
Community hubs and 
transforming primary care

David Smith
Chief Executive, Oxfordshire Clinical Commissioning Group

STP lead for Buckinghamshire, Oxfordshire and Berkshire West



∗ 726,000 registered population
∗ 70 GP practices
∗ 1 university hospital operating across 4 sites
∗ 9 community hospitals with 147 beds (smallest has 12)
∗ Health outcomes are generally better than England 

averages
∗ Some pockets of deprivation and inequalities

Oxfordshire



∗ Workforce – pinch-points - GP recruitment, home-care
∗ Increasing demand at all points of the system
∗ Increasing pressure in managing complex, frail or elderly 

patients
∗ Old infrastructure across primary care and community 

services
∗ Lack of integrated working across all points in the system, 

co-ordination in communication and common records
∗ High levels of delayed transfers

What problems are we trying to fix?



∗ Delivering appropriate services at scale
∗ Organised around geographical population based need
∗ Delivering care closer to home
∗ A collaborative, proactive system of care 
∗ Delivered by a multidisciplinary neighbourhood team
∗ Supported by a modernised infrastructure

The new model of primary and community 
care in Oxfordshire operational principles



Patients to see the most appropriate person

By ensuring expert 
triage both at the 
level of 111 and also 
when thinking of 
accessing primary 
care services the 
population can be 
seen by the most 
appropriate person. 
This may mean that 
patients will NOT 
necessarily see a GP 
but an appropriately 
trained person within 
the primary care 
team.



Delivering appropriate services at scale

Supporting and building 
on the strengths of 
local general practice 
care and moving to a 
new model of Primary 
Care at scale.  The 
model shows how care 
can be organised 
around populations to 
provide economies of 
scale, facilitate 
practices to work 
together through 
federations to share 
resources and share the 
workload to provide a 
better service and 
manage demand.



Organised around geographical 
population based need

Within a neighbourhood with a 
population of 40,000:
• 30,000 people would be 

generally healthy or living 
with a single long-term 
health condition.

• 7,500 people would be living 
with two or more long-term 
conditions.

• 1,600 people would be 
managing at home with 
frailty or complex healthcare 
needs.

• 400 people would be nearing 
the end of life or 
experiencing an acute 
deterioration or health crisis.



Care closer to home model

The Care Closer to Home
model aims to move care 
away from secondary 
care, wherever 
appropriate, to primary 
and community care 
settings supported by 
greater levels of 
prevention and self-care.  
It sees care move from 
secondary care to 
primary care; from 
primary care to 
community care and 
from community care to 
self-care; and recognises 
that most of the time 
‘the best bed is your own 
bed’.



Delivered by an enhanced multi-disciplinary, 
fit for purpose Neighbourhood Team



∗ Primary care framework 
http://www.oxfordshireccg.nhs.uk/wp-
content/uploads/2017/02/2017.02.28-Paper-5-Primary-
Care-Framework-v11.pdf

∗ Oxfordshire Transformation Programme website 
www.oxonhealthcaretransformation.nhs.uk

∗ Email david.smith@oxfordshireccg.nhs.uk

Further information



∗ What is happening in your areas?
∗ What can we learn about what is working well?

Discussion
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