for LPNs 
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Measured using the following 
success criteria 

 Review of all existing 
commissioning arrangements 
undertaken and 
recommendations 
implemented. 

 Orthodontic procurement 
successfully completed. 
Provision of orthodontic 
services in primary and 
secondary care regularly 
monitored and reviewed. 

 Completion of new dental 
hospital 

 LPN and MCNs seen as integral 
part of the wider system and 
opportunities identified for 
further development. 

 Collaborative working well 
established, within and 
between organisations with all 
relevant partners involved in 
decisions taken. 

 National care pathways and 
contract reform successfully 
implemented, in line with 
national guidance. 

 Appropriate arrangements in 
place for commissioning and 
contracting of oral health 
promotion services and dental 
epidemiology. 

 System in place to collect and 
act on patient feedback to 
continuously improve patient 
experience of dental care. 

To ensure equitable access 
to high quality dental care 

for all 

Overarching objective s: 

1 - Quality 

2 - Populations 

3 - Patients 

4 - Processes 

DRAFT PRIMARY CARE DENTISTRY  5 YEAR STRATEGIC PLAN 2014-2019 

VISION: To improve oral health and to ensure the provision of high quality dental care across Birmingham, Solihull and The Black Country (BSBC) by working with the dental profession and partner 

organisations. 

 Review historical commissioning arrangements and 
access to primary and secondary dental care (in 
particular orthodontics, urgent care, PDS+ contracts). 

 Work with the profession to identify ways of improving 
equity, efficiency and outcomes. 

 Assess orthodontic needs and scope provision in 
preparation for procurement exercise. 

 Provide support and input into the new dental hospital 
project. 

 Commence 3 year rolling contract visit programme. 

Overseen through the following 
governance arrangements 

 LPN for Dentistry through 
Primary Care Oversight Board  

System values and principles 
 Aim to ensure equitable 

provision of care to all. 
 Strive for improvements in 

patient experience and clinical 
outcomes. 

 Work in collaboration with 
partners. 

 Review historical commissioning 
arrangements and access to primary 
and secondary dental care (in 
particular sedation and domiciliary 
services). 

 Work with the profession to identify 
ways of improving efficiency and 
outcomes. 

 Undertake a primary care orthodontic 
procurement exercise. 

 Provide support to the launch of the 
new dental hospital. 

 LPN to draw up prioritised strategic 
commissioning intentions plan. 

 Area Team sign up to LPN prioritised 
strategic commissioning intentions 
plan. 

 Design and implement a process for meaningful 
patient input into the LPN. 

 Develop a system-wide approach to dentistry, ensuring 
good links between directorates within NHS England 
(Commissioning, Medical, Nursing and Quality) and 
with external partners including Public Health England 
(PHE), HEE, Business Services Authority (BSA), Care 
Quality Commission (CQC), Clinical Commissioning 
Groups (CCGs), Commissioning Support Units (CSU), 
General Dental council (GDC) to ensure patient safety 
and improve patient experience. 

 Dental Practice Advisors to complete induction 
programme, agree work plan with Medical Director 
and start to provide clinical support to NHS England. 

 MCNs deliver specific agreed tasks as 
part of LPN work plan. 

 LPN continues to deliver work plan. 

 Engage with the profession through clinical networks 
to prepare for the introduction of care pathways. 

 LPN to link with NHS England nationally and Health 
Education England (HEE) regarding training and 
accreditation of practitioners. 

 Implementation of care pathways as 
they are introduced nationally. 

 Explore the use of skill mix amongst 
dentists and dental care professionals 
to help ensure patients are seen in the 
most appropriate setting, by the most 
appropriate person. 

 Consider ways of improving patient 
information around access, charges, 
complaints etc. and develop a plan of 
implementation. 

 Design and implement process for 
analysis of themes from patient 
complaints and feedback. 

 Firmly establish the Local Professional Network for 
Dentistry (LPN) within the Area Team including core 
group objectives. 

 Develop clarity over role of the Managed Clinical 
Networks (MCNs) and their interface with the LPN. 

 Extend coverage of MCNs across BSBC. 

To implement national 
dental care pathways 

Overarching objectives: 

1 – Quality 

2 – Populations 

3 – Patients 

5 – Workforce 

7 - Transformation 

To improve patient 
experience of dental care 

Overarching objectives: 

1 – Quality 

3 - Patients 

To encourage 
improvements in oral 

health and a greater focus 
on prevention 

Overarching objectives: 

1 – Quality 

2 – Populations 

3 - Patients 

4 – Processes 

5 – Workforce 

7 - Transformation 

To establish effective 
clinical input into 

commissioning 

Overarching objectives: 

1 - Quality 

2 - Populations 

5 - Workforce 

7 - Transformation 

 Work with Local Authorities and PHE to establish clear 
contracting/commissioning arrangements for oral 
health promotion services and dental epidemiology. 

 Engage with local practices piloting a new style of 
prevention based dental contract, and with the national 
pilot programme. 

 Continue to develop monitoring 
arrangements for oral health 
promotion and dental epidemiology. 

 Continue to engage with national pilot 
programme in preparation for 
implementation of reformed dental 
contract. 

2014/2015 2015/2016 

 

 

 Implement recommendations 
from commissioning reviews  

 Work with the profession to 
embed processes to improve 
equity, efficiency and outcomes. 

 Monitor provision of 
orthodontic services in primary 
and secondary care. 

 Maintain rolling contractual visit 
programme. 

 Continue to support the delivery 
of specialist services, education 
and research within the local 
dental economy. 

 Monitor progress of LPN and 
MCNs against work plans 

 Review entire system of clinical 
networks. Consider opportunities 
for further development of 
individuals and networks. 

 On-going implementation of 
national policy around care 
pathways, in collaboration with 
HEE (with regard to skill mix of 
the workforce). 

 Implementation of plan to 
improve patient information 
around access, charges, 
complaints etc.  

 Maintain collaboration between 
NHS England and external 
partners to further improve 
patient safety & experience and 
ensure the delivery of high 
quality care. 

 Monitor and review 
contracting/commissioning 
arrangements for oral health 
promotion and epidemiology. 

 Implement national policy around 
dental contract reform. 

2016/2019 

Dental 5 Year Plan on a Page 
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              Delivered through Intervention  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Draft 5 Year Pharmacy Plan on a Page 
DRAFT – Birmingham, Solihull and the Black Country (BSBC) Area Team – Pharmacy Plan on a Page 2014/15 – 2018/19 

To ensure patients have access to consistently high quality, patient-centred services focussed on reducing medicines risks and improving clinical and public health outcomes. Furthermore, to facilitate a greater contribution 

and integration of community pharmacy services into the wider health provision so that its’ expertise in medicines and self-care empower patients to make informed decisions to improve their health outcomes as well as 

liberate capacity across primary and secondary care. 

1.0 Underpin the pharmacy 

strategy with the views and 

experience of patients, the 

public, commissioners and 

providers; agreeing and 

delivering a programme of 

work aligned to this 
 

2.0 Using technology, quality 

assure clinical governance 

standards, as per 

contractual framework, as 

well as raising the bar on 

quality by harnessing the 

successful elements of 

“Healthy Living Pharmacies” 

to focus service to realise 

continuous improvement 

3.0 Establish effective 

clinical engagement with all 

Commissioners through the 

Pharmacy LPN to develop 

and deliver win/win 

solutions including, where 

appropriate, co-

commissioned services 

4.0 Improve patient 

experience and reduce the 

detrimental impact of 

modifiable risks by 

securing timely, credible 

business intelligence which 

informs commissioning 

decisions 
 

5.0 Realise improved 

clinical and public health 

outcomes as well as 

liberated capacity across 1
0

 

and 2
0

 care through 

integration of pharmacy 

services into the wider 

health provision 
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1.0 Strategy: Utilise feedback from Call to Action to develop detailed proposals for 5 year strategy; engaging and 
agreeing programme of work to turn aspirations into reality at local level:                                                                                                                               
- undertake programme of feedback and engagement with stakeholders to construct detailed 5 year programme of 
work for pharmacy in line with local needs assessment and evidence base                                                                                     
- maximise intelligence underpinning programme by making use of data at a unit of planning level and benchmarks of 
performance where relevant; e.g. Greater Manchester as comparator                                                                                          
– establish community pharmacy work plan as integral to HWBB JSNAs to leverage commitment and resources                                                                                                           
  
2.0 Strategy: Demonstrate full assurance of safe, high quality, accessible essential, advanced and “enhanced” services                                                                                                                                
- capitalise on IT infrastructure (e.g. EPS2, Mobile Apps, NHS net accounts, NHS Choices, Pharm outcomes, Datix, 
nationally implemented benchmarking solutions) to support quality assurance,  performance management  and 
improved patient outcomes                                                                                                                                                                          
– routinely established information sharing protocols across regulatory bodies, primary, community and secondary 
care providers and commissioners to report and act on intelligence in a joined-up approach; reducing medicines risks, 
improving quality and cost efficiencies and promoting a culture of openness and learning lessons                                                                                                                                              
- work streams informed by LPN, professional pharmaceutical advisors and LPCs                                                                       
- pre-requisites: provider attendance at “accreditation” workshops /multi-disciplinary learning 
  
3.0 Strategy: Firmly establish the Pharmacy LPN as the “must go to” vehicle for consulting on any commissioning plans 
which could be delivered/supported through pharmacy:                                                                                                                   
- introduce memorandum of understanding between LPN and Commissioners; overseen by Medical Director and 
supported by Strategic Clinical Networks  and relevant AT Committees                                                                                         
- strong LPN membership through co-ordinated leadership and development training across all LPNs and Strategic 
Clinical Networks                                                                                                                                                                                        
– portfolio of “off the shelf” tried and tested solutions aligned to commissioning plans to increase confidence and 
“buy-in” as to the value the LPN can bring   
  
  
4.0 Strategy: Utilise feedback from patients and representative organisations to identify and deliver services to meet 
their needs and improve both patient experience generally and confidence to manage their conditions as 
independently as possible:                                                                                                                                                                             
- national and local “educational” strategy to raise profile and encourage positive behaviour change where 
pharmacists seen as clinicians and not simply commercial outlets; “advocates of self-care”                                                                                                 
- screening and immunisations, outreach, long term conditions case finding and individual patient pharmaceutical care 
plans aligned with GP and hospital discharge initiatives; “named pharmacist”                                                                               
- comprehensive capture, analysis and use of patient experience data to continuously improve    
  
5.0 Strategy:  Resilient pharmacy workforce which maximises accessibility, expertise in medicines, skill set in self-care 
and cost-effectiveness to deliver improved clinical and patient outcomes through seamless delivery of services. 
Routinely promote comprehensive preventative care, minor ailments management, medicines use reviews and 
medicines waste reduction programmes as the core offer from every community pharmacy; integrated with NHS 111: 
- Workforce development and training plan undertaken in collaborations with HEE, LETBs e.g. “every contact counts”                                                     
- Providers of a comprehensive range of services to patients and the public with timely, read/write access to electronic 
patient record (Summary Care Record), including GP records and hospital discharge information                                             
- key performance indicators driving continuous improvement, commissioning decisions, access to and delivery of 
pharmacy services to meet local needs including focus on “easy to ignore” groups such as those with poor mental 
health                                                                                                                                                                                                            
  

Governance arrangements: 
-Primary Care Strategic Oversight Board; 

Medical and Commissioning Directorate; 

including LPNs                                 
-Director Lead for each work stream                                           

-Pharmacy Services Regulations Committee 

and Performers’ Screening Group                                                                              

-Directors’ Quality and Safety Committee 

Measured using the following success 

criteria 
- Co-produced 5 year Pharmacy Strategic Plan                       

-Comprehensive, consolidated IT solutions                              

-100% of Contractors fully informed of 

standards expected; over 90% fully compliant                                                     

-50% reduction in patient safety incidents 

causing significant harm                                                                             

-10% year on year reduction in medicines 

waste from 2015/16                                                                                          

-Achievement of LPN objectives by work 

stream                   
 –Better than national average in respect of 

patient experience and satisfaction                                                         

- Better than national average and 

comparator AT in regards to improvements in 

key patient outcomes                   
-75% of workforce having received MEC 

training                                                                  -

Increase in proportion of patients feeling 

supported to manage their condition                                                              

-Demonstrable year on year increase in 

liberated capacity across primary medical and 

secondary care        

System values and principles 
- NHS Constitution/Everyone Counts/High 

quality care for all                                                                                          

-No-one tries harder for patients and the 

community                                                               

-We will maximise value by seeking the best 

outcomes for every pound invested                                                          

-We work cohesively with our colleagues to 

build a resilient primary and secondary care 

workforce at scale 
 

Objective 2: 

Populations 
To improve primary 

care outcomes and 

reduce health 

inequalities. 
  

Objective 3: 

Patients 
To improve patient 

experience, access 

and satisfaction. 
  

Objective 4: 

Processes 
To improve primary 

care via contracting 

and regulation. 
  

Objective 5: 

Workforce 
To develop a 

sustainable 

workforce to 

enable the delivery 

of quality primary 

care. 
  

Objective 7:    
Transformation 
Work with key 

stakeholders to 

deliver system 

change and new 

models of primary 

care. 
  

2016/19 

2014/16 

 Pharmacy 5 Year Plan on a page  
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13. Communication and Engagement 

The BSBC Area Team have worked towards co-producing the Primary Care Strategic Framework 

and a governance structure for its population to ensure high quality care for all, now and for future 

generations.  

 

The rationale behind our initial communication and engagement plan has been to ensure a robust 

approach in ensuring engagement and involvement of all stakeholders and partners both external 

and internal to the Area Team. The communications plan commenced in October 2013, building 

upon the discussions from our Call to Action event held in September 2013 and will continue as 

part of implementing and reviewing our strategy via an agreed governance structure.  

 

Table 8 outlines our stakeholders and figure 16 outlines our process for communication and 

engagement and where we are to date.  

 

Table 8: Stakeholders 

Internal stakeholders External stakeholders 

 Area Team Executive Team 

 Area Team Directors 

 Area Team Directorates 

 National and Regional NHS 
England Teams 

 West Midlands Strategic Clinical 
Network 

 West Midlands Clinical Senate 

 Local Professional Networks for 
Pharmacy, Eye Health and 
Dentistry 

 Primary Care Strategic 
Framework Oversight Board 

 Patients and the Public 

 Department of Health  

 Public Health England 

 Commissioning Support Unit 

 Local Authorities (inc Public Health) 

 Health Wellbeing Boards 

 Health and Overview Scrutiny         
Committees 

 Healthwatch 

 Local Medical Committees 

 Local Professional Committees 

 Clinical Commissioning Groups 

 NHS providers – acute, community, out 
of hours, mental health, ambulance  

 Third Sector 
 

Aims of the Communication and Engagement Plan: 

 To identify and highlight who the internal and external stakeholders are in a seemingly 

complex health and social care architecture. 

 Raise awareness and inform all stakeholders about the Area Teams plans to co-produce a 

Five Year Primary Care Strategy. 

 To highlight methods of communication and engagement with each stakeholder and the 

outcomes from this and ensure engagement is not a single opportunity but a continuous 

dialogue. 

 Ensure all those involved in the project have a shared vision, with common understanding of 

the purpose and deliverables. 
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Figure 16: Our Communication and Engagement approach 
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Primary Care 
Draft primary 
care strategic 
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On-going 
communication 
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Internal 
communications 

Engagement 

Patient/Staff 
Experience 

Consultation Involvement 

Website 

Methods of communication and engagement with internal and external stakeholders 
  

Cascade, Implement and Improve Evaluate & review success of strategy  

 

Communication and Engagement Strategy  
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What we have done so far: 

A number of ‘primary care development sessions’ have been undertaken in order to facilitate the 

co-production of our primary care strategy, with 

 Each individual Clinical Commissioning Group  

 Each individual Health and Wellbeing Board and Health Overview Scrutiny Committee  

 Healthwatch across BSBC to aid discussions on how further patient engagement should be 

taken forward 

 Public Health England (PHE)  

 Local Professional Networks 

 Clinical Senate and Networks 

 

Further work will continue via our key stakeholders to hear the voice of patients, local 

communities and all stakeholders to encourage them to have their say and inform the work we do. 

This work will continue during the life of the strategy and when it is reviewed. 
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14. Appendices 1 – 7  

 

What our CCGs are doing?  We highlight throughout these appendices what each of our CCGs 

have developed and are delivering. Each CCG will have its own locality based Quality 

improvement strategy for further referencing, but we collectively share the ambitions articulated in 

this five year quality improvement strategy.   
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Appendix 1 
High quality care for all, now and for future generations 
 

Birmingham Cross City (BCC) CCG Plan 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Key Developments: 

 Creation of and first implementation of Aspiring to Clinical Excellence (ACE) programme covering a wide 

selection of clinical indicators. 

 Development of practice appraisals programme to ensure the delivery of the ACE programme and support 

primary care quality improvement. 

 Development of GP, Nurse and Practice Manager Tutors to provide expert support and guidance to 

practices in difficulty. 

 Further development of primary care educational programme to ensure alignment with ACE priorities and 

delivery of education to the wider general practice team e.g., nurses and HCAs. 

 Development of a wider Single Point of Access (SPA) to encompass mental health, social care and 3
rd

 

sector. 

 Implementation of an acute medical clinic to reduce unnecessary A&E admissions. 

 Development of an interface group between CCG primary Care and Area team Contracting. 

 Clear link and regular meeting between CCG primary care group and Area Team Primary Care Strategy 

Group. 

 Development of an advice and guidance portal between primary and secondary care clinicians. 

 Acknowledgement of need to develop IAPT targets and working towards improvement. 

 Consultation with wider partners in health, social care, city council and patient groups. 

 Development of the Cross City Voice to engage and involve local people. 

 Use of “You said, we did” to address a broad range of patient issues. 

 Working with Birmingham City Council on a Telehealth project. 

 CAMHS procurement (cross CCGs).

CCG priorities  

 Improving the quality of 
our primary care. 

 Transforming quality 
and access to mental 
health services. 

 Transforming urgent 
care services. 
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Priority One: 

Improving the quality of our 

Primary Care  

Priority Three: 

 Transforming the way in which 

our urgent care system 

currently operates  

Priority Two: 

 Transforming quality and 

access to mental health 

services 

Delivered through our Primary Care programme: 
Aspiring to Clinical Excellence (ACE) 

Referral support / Advice and Guidance Plus 
Prevention and self-management 

End of life  
Children and Maternity 

  

  

Overseen through the following governance arrangements:  
  
The CCG Governing Body, supported by the Programme Management Office 
function, will manage the delivery of this programme.  There are Governing Body 
clinical leads for each programme and identified project managers for each 
project to ensure accountability and a robust focus on delivery.   
  
Many of these programmes will require governance across the whole health 
economy. Therefore a single programme board with representatives from all 
organisations will govern the cross-cutting programmes. We will set up a whole 
health economy PMO function to provide support. Beneath the programme 
board will be local health economy working groups from the three key local 
health economies and a range of task and finish groups that are responsible for 
delivering the priorities laid down by each local health economy. 

  

Measured using the following success criteria:  
 -Potential years of life lost (PYLL) from causes amenable to healthcare: Our 

baseline is 2379 and the 2015/16 target is 2265.8. (rate per 100,000 population).                                                                                                                                  

- Health-related quality of life for people with long-term conditions (EQ-5D):  Our 

baseline is 70.3 and the 2015/16 target is 71.4.                                                                                                                  

- Composite of all avoidable emergency admissions: Our baseline is 2351.0 and 

the 2015/16 target is 2340.1.                                                                                                 

- Patient experience of hospital care: Our baseline is 145.80 and the 2015/16 

target is 137.48 (proportion of people recording poor patient experience of 

inpatient care).                                                                                                                             

- Patient experience of primary care: Our baseline is 8.0 and the 2015/16 target is 

6.4 (proportion of people recording poor patient experience of GP and OOH 

services).                                                       

 

Values and principles: 

- This is a membership organisation, it’s you, it’s us, not them. 

- Big enough to redefine the system, local enough to listen. 

- An NHS that you are happy and confident for you and your family to use. 

- Wherever possible work smarter not harder. 

- Change delivered together, by creating a common understanding across primary and secondary care, patients and the public. 

  

Delivered through our Urgent Care programme 
Front door 
Back door 

Community / Integration 
Seven day working 

  
  

Delivered through our Mental Health programme 
CAMHS procurement 

Increasing IAPT interventions 
Primary Care Mental Health Service 

Crisis Response 
Dementia strategy 

  

In Birmingham in 2019 there will be a fully integrated health and social care economy that ensures every patient in the city receives proactive, joined up care, supporting 

them to live as independently as possible in the most appropriate setting and achieving the best outcomes.  

Patients have told us that they want tailored help to allow them to remain independent for as long as possible. They would like as few people as possible working with them 

and entering their homes. They want crises to be avoided but when they happen to be managed as close to home as possible, with every effort made to return them back to 

the place they were admitted from. Lastly, they want enough time and support to recover.  

Our vision is that in five years’ time we will be delivering this patient focused care. 
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Appendix 2 
High quality care for all, now and for future generations 

 

Birmingham South Central (BSC) CCG 

 
 
 Key Developments: 

 Development of ‘PPLEA’ (Prevention, Partnership, Localism, Education and Access and quality in primary 

care) scheme to address their challenges. 

 Partnering with Macmillan and local GPs to place values-based standards in GP surgeries;  are the first 

CCG in the country to run this initiative. 

 Putting patients and citizens at the heart of all they do through the ‘Big Social Conversation’ and running 

innovative events like ‘Young Peoples’ Question Time. 

 An education programme for primary care. 

 To undertake a review of current capacity and access to GPs. Identify barriers to access and potential 

solutions. 

 Currently piloting a student nurse project in collaboration with Birmingham City University and Health 

Education England (HEE) 

 Jointly working with neighbouring CCGs and Birmingham Community Healthcare Trust on the Healthy 

Villages concept. 

 Increasing access to psychological therapies for BME communities. 

 Plans to analyse the GP Patient survey at an individual practice and network level in order to gain a better 

understanding of poorly rated areas in order to develop a tailored approach to improving patient experience. 

 Plans to develop internal quality metrics using information available from Local Improvement Schemes and 

QOF to develop a primary care quality dashboard that can be used to support practices to improve quality. 

 The CCG have recruited a domestic abuse nurse post within this team who will focus on raising staff 

awareness of domestic abuse. 

 Have an agreement between the CCG and the Primary Care Research Network - Central England 

(PCRN)to appoint a GP research champion, a healthcare assistant and administrative support to engage 

with and recruit new GP Practices to undertake research. 

 The CCG has a number of local improvement schemes such as one in relation to nursing homes and 

residential care homes, another in relation to long term conditions. 

CCG priorities  

• Fully Engaged 

Population.  

• Wider primary care, 

provided at scale. 

• A modern model of 

integrated care. 

• Access to the highest 

quality urgent and 

emergency care. 

• A step-change in the 

productivity of elective 

care. 

• Specialised services 

concentrated in centres 

of excellence. 
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Appendix 3 

High quality care for all, now and for future generations 

 

Dudley CCG Plan 

 
Key Developments: 

 Development of PPGs, Patient Opportunities Panel and Healthcare Forum. 

 Key plans have been developed with wide consultation from groups above alongside clinicians and the 

HWWB. 

 High level of engagement with local clinicians in decision making. 

 Addressing IAPT targets. 

 Implementation of the friends and family test. 

 Integration of patient stories into Board reports. 

 Development of safe, quality 7 day working programme as part of national pilot scheme. 

 Development and assurance of nursing strategies against the expectations of Compassion in Practice. 

 Integrated service model of ‘Healthy Minds’ to assist delivery of Parity of Esteem. 

 Establishment and development of a Dementia Gateway. 

 Piloting the implementation of personalised care budgets. 

 Development of integrated care to provide patient pathway care. 

 Completion of public consultation on new local urgent care service. 

 Redesign of cardiology planned care, approach to be rolled out across other specialities. 

 

 

 

CCG priorities  

 Reduce emergency 
admission. 

 Reduce health 
inequalities. 

 Best possible 
outcomes. 

 Improved quality and 
safety. 
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Objective: System Effectiveness 

 Reduce Emergency admissions by 15% 

 Achieve Better Care Fund Measures 

 Improve system productivity 

 Improve elective efficiency by 20% 

Objective: Reduced Health Inequalities: 
 Reducing premature mortality 

 Reducing emergency hospital admissions 
due to alcohol 

 Reducing Childhood Obesity 

 Reducing CVD mortality 

Objective: Improved Quality and Safety 

 Reduce incidence of pressure ulcers 
 Reduce unwarranted variations 

 Reduce incidence of Clostridium difficile 

 Zero tolerance of MRSA bacteraemia 

 Safeguarding children and adults  

Enabler: A mutualist based relationship with 
member practices and responsible local 
citizens – developing PPGs and an 
autonomous registered membership   

Objective: Best Possible Outcomes 

 Improved patient experience and value 
added outcomes of healthcare  

 Increased early detection of dementia 

 Improved individual autonomy 

 Improve access and choice of services 

Initiative: Primary Care Strategy 

Delivering modern primary care at scale within a 
federated locality model 

Initiative: Integrated Care 

Aligned health & social care teams providing 
proactive care operating in practices, localities 
and borough-wide  

Initiative: Integrated Urgent Care 

A new integrated urgent care centre, providing 
a single point of access 24/7 

Initiative: Elective Pathway modernisation 

Streamlined elective pathways 

Initiative: National 7-day working pilot 
Implementing 7-day working across community 
and acute services 

Initiative: Community Rapid Response 

Providing a real alternative to ambulance 
intervention and hospital admission, where 
unnecessary admission to hospital or care 
homes is seen as a system failure 

Enabler: Network leadership, training and OD 
programmes 

Enabler: Consultant-level, whole pathway 
monitoring of systems to evaluate efficiency 
and outcomes 

Enabler: Risk stratification to target resources 
based upon patient risk profiling and service 
utilisation  

Enabler: Market liberalisation enabling 
autonomous, networked provision  

Enabler: Integrated GP and mobile 
community IT systems 

To promote good health and wellbeing; and ensure high quality health services for the people of Dudley 

From:  Dependency, Hierarchy and Modernism  To:  Autonomy, Networks and Mutualism 

Enabler: PSIAMS – personalised patient-
driven reporting on the value of care 

Enabler: Joint governance and performance 
frameworks with DMBC 

Initiative: Quality Programme 

CQUINs and quality initiatives to reduce patient 
harm and improve outcomes 
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Appendix 4 

High quality care for all, now and for future generations 

 

Sandwell and West Birmingham CCG Plan 

 

 

 

 

 

Key Developments: 

 The CCG will refocus on primary care as underpinning the better care fund and reducing health inequalities, 

moving care closer to home. 

 The CCG will continue its programme of protected learning time events for GP’s, practice nurses and 

practice managers. It will also support and develop the role of nurses. 

 The CCG will support and develop its GP practices. Where areas of weakness are identified the practice will 

be offered a package of support. For example, if prescribing indicators were showing potential poor clinical 

practice, the medicines quality team would provide support and education to the individual practice to 

improve standards. 

 The primary care web tool will be used as a benchmark with other available data to identify those areas that 

may need wider support through PLT or more individual support. 

 GPs will be encouraged to report incidents.  

 The CCG is currently working with the Primary Care Foundation with a focus on improving access and 

developing primary care services.   

 Continue with The Right Care Right Here Partnership to improving people’s health and the quality of health 
and social care services provided to them. 

 Through the BCF and creating a place based integrated health and social care philosophy centred around 

primary care.   This involved  the establishment of 35 community integrated teams. 

 The CCG is leading one of the 4 HWBB priorities - long term conditions and integrated care 

 The CCG is actively participating in the joint commissioning working groups for the Alcohol Priority and the 

Early Years & Adolescent Health priority. 

 To address health inequalities:  the CCG jointly with the HWB will undertake the EU migrant health needs 

analysis, improve data recording in primary care to enable better understanding and targeting of vulnerable 

groups. Working systematically with local authorities and other partners to ensure secondary prevention 

forms part of a strategy on public health.  

 The CCG will focus on early identification of ACS patients to ensure their management is successful and 

use of risk stratification tools and clinical decision support software within GP practices. 

CCG priorities  

 Prevention and early 

intervention.  

 Supporting people. 

 Care closer to home.  

 Joined up care - 

(integrated care). 

 Highest quality and 

“right” sized hospital 

care.  
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 The CCG will move to community-based multi-professional teams based around general practices that 
include generalists working alongside specialists and multi-professional teams.   

 The CCG will expand Improving Access to Psychological Therapy services to support people with comorbid 
long-term conditions. 

 improving mental health skills in general practice using training programmes developed specifically for 

primary care professionals. 
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Appendix 5 

High quality care for all, now and for future generations 

 

Solihull CCG 

 

Key Developments: 

 Development of the High Quality Primary Care programme  to identify 
solutions to the local issues and to empower and support general 
practice to agree and develop service standards and quality markers, 
and where necessary to provide support to the practices to change and 
develop the service model so that is fit for the future.  

 This programme will identifying quality standards for services 
commissioned from general practice (and monitoring delivery against 
these standards) and  support practices to develop innovative 
approaches to delivery of services; as well  improving patient experience 
of general practice.  
o Projects that are currently under the programme are: Practice development plans, Protected learning 

time, Prescribing Support Programme, Map of Medicine, West Midlands Quality Review Service 
Standards, Access, Inhaler technique project. 

 Models of primary care; GP practices developing plans for joint working. 

 In terms of patient engagement and experience the CCG has a well-developed PPG network. 

 Other programmes include: 

o Out of Hospital Care is one of the work streams to provide a rapid response service that can prevent 

unnecessary visits to A and E and admissions to hospital.  

o Solihull CCG leads the HEFT system wide Urgent care working group which has been reformed to 

support effective winter plans implementation. 

o Delivery of the Preventing Illness and Improving Health programme is focussed on providing earlier 

diagnosis and intervention to support management of disease, information to support patients to 

improve their lifestyle to improve their health and prevent disease.  

o Information and Early Intervention programme’s aim is to ensure the residents of Solihull have access 

to the information, help and advice they need to enable them to have the best possible quality of life, 

reduce health inequalities and improve health and well-being. 

  

CCG priorities  

 Securing additional 

years of life for the 

people with mental and 

physical health 

conditions. 

 Improving quality of life 

of people with long-term 

condition, including 

mental health 

conditions. 

 Reducing the amount of 

time people spend 

avoidably in hospital.  

 Increasing the 

proportion of older 

people living 

independently at home 

following discharge from 

hospital. 

 Making significant 

progress towards 

eliminating avoidable 

deaths in our hospitals. 

 Patient experience 

during their time in and 

out of hospital.  
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Helping people live longer, healthier lives

To have the same opportunities wherever you live Be able to grow older without the fear of getting old
Access to safe, high quality, effective care, delivered 

locally

Strategy on a Page
Mission

Vision

Principles

National Voices

 Improved Experience
 Improved Access
 Safer Care
 Prescribing

 Ineffective interventions
 Services closer to home
 More efficient elcetive cam model
 Diagnostics

Mental Health
 Reducing Length of 

stay in hospital 
 Care & services 

closer to home 
 Transition 
 IAPT
 Dementia

Objective 1
Securing additional years of life for the people of Solihull 
with treatable mental and physical health conditions

Objective 2
Improving the health related quality of the C138K people 
with one or more long term conditions, including mental 
health conditions

Objective 3
Reducing the amount of time people spend avoidably in 
hospital through better and more integrated care in the 
community, outside of hospital

Objective 4
Increasing the proportion of older people living 
independently at home following discharge from hospital 

Objective 5
Increasing the number of people with mental and physical 
health conditions having a positive experience of hospital 
care

Objective 6
Increasing the number of people with mental and physical 
health conditions having a positive experience of care 
outside hospital, general practice and in the community

Objective 7
Making significant progress towards eliminating avoidable 
deaths in our hospitals caused by problems in care

 Citizen participation and empowerment
 Modern Integrated Care 
 Increased productivity of elective care 

 Wider primary care delivered at scale 
 Access to high quality care (including urgent care)
 Specialised services concentrated in centres of excellence

Preventing Illness, Improving Health

Information and Early Intervention

High Quality General Practice

Out of Hospital Care

Transforming Hospital

Joint Commissioning

Planned Care

 Vaccine Preventable Disease
 Alcohol 
 Smoking 

 Exercise 
 CVD
 Cancer

 Information
 Community Development 
 Care Navigation 
 Frailty Register

 Carers
 Falls Prevention 
 Housing and Technology 
 Care Home

 Assurance 

Framework

 NHS Constitution

 Engagement F&F 

EbE

 Patient Satisfaction

 Increase Outcome 

ambitions 

 HEFT Performance

 % Risk Stratification

 % Dementia 

 Mortality

 Care Home 

Admission

 BCF

 IAPT

 Carers

Children

 CAMHS

LD & Physical Disability

 Autism

 Diagnostics

Governance
HWBB, ICASS, SMBC, Healthwatch, JSNA, SJCB, HEFT, BSMHFT, WMP

 Accountable clinical model 
 Admissions avoidance – ‘assess to 

admit’ (inc SPA, community 
geriatricians, virtual wards

 Discharge to Assess

 Intermediate Care
 Reablement 
 Emergency respite and 

carer intervention

Objectives Programmes Interventions Measurables

Integrated Care and Support Solihull 

Securing a sustainable Solihull

I can plan my care with people who work together to understand me and my carer(s), allowing me control and bringing together services to achieve the outcomes important to me

 Efficient, Effective, Sustainable Services
 Compassionate and Caring

 Practice Development Plans 
 PLT
 West Midlands Quality Review 

Service

 Urgent care redesign
 Ambulatory care and rapid access 

(Acute Medical Clinic)
 Elective care redesign 

 Outpatient redesign – 
‘symptom clinics’

 Pathway redesign
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Appendix 6 

High quality care for all, now and for future generations 

 

Walsall CCG Plan 

 

 

 

 

 

 

 

 

 

 

 

 

Key Developments: 

 CCG wishes to develop a vision for primary care through the Primary Care Development Strategy  in 

collaboration with key stakeholders that maintains localism but also encourages collaborative approaches 

and working on quality improvement. The focus of the Integrated plan will be on: 

o Developing alternatives to appointments e.g. online or telephone  consultation. 

o More flexible and responsive booking systems. 

o More GP time for complex and Long Term Condition (LTC) patients. 

o Finding ways for GPs to work together more collaboratively.  

o To address general practice quality improvement in a systematic, robust, measured and proactive way 

as these are intrinsically linked and impact on the quality of services delivered. 

o On-going review of locally commissioned services to ensure they deliver high quality services for 

patients and offer value for money to the CCG.  

o The CCG has been active in examining and encouraging primary care transformation. They are 

looking at new models of working that link to national plans and are promoting collaboration at all 

levels of primary care. 

o Set up a Quality Improvement Sub-Committee its responsibility will for acting on any concerns about 

primary care practitioners and ensuring that the CCG takes necessary action when responding to 

concerns or issues related to quality. 

o Review and transform urgent care pathway to deliver: better outcomes, reduce emergency 

admissions. 

o Use the BCF to drive integration of commissioning and provision to reduce emergency admissions to 

hospital of people aged over 65 years.  

o Integrated models of service provision established over the period that Keep people at home as long 

as possible and swift return home following episode of bedded care. 

o Using digital technology, more empowered patients with greater access to, telehealth and telecare. 

o Greater access to personalised commissioning budgets. 

CCG priorities:  

 Reduce the burden of 

preventable disease, 

disability and death. 

 Enable an integrated 

approach to care 

provision and 

commissioning.   

 Improve health and 

wellbeing through healthy 

lifestyles: Making 

‘healthier choices easier.’ 

 Enable Healthy Ageing 

and independent living. 

 Secure best Quality and 

value for every health 

and social care £ spent in 

Walsall. 
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Appendix 7 

High quality care for all, now and for future generations 

 

Wolverhampton CCG Plan 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Key Developments: 

 Implemented the Primary Care Investment Scheme. 

 Risk stratification of all diagnosed diabetic patients in Wolverhampton. 

 Over 7000 care plans for high and medium risk diabetes patients completed. 

 Over 140 Dementia Care plans completed. 

 Every practice undertaken a formal assessment of the NHS England quality benchmarking tool. 

 Every practice undertaken an assessment of their systems, process and development needs in regards to 

the management of long term condition patients. 

 Establishment of new respiratory pathway. 

 Development and consultation on the Wolverhampton Urgent and Emergency Care Strategy. 

 Establishment of the Care Homes support team in order to reduce emergency admissions. 

 Establishment of the Gastro Clinical Assessment Service. 

 Delivery of prescribing efficiency targets. 

 Achieved POLCV targets. 

 Achieved Mental Health QIPP Targets. 

 Actively engaged in the Better Care Fund proposals and development of integrated services. 

 Strengthened locality development and engagement. 

 Pilot in extended access to primary care.

CCG priorities  

 Deliver joined-up 

care. 

 Improving health 

through out of 

hospital care. 

 Ensure quality and 

value in services. 
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