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Primary Care Commissioning (PCC)

PCC is an 

independent, not for 

profit, provider of 

practical, expert 

support to 

commissioners, 

general practices 

and the wider 

provider community.

We support CCGs 

and groups of 

practices to explore 

new models of care 

and commissioning.

For more details contact phillip.stimpson@pcc.nhs.uk
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Urgent Care Commission 

PHASE 1: Urgent and Important –

The Future for Urgent Care in a 24/7 NHS

PHASE 2: Urgent and Important –

Principles for a Network Approach to Urgent Care



UEC Review Vision

For those people with urgent but non-

life threatening needs:

•We must provide highly responsive, 

effective and personalised services 

outside of hospital, and

•Deliver care in or as close to 

people’s homes as possible, 

minimising disruption and 

inconvenience for patients and their 

families 



out-of-hours GP, dispelling myths?

• NAO 2014

• We estimate that out-of-hours GP services cost less now, in real 

terms, than they did in 2005-06, but the introduction of NHS 111 has 

made comparisons difficult.

• The number of cases being handled by out-of-hours GP services 

has fallen significantly to currently 5.8 million contacts

• Most patients are positive about their experience of out-of-hours GP 

services.

• Out-of-hours service providers are generally responsive, measured 

against the specified time frames

• CQC 2014

• Overall, we found that the majority of services were safe, effective, 

caring, responsive and well-led. We identified many examples of 

good practice, which we think should be shared so that others are 

able to learn from them, and some of these examples are included 

throughout this report. 



Immediate to do
The Hakin Letter and Keith  Willett recomendations

– build upon and align existing resources, standards and clinical 

quality indicators: NHS 111, ambulance services, out of hours 

primary care, A&E  

– whilst developing new specifications for community hospitals, 

Urgent Care Centres, Emergency Centres, Specialist 

Emergency Centres and other system components

– Prime commissioner who may devolve leadership responsibility 

but not accountability to a provider organisation or individual

– Integrate GP OOH and 111

– Develop all hours general practice- so key role for GP 

Federations

– include a wider group of professionals than currently part of the 

front line eg pharmacists, mental health workers, social care

– Develop locally framework/memorandum on expected 

behaviours



Urgent Care Commission

• Strong and credible leadership

• Clear lines of accountability

• Patients involved in all parts of the system

• A partnership approach to working

• Agreeing a shared vision, across all contributors in the 

network, underpinned by system-wide governance and 

metrics.

• Ensuring that relationships in the network are not only 

transactional but relational in nature.

• Agreeing shared incentives.



Creating an integrated urgent care 

pathway 

• A set of system-wide quality standards should be developed and 

implemented across all urgent care services. These quality 

standards must be clinically focused; patient-centred and build on 

existing experience gained in the application of the National Quality 

Requirements (NQRs).

• In order to ensure absolute clarity of accountability across the 

pathway, a single system integrator should be nominated- appoint a 

well-qualified lead commissioner to act as the systems integrator 

who may devolve leadership responsibility but not accountability to a 

provider organisation or individual

• Data sharing requires a national solution- roll out should be 

supported by a programme to help patients understand how their 

data will be used and by whom. 



Creating an integrated urgent care 

pathway 

• Costs should be measured across the complete cycle of care for the 

condition/across a unit of time, if a long term condition 

• Encompasses a single payment for a full cycle of care, with 

mandatory outcome reporting - Incentivise providers to improve 

outcomes and lower costs across full care cycle 

• Are underpinned by contracts which allow for shared incentives 

between providers on achievement of agreed outcomes -Issues-

risk sharing/cohesion/patient flow to most appropriate. 

• Programme budget based on a defined population?

• And held by a population based provider?



Creating an integrated urgent care 

pathway 

• Workforce planning is critical to the long-term sustainability of the 

urgent care sector, mitigating the risks posed by ongoing recruitment 

challenges. 

– A multi-disciplinary approach must be taken to staffing urgent 

care services. The spectrum of advanced practitioners available 

to deliver services should be expanded to include pharmacists; 

nurses; physician associates; and healthcare assistants. 

Practitioners should then have the appropriate skills mix, 

enabling an out of hours team to call upon paediatric, mental 

health and long-term condition expertise at any one time. 



The NHS financial & service challenge will only be met 

by radically changing how care is provided:

– New localism;

– Using current & future technologies;

– Streamlining care & removing inefficiencies;

– Integration of care across organisational boundaries.

• The innovation of GP Provider Companies / Federations 

are key to realising the above.



General Practice service delivery options

• Analysis of workload to assess practice clinical skill mix

• Partnership model – GPs, practice nurses, practice manager, 

Pharmacists

• ‘Joint Ventures’ to deliver care for population groups- CHS, Social 

Care, hospital staff

• Role of GP ‘meso organisation’ in supporting above at practice level.

• MultiSpeciaity Community Providers eg ‘Primary Care Home’

• Horizontal or Vertical Integration = PACS



The Primary Care ‘Home’

• Population based primary care is where the needs of the 
individual and of the community can be met

• Home for all PC providers (Pharmacists, Dentists, 
Optometrists), CHS and Social Care

• And potentially many currently working in hospitals

• Delivering on;

• Improved service quality and responsiveness to patients’ individual 
requirements

• Integrated Long Term Conditions care

• Care closer to the patient’s home

• The ‘home’ for extended skills and services

• An alternative to hospital; centricity

• Holding a population budget 

• Where bio-clinical focus and addressing the social determinants of 
health can be the responsibility of one provider organisation 

• Importance of relationship with local government and third sector



‘Next to knowing when to seize an opportunity, 

the most important thing in life is to know 

when to forego an advantage’

• Integration will depend on Health Economy behaviours

• -the interests of patients and citizens trump those of institutions

• -no disputes but ok if disagreements

• -need to choose our leaders for their behavioural attributes not 

only knowledge and experience

• We need to focus on relationships underpinned by a contract, not 

defined by the contract 

• design, develop, test and implement system-wide outcome 

measures for which all members are jointly held to account

• A key focus for future commissioners as it is noticeably lacking 

currently, is how to commission for individual patients

• The only way to get sustainable improvement

is for the NHS to also be held to account by individual patients


