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APPENDIX 2 
SERVICE DESCRIPTION 

PHASE 1 – REVIEW TEMPLATE 

Primary Care 
Community Service 
Descriptor 

The scope of this service is intended to cover those 
vulnerable patients with complex health and social 
care needs who have a high risk of admission to 
inpatient settings or are high users of urgent and 
emergency care services. 
 
The service will redefine the previously 
commissioned High Risk Patient Pathway, End of 
Life service, Community Escalation Treatment 
pathway and A&E avoidance scheme and streamline 
the service processes to provide a comprehensive 
pathway of care for this specific cohort of patients 
who will be determined by the lead clinician in each 
provider organisation.   
 
The metrics of the service will focus on quality 
outcomes for the patients to whom it is delivered and 
encompass the quality intent of the Avoiding 
Unplanned Admissions Direct Enhanced Service 
whilst encouraging individual practices to work 
collaboratively to deliver the same range of high 
quality primary care services in a community setting 
as previously delivered through core PMS contract. 
 

 

Number of Practices 
Participating 

44 
 

 

Tariff Total of £6.48 per head of population (weighted 
353,500), with a total value of  

 £2,291,296 (inc. DES of £2.87) 
 
Total of £3.61 per head of population (weighted 
353,500), with a total value of  

 £1,320,478 (not inc. DES) 
 

 

Total Cost by locality NB: registered population is ALL ages and this 
service is only available to patients aged 14 years 
and older. 
 
Breakdown not currently available 
 

 

Cost of comparative 
provision in secondary 
care 

 
Breakdown not currently available 
 

 

Service outcomes 
 

 Preventing people from dying prematurely 

 Enhancing quality of life for people with long-term 
conditions 

 Helping people to recover from episodes of ill-
health or following injury 
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 Ensuring people have a positive experience of 
care 

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

 Care is delivered closer to home 

 Patients, families, carers and advocates will be at 
the centre of designing a joint care pathway for in 
and out of hours services 

 Patients who are complex and vulnerable will 
receive the right care, in the right place, at the 
right time planned around their individual needs 

 A clinically determined register, supported by a 
risk stratification tool, of patients will be identified 
by the lead clinician for the provider delivering 
services to ensure those patients most at risk of 
avoidable admissions can be supported in the 
community and closer to home. 

 Access to high quality, locally delivered 
integrated services in Northumberland 

 Enabling self-care and facilitation of direct access 
to alternative services where appropriate 

 Working at scale across the local health and 
social care economy to provide more integrated 
services for patients in Northumberland. 

 

Risk of not continuing 
LES using an 
alternative mechanism 
 

Failure to manage the patient care effectively 
resulting in  

 Poor patient outcomes and quality of life 

 pressure in primary care, urgent and emergency 
services and social care 

 financial risk to CCG and system as a whole 

 the need for NHS England to commission quality 
outcomes under the DES via an alternative 
method 
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EVIDENCE SUBMISSION 

Business Case Template Title:  Population Wide Scheme 
 

Panel 
Approved 

Please provide a summary of: 
1. The current service delivery process (activity/cost/location) 
2. The current providers 
3. Inequity of access to service provision (gaps/geographical issues) 

 

Northumberland NHS Northumberland CCG is committed to 
maintaining and promoting the quality standards achieved in primary 
care as well as reducing the bureaucratic burden of administering 
community based services in general practice.  The service is currently 
being delivered by all 44 practices in Northumberland at an annual cost 
of:  £2,291,296 (£1,320,478 not inc.DES) 
 
 
The specification brings together the following services, into a single 
framework, administered through a single payment system to practices.   

 High Risk Patient Pathway  

 End of Life service  

 A&E avoidance scheme  

 Practice Engagement  

 PMS Premium quality services  

 the Direct Enhanced service for Avoiding Unplanned Admissions.  

 the newly commissioned Community Treatment Escalation 
Pathway   

 
Its aim is to stabilise primary care funding over and above the core 
primary care contracts, to deliver a small number of objectives and 
performance targets across the county.  The expected outcomes of the 
service are as follows: 

 To assure delivery of safety, quality and performance  

 Improving access 

 To create joined up pathways across organisations and from 
children’s to adults’ services to deliver seamless care 

 To deliver clinically led health services that are focussed on the 
patient and based on evidence 

 To engage with CCG commissioning activities and priorities 
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Evidence 

1. How does the proposal deliver 
good or improved outcomes and 
value for money – what are the 
estimated costs and the estimated 
benefits?  

This service pro-actively identifies those 
patients at high risk of unplanned 
admissions, or high and frequent users of 
emergency services.  The providers of this 
service will work to ensure that care is 
planned, with partner organisations in 
health and social care, around individual 
clinical and social needs to prevent acute 
emergency episodes resulting in 
admission to hospital and appropriate use 
of primary, community and social care 
partner services.   
 
The patient cohort is stratified by use of a 
recognised risk stratification toolkit and 
reviewed by usual clinicians and will 
include those patients who are at the end 
of their lives and the most vulnerable in 
the Northumberland population. 
 
The service includes delivery of care to 
those patients with minor conditions which 
could be treated in primary care by an 
appropriately qualified clinician without the 
need to present at A&E. 
 
The proposal aims to deliver care closer 
to home and provide services which will 
keep patients as independent as possible.  
The service will cover those patients with 
complex needs over the age of 14 years 
to ensure that an effective transitions from 
children’s to adult services take place. 
 
The service links in with metrics for the 
Financial Recovery Plan, Sustainable 
Transformation Plan, Vanguard 
Programme and Primary Acute Care 
Services. 
 
The PbR cost reduction is significant as 
there is an average cost per admission of 
£1500 and the impact on patients’ health 
is shown to deteriorate the longer they 
stay in hospital. 
 
  

 

2. How does it reflect the CCG’s 
proposed commissioning priorities?  
 

As more care is delivered in the right 
place and more people are able to access 
services in the right way, the vision for 
Northumberland will also see many wider 
benefits for the future efficiency and 
financial stability of the health and social 
care system as a whole.  Health and care 
partners also want to give people more 
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confidence to look after themselves well, 
take more accountability for their own 
health and wellbeing and focus on 
preventing people becoming ill. 
 
The service is integral to the delivery of 
the Financial Recovery Plan, the 
Sustainable Transformation Plan and the 
development of primary care at scale. 
 

3. Are there any safeguarding 
issues?  If yes, how will these be 
mitigated? 
 

Due to the complexity of the care being 
delivered there could potentially be 
safeguarding issues identified.  These will 
be identified and managed in accordance 
with the provider, Local Authority and 
CCG Safeguarding Policies. 
 

 

4. What are the proposals for 
monitoring the quality of the 
service?  
 

The service delivery will be monitored by 
means of designated READcodes for 
each element and the quarterly 
submission of Patient Event Summaries 
by providers. 
 
A random quarterly clinical audit will take 
place of those providers delivering the 
service to determine appropriate service 
quality. 

 

5. What systems will there be to 
monitor and publish data on 
referral patterns? 
  

Activity will be monitored by the use of 
READcodes 
 
Patient Event Summaries and other 
contract intelligence will be reviewed on a 
bi-monthly basis by the Northumberland 
Clinical Testing Group which includes 
partner organisations and patient 
representation. 
 
Providers will receive feedback on service 
delivery and best practice on a bi-monthly 
basis from this group to inform service 
development and good practice. 

 

6. How does the proposal support the 
priorities in the relevant joint health 
and wellbeing strategy (or 
strategies)?  
 

The proposal ties in with the vision for 
Northumberland including all of the 
current guidance and operational 
strategies, the Financial Recovery Plan, 
RightCare, GP Forward View, the Five 
Year Forward View, Vanguard 
Programme and the Sustainable 
Transformation Plan. 
 
The vision being outlined for 
Northumberland aims to improve 
experience for patients and carers in 
many ways: 

 Better support for people to live 
healthily and stay well 
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 Better access to timely advice to help 
people use services appropriately 

 Improved access to primary care and 
GP appointments 

 Improved integration of mental health 
services 

 More personalised and co-ordinated 
care for those with long-term 
conditions or complex needs 

 Professionals across health and social 
care working in a joined-up way 

 A shared health record so patients do 
not have to repeat their story 

 

7. How have you involved the Health 
and Wellbeing Board?  
 

The Health and Well Being Board has 
previously approved all of the integrated 
elements of this service development, 
apart from the DES.  The current 
specification will be approved at the next 
board meeting. 

 

8. Has the proposal been discussed 
with the Local Medical Committee? 
Please provide details. 
 

The LMC has previously approved all of 
the integrated elements of this service 
development, apart from the DES.   
 
Member practices consulted in June 2016 
Locality Meetings have all indicated that 
they are willing to sign up to an alternative 
localised service instead of the National 
Direct Enhanced Service for Avoiding 
Unplanned Admissions. 
 

 

9. Please declare all conflicts and 
potential conflicts of interests  
 

GPs in their role as commissioners of the 
service and providers within general 
practice. 
 

 

10. What steps have been taken to 
demonstrate that there are no 
other Providers that could deliver 
this service?  

This service is part of a whole system 
pathway, a registered list and primary 
care clinical system is required to identify 
patients proactively.  This information is 
not held elsewhere and links the holistic 
care and delivery together. The GP 
practice hold the responsibility to ensure 
the care is co-ordinated around the 
patient. 
 
Acute hospital, GP OOH, Ambulance and 
Nursing Homes are all providers within the 
pathway working with primary and social 
care. 
 

 

11. Does the service require list-
based primary medical care?   
 
If so is it appropriate to proceed 
with a single tender action where 
the contract is awarded to a single 

Yes 
 
 
Due to the complex nature and integrated 
delivery of this care pathway where 
general practice is the co-ordinating 
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Provider or a limited group of 
Providers without competition.  
 
 
 
 
 
If this is the case what is the 
rationale? 

organisation for the delivery of 
individualised patient care, working in 
partnership with other providers in the 
health and social care economy, it would 
not be possible for an AQP service to be 
commissioned. 
 
General practice is the only capable 
provider of the service due to the 
preventative nature of the service and the 
need for access to the entire 
comprehensive patient record based upon 
the following details: 
 

 Identify a register of complex and 
vulnerable patients, including patients 
at the end of life who would benefit 
from an individualised care pathway 
using a validated risk stratification tool 
kit. 

 Ensure all patients on the register 
have a named GP recorded on their 
records 

 Access to a ‘prioritised method of 
communication’ with a clinical 
professional co-ordinating their care 
and the hours this is available 

 An agreed, co-produced care plan 
developed through a multi-disciplinary 
approach and regular meetings / 
communication with all professionals 
involved in delivery across health and 
social care, where this has benefited 
the ability for the practice to deliver the 
care pathway to patients, in and out of 
hours  

 A clear care pathway and ‘same day 
access’ to a clinician for the patients 
on the register. 

 Where a patient has been discharged 
from a hospital setting the proposed 
care plan for the patient should have 
regard for the co-produced care plan.  

 A review of their co-produced care 
plan, at least once a year. 

 Review emergency admissions, re-
admissions and A&E attendance by 
those patients on “the register” or in a 
community /care/nursing home 
setting, at least once every two 
months where this admission is 
related to their ongoing long term 
condition(s) 

 Complete a high quality and 
meaningful Emergency Health Care 
Plan and Special Patient Note (and 
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upload them to VISO) for all patients 
on “the register” where the managing 
clinician judges this to be clinically 
appropriate for their current long term 
condition needs management 

 Ensure patients with moderate / 
severe COPD  have rescue 
medications dispensed and be asked 
the 3 Chest X-Ray determination 
questions in any setting, e.g. care 
homes. 

 Sign up to using the community 
treatment escalation pathway for: 

 Use of sub cut fluids for patients with 
or at risk of dehydration 

 Prescribing and administration of 
intramuscular antibiotics in community 
settings for patients prone to sepsis 
(urinary, chest, cellulitis)  

 Identify a  Carers Champion  

 Identify a Dementia Lead  

 Run the Dementia Toolkit and its 
associated searches, at least twice a 
year, once between April and October 
and once between October and March  

 Identify and record the preferred and 
actual place of death for those 
patients on the palliative care register 

 Planning care for patients at end of life 
ensuring that a minimum of 55% of 
patients die in their last recorded place 
of death. 

 Use the ‘Care for the Dying’ 
documentation as appropriate for 
patients in care homes. 

 Promote the public health cancer 
screening initiatives for breast, bowel 
and cervical cancer (this includes 
promoting the Pink Letter Pilot – which 
is separately reimbursed by 
Macmillan).    

 

12. In what way does the proposed 
service go above and beyond 
what GP practices should be 
expected to provide under the GP 
contract? 

 

It is important to note that this 
specification covers only aspects of care 
which are not already commissioned 
either nationally through essential General 
Medical Services (GMS)/Quality and 
Outcomes Framework, or locally via 
Personal Medical Services (PMS) 
contracts.  
 
The specification recognises that the 
service will provide a level of care and 
information requirements which exceed 
that which are currently commissioned 
through existing contracts. 
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13. What range of potential Providers 
have been involved in designing 
the proposed service? 
 

Primary Care clinicians, managers, acute 
hospitals, community services, A&E 
consultants, geriatricians, social care, GP 
OOH. 
 

 

14. Should the service be open to Any 
Qualified Provider (AQP) and 
enable patients to choose from 
these Providers? 
 

Due to the complex nature and integrated 
delivery of this care pathway which is 
reliant upon general practice as the co-
ordinator and organisation holding the 
most comprehensive patient record and 
facilitating the care pathway with other 
partner providers it would not be possible 
for an AQP service to be commissioned  
 

 

15. If AQP is not suitable and there is 
more than one potential Provider 
should there be a competitive 
tender process? 
 

Due to the complex nature and integrated 
delivery of this care pathway which is 
reliant upon general practice as the co-
ordinator and organisation holding the 
most comprehensive patient record and 
facilitating the care pathway with other 
partner providers it would not be possible 
for competitive tender process to be 
undertaken.  
 

 


