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The case for change has outlined the need to change the out of acute
hospital care delivery across Dorset

▪

CWGs reviewed the current services in Dorset, feedback
from patients and carers and identified areas where
services are not as good as they could be, resulting in a
compelling ‘case for change’

▪

The key issues of out of acute hospital care are:

Dorset CCG –
Clinical Services Review
Case for change supporting materials

8th December

– Out of acute hospital care for people in Dorset is
provided by multiple organisations working together from
many different locations which creates fragmentation,
inefficiencies and sometimes poor quality care

– There is variation in the services provided across and
within localities, and variation in the quality of care

– Not all services are available seven days a week
– Data suggests some patients are admitted to hospital
because of fragmentation, poor quality care or lack of
access to care in the community
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Out of acute hospital care for people in Dorset is provided by multiple
organisations working together from many different locations
Health service facilities
(> 250 sites)

Source: Dorset Healthcare; Dorset CCG
3



3 acute trusts with 4 sites



12 community hospitals (9 with
MIUs)



100 GP practices from 115 sites



30 mental health sites



21 children centres / children &
youth centres



27 medical centres / clinics /
community centres



19 administrative bases / support
services



25 other, 1 vacant and 3 vacant for
sale



In addition there are many
community pharmacy, dental and
optometrist sites

There are 100 GP practices and 642 GPs across the 13 localities in Dorset
GP Weighted
Number
1
population (wp) of GP
2013/14, ‘000s
practices

Number
of GPs2
2013

Number of
GP practices
with 1-3 GPs

Number of
FTEs GP /
10,000 wp

Bournemouth North

63

8

53

2

7.0

Central Bournemouth

60

7

51

1

7.2

Christchurch

63

7

42

0

5.5

7

28

5

5.1

8

51

2

5.4

10

61

2

6.3

9

38

2

6.3

10

62

2

5.8

8

58

1

6.0

7

55

1

7.0

4

41

0

7.0

6

34

3

6.6

9

68

2

6.2

100

642

23

Dorset West

47

East Bournemouth

67

East Dorset
Mid Dorset

78
45

North Dorset

88

Poole Bay

81

Poole Central
Poole North
Purbeck
Weymouth & Portland
Total

67
52
39
83
832

▪ 23% of
practices are
small

▪ There is
variation
across the
number of
patients
handled by
each GP

1 Weighted population - adjusts for variation in age, deprivation and overall health sector needs; Weighted population increases the population size due to the
health burden; the population of Dorset is ~750 million
2 Total GP Headcount - GP workforce census only includes those practitioners who are authorised to practice within England. All figures exclude GP Locums
Source:GP Workforce Census Health and Social Care Information Centre 2013/14;
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East Dorset
Wimborne
 16 inpatient beds; 2,192m2
 X-ray and ultra sound machines
 Minor injuries unit
 Elderly care rehab
 Community MH
 GP and direct admissions
 Minor operations
 Physio, OT, OPD
St Leonard’s
 22 inpatient beds
 7,263m2
 Elderly care rehab
 GP and direct admissions
 Physio, OT, community care

There are 13 community hospital sites in Dorset
North Dorset
Sherborne (Yeatman)
 34 inpatient beds
 X-ray and ultrasound machines
 Elderly care rehab
 Minor injuries unit
 Community MH, OPD, Physio
 Dorset county outpatients (3,400
attendances)
Shaftesbury
 16 inpatient beds
 2,192m2
 X-ray machine
 Minor injuries unit
 Elderly care rehab
 GP and direct admissions
 Minor operations
 Community MH, physio, OT, OPD
Blandford
 24 inpatient beds
 6,527m2
 X-ray and ultrasound machines
 Elderly care rehab and medical facility
 Minor injuries unit
 OT, physio, palliative care, OPD
 Community MH
 Dorset County outpatients (6,200
attendances)

Shaftesbury
Sherborne
(Yeatman)

North Dorset
East
Dorset

Blandford

St Leonard’s

Wimborne

West
Dorset

Mid Dorset
Alderney

Bridport

Purbeck
Wareham

West Dorset
Bridport
 44 inpatient beds
 8,660m2
 X-ray and ultra sound
machines
 Minor injuries unit
 Elderly care rehab
 GP and direct admissions
 Community rehab,
 Palliative care Physio, OPD
 Community MH
 Dorset county outpatients
(5,600 attendances)
 Dorset County endoscopy
(784 patients)

Weymouth
Weymouth
Westhaven
 34 inpatient beds; 2,381m2
 Community MH
 Elderly care rehab
 OT and physio GP direct admission
Weymouth
 12 MH inpatient beds; 6,612m2
 X-ray and ultra sound machines
 Minor injuries unit
 Minor ops, DSU, diagnostics
 Physio, GUM clinic mental health
 Community MH
 Dorset County outpatients (31,000
attendances)
 Dorset County Day surgery (1,600
attendances)

Westhaven
Portland

*Current in use footprint ground floor only

Swanage

Portland
Portland
 16 inpatient beds
 1,462m2
 X-ray machine
 Minor injuries unit
 Elderly care, minor
injuries, OT
 Physio, palliative,
diagnostics
 Community MH
 Dorset County
outpatients (96
attendances)
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Source: Provider data

Christchurch
Christchurch
 8404 m2 *
 16 Macmillan beds
 Pharmacy
 Outpatients
 Dermatology
outpatients and
treatment rooms
 Rheumatology
outpatients and
treatment rooms
 X-ray and ultrasound
 Therapy
 Day hospital

Christchurch
Poole Bay
Alderney
 48 physical healthcare beds (+33
MH)
 6,526m2
 OT, physio; community MH
 GP and direct admissions
Purbeck
Wareham
 16 inpatient beds; 1,832m2
 Elderly care rehab,
 GP and direct admissions
 OT, physio, OPD, community
MH
Swanage
 15 inpatient beds
 2,133m2
 X-ray and ultrasound machines
 Minor injuries unit
 OPD, elderly care, OT,
 Physio, diagnostics
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Summary of key themes from the Clinical Working Groups (CWGs)
Care for people
with long term
conditions and
frail elderly






Maternity and
paediatrics




Planned and
specialist

Urgent and
emergency

Multi-disciplinary teams (including mental health) working in a
coordinated manner to address patient needs
Integrated intermediate care teams to leverage scale
Federated / network primary care model enabling support to be
available 7/7 and addressing the workforce challenge
Integrated teams of GPs, midwives, and health visitors working
together based around community hubs / localities
Single children’s service for children in Dorset – dedicated 111 number,
urgent access to diagnostics and integrated MDTs (bringing together
health visitors, GPs, school nurses, community and acute
paediatricians, speech and language therapists, social care staff) –
based out of local hubs/children’s centres



Community based therapy and rehabilitation including social care and
mental health
Outpatients, diagnostics, minor ops all provided at scale in the
community




7-day access to primary care services and urgent care
7-day access to diagnostics
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Outputs from CWG on people with long term conditions and frail elderly
Out of acute hospital

Prevention and early
diagnosis

▪
▪

▪
▪

▪
▪
▪

▪

Move from ‘consumer’
to ‘citizen’ model
Focus on Public Health
(e.g., smoking
cessation, flu vaccine
uptake)
Recognise and
manage health
inequalities early
Empower patients to
self-manage their long
term conditions and
support carers
Focus on patients with
alcohol and substance
misuse
Improve prevention
e.g. use patient experts
Segmentation of
patients based on need
/ dependency to enable
care to be more
tailored, with a greater
focus on preventative
and holistic care
Good system should
value non
pharmacological
intervention for frail
elderly over
pharmacological
intervention

Integrated primary, social and community care

▪

▪
▪
▪
▪
▪

▪

▪

▪
▪

▪

Community based co-ordinated care for people with
multiple co-morbidities available 24/7
–
Risk stratification to identify patients with greater
care needs
–
Improve out-of-hours co-ordination across teams
Person-centred, outcomes focused care vs. target
driven care
Promote ‘recovery at home’ with specialists supporting
community services and GPs
Reduce the number of interfaces, including low benefit
interventions
Involve 3rd sector, especially for mental health issues
such as dementia and depression
Challenge the institutional culture and divisions
between care settings
–
Promote system-wide excellence instead of
relying on certain individuals to outperform
Opportunistically offer positive interventions in any
care setting
Focus on social care and metal health alongside
physical health: an increased recognition of the need
to focus on psycho-social issues and incorporating this
into the overall ‘care’ discussion, e.g., social isolation,
loneliness, depression, cognitive decline
Greater access to diagnostics
Integrate intermediate care teams to leverage scale
(e.g. PICs)
–
Opportunity to improve integration by providing
a co-located home
Foster MDT working with shared accountability and
responsibility for the patient and reduced hand-offs

Ambulatory specialist input

▪
▪

‘One team’ working for patients
Direct access to certain services,
e.g., physio, CBT, alcohol
services
Increase use of technology (e.g.
telehealth), which facilitates but
does not replace specialist
support and input
Focus on what patients want to
achieve and not clinician
targets/metrics
Recognise specific needs of
residential / NH residents
Focus on making in hours care
as good as possible and
providing continuity of care
through out of hours
Out of hours (supported by
appropriate access to the care
record) and intervention
delivered in support of the
established care plan (supportive
of the long term outcome rather
than crisis mitigation)
Good links between specialists
and each local system with
specialist skills shared across the
system
Some specialists should be
community based, offering
hospital in-reach rather than
outreach e.g. Camden diabetes
model, Porstmouth ‘super 6’
model

▪

▪
▪
▪

▪

▪

▪

Last days of life and
care after death

Inpatient acute care

▪

▪

▪

▪

Rapid review by
specialist and dialogue
early during admission
with community based
care coordinator/GP
Early supported
discharge with specialist
input delivered at home
More acute medics input
into community hospitals
and intermediate care
teams to reduce
admission rates
Remove barriers
between acute care
specialists to reduce
patient burden for
multiple follow-ups

▪
▪

▪

▪

Commence discussion
much earlier with
patient and family
Maintain and update
quality advance care
plans, which are easily
accessible
Specialist services to
outreach as part of end
of life care, e.g., COPD
specialist nurses with
palliative care nurses
for continuity
Broaden scope of
palliative care

‘Opt out, not in’ for information sharing across primary, secondary, paramedics, social and community care
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Outputs from CWG on Urgent and Emergency Care
Out of acute hospital

Self care, support
and advice

▪

▪

▪

▪

One single number to
access all emergency
and urgent care and
advice so patient is
directed to
appropriate service
Support and
encourage self-care
and educate patients
around online
resources e.g. NHS
choices, patient.co.uk
or locality specific
website so they seek
appropriate service
Educate patients on
difference between
patient ‘needs’ and
patient ‘wants’ and
manage expectations
better
Identify support
groups available
locally and nationally
and raise awareness
so patients can utilise
these resources
–
Signposting to
websites, apps
and pharmacies

Primary care and
community services

▪

▪
▪

▪

▪
▪

▪

▪
▪

Split primary care into
planned care and urgent
care and have integrated
urgent care team in
community
Home visits by skilled
nurse practitioners
Same day access to GP
(including OOH) and 24/7
working for both
healthcare team and
social services with
greater integration
More district and
community nurses who
know their patients to
reduce admissions and
enable early discharge
process
Electronic patient records
and IT-enabled database
Manage risk better and
be more responsive to
patients discharged from
A&E recently
Utilise technology, e.g.,
online consultation and
telehealth to facilitate
‘virtual wards’
Mental health workers to
patrol with police at night
Rapid and 7 day access
to diagnostics

Ambulance services

▪
▪

▪

▪

▪

▪
▪

▪

‘One system’ for IT with
shared notes
Better communication
between ambulance
service, A&E and GPs
including OOH to obtain
medical advice and
reduce transfer rate
Ambulance and mental
health services working
together for frequent
attenders to A&E
Better use of ‘single
point of access’ and
support paramedics to
keep people at home
where possible
Rapid assessment
teams in the community
as alternative to
ambulance and to
prevent admission
Paramedics to also
work and train in urgent
care centres
Where required,
ambulance service to
transport patients
rapidly to hospitals
Clear ambulance
transfer pathways

Emergency department

▪

‘One system’ for IT with
shared notes
Consultant presence at
least 8am to midnight
Use alternative models of
assessment and
treatment in A&E, e.g.,
ENPs, extended scope
physios, pharmacists
One provider for all
urgent/emergency care
Commission for patient
outcomes not ‘in silos’
Co-located urgent care
centre and A&E
Centralised specialist
provision, e.g., stroke
Mental health input
available 24/7, especially
for patients with dementia
Rapid access to
diagnostics in A&E
Fast assessment of older
people and better
communication with their
carers/family
Consultants to act as
‘gatekeepers’ to all
specialities and available
to give immediate advice
and same/next day
review
‘Intensive input’ strategy
for frequent attenders to
A&E

▪
▪

▪
▪
▪
▪
▪
▪
▪

▪

▪
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Non-elective admissions

▪
▪

▪

▪
▪
▪

▪

Better pathway for
current delayed
discharges
Inform and resource
GPs to support and
manage early
discharges with
discharge summaries
reaching GP on the
same day
Commence discharge
planning on admission
and have integrated
community services
that know where
patients are and can
repatriate to rehab
services etc.
24/7 access to social
services
Step down/interim care
beds to support
secondary care
Community hospitals
managed by acute
trusts to help patient
flow out of acute trusts
Care plans and
proactive care for
vulnerable elderly
people that are
followed by all
members of the team

Rehab and follow up

▪

▪

▪
▪
▪
▪
▪

‘One system’ for IT with
shared notes across
hospitals/GPs/social
services/district nurses
Responsive and
integrated 24/7
domiciliary and
community care teams
More people supported
at home towards the end
of life
Patient education
programmes
Remove professional
hierarchies
One or comparable
contracts for care to
prevent blame
A willingness to take
risks by all team
members and display
leadership

Outputs from CWG on Paediatrics
Out of acute hospital

Prevention (universal)

▪ Focus on immunisation
– Better information

▪

▪

▪

▪
▪
▪
▪

sharing with parents
regarding benefits
– Appoint immunisation
leads with local delivery
preferable
– Vaccinate school age
children in school
School nurse / CAMHS in
schools
– Closer alignment of
education services and
school nurses including
psychological support
Improved detection and
management of childhood
obesity, with family-centred
prevention plan
Workforce across children’s
services that understands
the evidence base and
targets families effectively
Identify high attenders to
A&E or OOH and offer
tailored support
Better support for parents of
children with greater needs
Need to consider service
transition from children to
adolescent to adult
Prevention of emotional ill
health – targeting
preconceptional work and
families

▪

▪

▪

▪

▪
▪

▪

Protection & care for
vulnerable children
(targeted)
Safeguarding integrated in
services as ‘one team’
– Strong safeguarding
process with regular
team training
Earlier, effective
interventions to prevent
severe problems
– Apply latest research
Shared IT system which
social/primary and
secondary care can
access and better
information sharing
between social services,
schools and primary care
– Single ‘joined up’ case
notes
Improved early intervention
for children and young
people around behaviour
(e.g., bullying and sexual
exploitation)
Joint working with schools
to promote emotional
health
Early detection schemes to
support children with
learning difficulties and
identification of
behavioural problems in
infants
Properly commissioned
ASD services
– Ensure provision of
neurodevelopment
service including ASD /
ADHD services

Primary care
(Universal)

Community care/
therapies (targeted)

▪ Ensure all GPs are trained ▪ Effective 24/7community
▪
▪
▪

▪
▪

▪

▪

in paediatrics and provide
regular updates
Clinical GP lead for
paediatrics in practices
More paediatric nurse
expertise in GP setting
Personalisation of selfmanagement should start
after diagnosis of long term
condition
Develop links with
paediatrics and CAMHS
concerning self-harm
A specialist GP or
paediatrican in groups of
practices, to better enable
integrated working and
access to specialists
Enhanced education for
primary care teams and
investment in community
teams, including support
such as ‘hot phones’,
urgent access clinics and
access to diagnostics to
prevent admission
Teams of GPs working
with health visitors,
midwives, social care –
based around community
hubs/localities/federations
with effective signposting
to services

▪

▪

▪
▪

▪
▪

▪
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services including
paediatric specialist nurses
clinics for long term
conditions monitoring with
GP involvement
Enhancing community
based care, with acute,
community,
neurodevelopmental and
CAMHS as one service
– Introduce a behavior
model clinic
– Post-diagnostic
support including
parent workshops
Single point of access for
all child and adolescent
psychology and mental
health needs
Shift secondary care work
to community setting
Integrated pathways that
recognise the
multiprofessional nature
and benefits of Local
Authority and NHS input
Multi-disciplinary team
including police
Health visitor, school
nurse, CAMHS and
midwifery liaison where
required
Paediatric nursing in the
community for post
discharge care and f/up

Specialist/acute care
(specialist)

▪ Agreed pathways for

▪
▪
▪
▪

▪
▪
▪
▪

▪

provision of paediatric
services for acute/urgent
care
Co-locate services and
offer more equality of
services
OOH and A&E referrals to
paediatrics screened by
senior clinician
Palliative care to be
available out of hours
More effective discharge
planning and
communication between
paediatrician, community
services and GP
Clear guidelines for rapid
access clinics referrals
Agree quality standards
Specialist nursing support
for children with chronic
diseases
Abandon concept of
primary care, community,
and secondary and
consider as one, outside
hospital care, along with
social care (need IT
system to link) including
schools and CAMHS, and
associated practitioners
(children SALT etc.)
Ensure neonatal care
aligned with obstetrics

Tertiary care (specialist)

▪ Tertry care out of the

▪

▪
▪

▪

county, with air ambulance
as an option for difficult
geography
– Accessible but needs
to be expert and
centralised
– Support for travel to
distant sites for
parents
Ensure joined up with
current services
– Localise where
possible
– ‘Hub and spoke model’
Tertiary care outreach to
primary and secondary
care
Remove financial
disincentives to
commissioning tertiary
services and encourage
‘collaborative
commissioning’
Improved facilities for
patient transfer across
sites

Outputs from CWG on Maternity
Out of acute hospital

Pre-conception

▪

▪
▪

▪

▪

▪
▪

▪

Focus on pre-conception care, accurately
assess women’s risk profile, identifying
long-term pre-existing conditions,
(physical and mental heath) to plan care,
prevention, enhancing the role (and
training) of the GP and network access to
specialist services
Ensure sufficient focus on high risk
women, including those with serious
mental illness and addiction problems
Introduce panel of maternal medicine,
obstetrician and general medicine for preconception counselling for women with
medical conditions
Infrastructure for preconception care at
local level, including pharmacists
Improved GP education for better
management and involvement in
preconception, especially for women with
chronic medical conditions, e.g., diabetes
Public health messages given earlier,
e.g., smoking cessation, alcohol, diet
Proper pre-conception care so women
are better prepared for pregnancy
including education around proven
benefits, e.g., vitamin supplements and
folic acid
–
Obesity and raised BMI clinics to
address issues preconception
Effective sex education and
contraception, including school visits

Antenatal care

▪

▪
▪
▪

▪
▪
▪
▪
▪
▪

▪
▪
▪

Birth

Community midwife antenatal clinics for
continuity of care, ideally closer to
women's’ work
–
Team of 2-3 midwifes per woman
for continuity
Closer links with primary care, obstetrics
and mental health services
High quality antenatal preparation
classes
Integration of midwifery with health
visitor, primary care – possibly in
childrens’ centres, possibly in practices /
groups of practices
Reduce visits to secondary care and
offer closer to home
Centralisation of services for high risk
medical conditions (specialist MDT
clinics)
Identification of problems early on so
that consultant opinion can be sought
and repeated visits minimised
Public health campaigns for flu
vaccination for expectant mothers
Ante-natal appointments outside normal
working hours
Ante-natal screening for mental health
vulnerability
Extended hours for PAU (7 days a week)
Common pathways across Dorset,
mobile IT solutions and common notes
system with telephone triage
Training opportunities for GPs to refresh
antenatal and postnatal skills, focusing
on medical conditions

▪
▪
▪
▪
▪

▪
▪
▪
▪
▪
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Choice for women on where to have
their baby with appropriately trained
staff
Midwife-led for majority with continuity
of care and early referral to health
visitor with appropriate hand-over
Homebirth team of midwives to
increase home birth rates
Access to consultant-led care when
required and robust pathways to deal
with emergencies
1:1 midwife care during labour with
good patient facilities and aim for 24/7
consultant led services, with
Obstetrician Consultant resident
overnight
Foster understanding of impact of
health issues on where to give birth
Switch focus from C-section rates to
women’s experience of birth and their
preferences (including VBAC)
Multi-team support for vulnerable
women, e.g., learning disability,
substance misuse throughout pathway
Enhance teams working between
different types of units in an integrated
way, so can work in all types of unit
Better breast-feeding support
immediately following birth and
beyond

Post-natal & neonatal care

▪

▪
▪
▪
▪
▪
▪
▪
▪
▪

▪
▪

Integrated care between community
midwifes, health visitors, children care
(0-5 years) and social care for women
postnatal
Local high quality neonatal intensive
care so women don’t have to be
transferred
Mental health support post-delivery
with high quality, easily accessible
services
Post natal parenting
programmes/education for parents
High quality discharge information,
which is shared with the team rapidly
and highlights areas of need
Offer a bio-psycho-social model with
the right clinical skills for both mother
and baby
High quality bereavement suppor
Specialist services for teenage
mothers
Interventions for women with bonding
and attachment difficulties
High quality, consistent post natal
care and integration with primary care
and health visitors, and healthy child
programme
Ensure focus on safeguarding
Common pathways across Dorset,
mobile IT solutions and common notes
system with telephone triage

Outputs from CWG on planned and specialist care

Out of acute hospital
Mix of in hospital and
out of acute hospital

Self-assessment
and self-care

Primary, community care and elective services

▪

▪

▪

▪

▪

Increase the focus on public health
–
Better patient education
–
Raise awareness of illness
(and natural course) and
disease symptoms
Use every patient interaction as an
opportunity for health promotion
and lifestyle discussion for all
members of the healthcare team
Encourage self-responsibility to
self-manage conditions
–
Community / third sector /
political / media
encouragement towards selfcare
–
There should be an emphasis
on mental health within selfcare and prevention,
appropriate for individual and
family
Managing public expectations on
availability of care and include
information on cost of care

▪

▪
▪
▪
▪
▪
▪
▪
▪
▪

▪
▪

Develop easier GP access to consultant / specialist opinion by email or phone prior
to referral
Improve GP access to investigations and diagnostics, where appropriate
–
Enable GPs to request these alongside referral to improve outcome of
consultant review
–
Enable point of care testing for GPs
Introduce unified decision making criteria for referrals across Dorset
– Develop early referral pathways to prevent emergency admissions
Design and implement shared incentives between primary and secondary care to
reduce barriers (especially funding and IT)
Shift certain services from hospital to primary care
–
IV therapy (appropriately staffed), phlebotomy, using GPwSI appropriately
(e.g., paediatrics)
Develop integration across providers, where possible
–
IT provision, Managerial, Clinical, Diagnostics (including a unified radiology
and pathology platform)
Apply rationing policy to reduce low value outcome procedures, e.g., varicose veins
surgery and carry out value assessment on activities overall
Empower patients to self-refer, where appropriate, e.g., physiotherapy
Offer ‘virtual clinics’
Transfer elective services to primary and community care where possible
–
Minor ops, Ophthalmology, Dermatology, Audiology
Community / locality assessment centres to include:
–
Multidisciplinary teams (AHP / ESP / GP / GPSI / consultants) working as
teams on dedicated days to the "top of their licence“
–
Enabling good communication, holistic approach to physical and mental
health, improved patient pathways between provider organisations, improved
outcomes
–
Same day diagnostic provision to enhance one stop service where feasible
–
Third sector / social care / mental and physical health base co-located at
community centres
Services will be designed and delivered to meet the needs of mental health
patients
Use community settings for low risk surgical (including GA) and medical
interventional procedures
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Rehabilitation
and follow up

▪
▪

▪
▪

▪
▪

Greater integration between health and
social care to expedite discharge
Provide follow up in the community with
GPwSI, ESP, AHP or outreach
consultant where possible
–
Introduce primary care GPwSI
matrix working across practices
(pooling of specialists across the
patch and wider conurbation)
Reduce follow-up as appropriate
Encourage direct referral between
specialists, where possible, to reduce
delay and administration burden for
patient and GPs
Remove rehabilitation as a buffer
Offer information and education to
patients and families to avoid and
reduce readmission rate

Clinicians have agreed on the key principles and attributes of out of acute
hospital care to deliver “what good looks like”
1

Increased focus on prevention (lifelong management vs. crisis management) and mental health

2

Support individuals, patients, and carers to manage their own health more

3

Increase clinical management of patients within the community, closer to their homes and
communities

4

Understand the holistic health needs of people to enable care to be tailored to individuals through
the use of routine health assessment tools and developing a comprehensive patient register

5

Risk assess the population and develop care plans on a regular basis for those with the greatest health
needs providing patients with integrated and pro-active care plans that vary according to risk and need

6

Be able to direct people to the most appropriate care provider by organising as multidisciplinary
teams (including pharmacists, psychologists, nurses, physios, occupational therapists, speech and
language therapists, GPs and others)

7

Effectively collaborate and communicate across those teams of health professionals to act as a ‘team
around the patient’ with greater skill mix such that patients and carers have a single assessment, a single
care plan and receive a seamless coordinated service

8

Organise services to ensure appropriate care is available on a 7 day a week basis – and for the
highest risk patients on a 24x7 basis - to provide continuity and a seamless service

9

Collaborate across services to enable efficient investment in facilities and equipment

10

Work to Clinical protocols – following protocols that all providers across primary, community and social
care agree on and understand

11

Meet national guidance on specialty services - The National Institute for Health and Care Excellence
and other national bodies (such as the Royal Colleges) have published guidance on the delivery of high
quality specialist services.

12

Continuously assess and improve performance through transparency and cross-setting discussions
13
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Dorset needs to transform its out of acute hospital service provision…
Examples

Transformed primary
care

From

To

•

•

•

Variations in performance and quality
across practices
Challenges in accessing primary care at
times convenient to patients

• Multiple overlapping services leading to
Rapid response to
urgent health needs

Integrated care for
people with long term
conditions and the frail
elderly

Efficient planned care
close to patients’
homes

Support for people to
recover independence
quickly

Workforce for the
future

•
•

confusion over how to access care
Limited access to services out of hours

•

Consistent quality regardless of where
and how people access services
Access to appropriate, integrated primary
care services 7 days a week

• Single point of access for urgent
•

care services
Access to a range of health and social
care professionals depending on need

Fragmented services leading to duplication
of effort and allowing people to fall through
the cracks

•

•

Patients travelling to the acute hospital
locations for outpatients and diagnostics
sevices that could be delivered in the
community

•

Outpatients and other planned care delivered
at scale in the community

•

People kept in hospital because
appropriate support services are not in
place to enable them to return home

•
•

Discharge planning at time of admission
A range of home-based support services
available and use of technology to allow
people to recover independence at home

•

Clinical staff spending time on tasks which
they are overqualified for, spending time
travelling and lacking administrative and IT
support

•

Greater role mix to deliver care to the ‘top of
their license’
Services organised to reduce travel time
Management support to improve utilisation
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•

•
•

Pro-active support and a focus on
self-care
Single locality teams providing seamless
services to patients tailored to their needs
and according to their level of risk
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There are some important considerations about scale that will determine
what services to deliver at the local level
Service

Urgent care

Scale considerations for supply of services
 12x7 UCC requires at least 30,000 attendances p.a. to commission with economic
viability at the minor A&E tariff of £591
 Typical number of primary care consultations per 50,000 population is ~250,000 per
year of which up to 100,000 are “same day” or “urgent” consultations

Diagnostic
X-ray

 A minimum scale of ~10,200 X-rays per year for a single x-ray machine to break even

MRI



CT



A stand-alone
outpatients

financially2
A minimum scale of ~2,600 MRI scans per year for a MRI machine to break even
financially3
A minimum scale of ~4,800 CT scans per year for a CT to break even financially4

• Specialities will need from 500 to over 2000 visits/year to be sustained at scale in a
stand-alone outpatient service5

1 Urgent care centres require minimum staffing levels throughout the opening hours, which can impact the provider costs significantly. Premises costs contribute to this dynamic,
as premises cost the same, regardless of opening hours. UCCs are viable for providers when the combination of local demand and price paid from the commissioner cover
running costs
2 The minimum cost of operating a single X-ray machine and its operators is ~£210k per year, including rental costs, with a further £3 per X-ray cost for consumables. The tariff for
a single X-ray is taken as £25
3 The minimum cost of operating an MRI is staff costs of £285k, fixed costs of 255k (£90k equipment depreciation, £90k maintenance, £75k building depreciation/ other costs),
with an additional £21 for supplies per scan. The average tariff for an MRI scan is £226 (national tariff 2010/11)
4 The minimum cost of operating a CT is staff costs of £285k, fixed costs of 190k (£60k equipment depreciation, £60k maintenance, £75k building depreciation/ other costs), with
an additional £23 for supplies per scan. The average tariff for an CT scan is £122 (national tariff 2010/11).
5 For specialist clinics (GPwSI, specialist nurse, etc.), sufficient patient catchment is required to run at least two full sessions in a day to avoid travel each week, ideally on a
regular basis, i.e., estimate of number of patients needed to fill 2 sessions of consultants’ time every week which would vary from as many as 60 for dermatology to as few as
10 for geriatrics
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SCALE CONSIDERATION

Local demand for diagnostics suggests that Dorset could support 6 x-ray
hubs in addition those available on acute sites
Capacity implications (X-ray example)

Current situation

Hospital

X-ray
facility

▪ Outside in analysis suggests that the projected

Operating hours
(per week)

population of Dorset in 2020/21, on average
require1:

Alderney

– ~4,100 non-acute X-rays per week (@52

Blandford

22.5

Bridport

37.5

Portland
Shaftesbury
(Westminster)
Sherbourne
(Yeatman)
St. Leonards

15

Swanage

23

weeks per year)

▪ At current productivity (~16 scans per hour) and
assuming 40 operating hours per week, this
requires 6.5 X-ray machines to support all the
non-acute x rays for Dorset

37.5
37.5

▪ If the current productivity were to increase by
25% or if the x-ray machine were to operate for
50 hours a week (either 10 hours x 5 days or
additional hours during the weekends), then it will
only require 5 X-ray machines to cover the
Dorset population’s non-acute x-ray requirements

Wareham
West Haven
Weymouth

37.5

Wimbourne

37.5

1 Based on registered patient list as of end of 2014 and projected based on demographics CAGR of 0.6% and average of 22,000 x rays per 50,000 population,
60% of which are suitable for non-acute setting
Source: NHS England Diagnostic Imaging Dataset, NHS Reference Costs, Dorset CCG
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Local demand for minor injury and urgent care services could support up to
7 MIUs
Attendances, ‘000
MIU activities1
2020/21

Bridport

Economically viable 12/7 MIU/UCC

+

GP urgent care activities2
2020/21

8.5

= Total MIU / urgent care activities
2020/21

37.9

46.4

Sherbourne

3.3

Wimbourne

5.0

Blandford

2.9

St. Leonards

1.7

0

1.7

Portland

3.1

0

3.1

Shaftesbury

4.0

Swanage

40.1
48.2

0

Westhaven

0

54.7

31.9

35.9

24.4

14.3

Wareham

53.2

51.8

7.1

Weymouth

43.4

31.4
38.9

53.3

16.5
6.7

16.5
6.7
Min. of 30,000 attendances for a
economically viable 12/7 MIU / UCC

1 Projected 2013/14 MIU attendances at community hospitals with CAGR of 0.99%
2 Registered population at GP practices within 1.5km of the community hospitals. Projected based on the population growth CAGR of 0.6%. Assumed GP
urgent care contacts of 2 per population
Source: Dorset Healthcare; Population Demand Model; Google Map; GP data returns; GP census 2013/14
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Local demand for outpatients could support at least 6 sites (delivering at
least one day per week per site) depending on the provision of specialties
Potential OP appointments in community hospitals to indicate the maximum number of sites for each specialty. This assumes specialist
time remains on direct patient interaction however it could be used to review cases, and train local workforce

Specialty

Number of acute
appointments
Current number that need to be
delivered by
of community
consultants per
appointments
year (thousand)1
per year

Percentage of
consultant
delivered
appointments
that could be
done in out of
acute setting2

Number of
outpatient
consultations
per year

Time per
consultation
(minutes)

Max number of
days per
week3

Number of
consultations
per day

600

14,000

85%

12,000

15

32

8.3

-

14,000

100%

14,000

10

48

6.4

400

18,000

50%

9,000

15

32

6.3

6,300

25,000

50%

19,000

20

24

16.8

900

8,000

100%

9,000

45

11

18.1

Dermatology

85,000

35,000

90%

117,000

8

60

42.2

Gen Surgery

1,800

40,000

30%

14,000

12

40

7.6

-

53,000

100%

53,000

10

48

23.8

ENT

5,800

61,000

40%

30,000

10

48

13.6

Ortho

24,300

111,000

70%

102,000

10

48

46.3

900

25,000

50%

14,000

20

24

12.3

2,000

197,000

50%

100,000

Respiratory
Diabetes
GI
Rheumatology
Geriatrics

Ophtho

Urology
Other

1 After assuming changes to the current outpatient model which include decommissioning appointments that add no benefit to patients, delivering care
through the use of technology, enabling care to be delivered in the patients home and increase in appointments delivered by non-consultant staff e.g.
specialist nurses and AHPs
2 Assumption based on proportion of activity that needs to be collocated with hospital based elements of the specialty service
3 Does not take into account distribution of the population, number of locations will need to be determined based on local demand
Source: HES 2013/14
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Delivering services at scale can be achieved through a number of different
configurations, though there are trade-offs between access and scale
Central hub for local GP practices

Model 1– single large hub

Model 2 – local hub with
spokes

Model 3 – network with
large GP practices

▪

▪

▪

▪

▪

Community facility acts
as a single hub with GP
practices and other
providers all co-located
Achieves scale, enables
integration and longer
opening hours and
makes most efficient use
of assets
Requires population
base of ~ 30,000 to
sustain so most suitable
for urban location

▪

▪

Community facility acts as
central hub for urgent care,
diagnostics, assessment,
outpatient facilities etc.
Some GP practices and
other providers may be
located within the central
hub, others act as a spoke
Needs careful planning to
ensure integration and
optimal utilisation of assets
across whole hub and
spoke network
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▪

Network of practices
working together to
provide services through
a networked arrangement
– i.e., services such as
urgent care, outpatients
and diagnostics may
rotate around practices or
centralised in one or
more larger practices
Risks continuing
fragmentation, sub-scale
services and confusion
for patients and staff but
also requires least
change

A hub could include a range of services, depending on size
Model 1

Model 2

Model 3

Single large hub

Local
hub

Larger
GP
practices

General practice services
Urgent care
Out of hours
Community services
Proactive management of long-term conditions
Most outpatient appointments (including
prenatal/postnatal care)
Minor procedures

?

Step up / step down beds
Rapid response teams for frail elderly
Children’s services
Diagnostics – point of care pathology and
radiology
Pharmacy (optional)
Co-location of other health professionals – e.g.,
mental health, optician, dentist, and potential
social care services
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Spokes

Other GP
practices

Illustrative Model 1: ‘Single large hub’ (1/2)
Assumes 125,000 catchment population for “hub services”;40,000 for primary care;

Illustrative hub infrastructure and capacity1
Size = ~1,000m2

Mixed consultation rooms for primary care,
community care, general use

Scheduled care
Reception

Community
Room

Cafe

Café with events focused around populations
e.g. elderly care lunch, dementia lunch etc.

Consultation rooms
Open plan office space

Consultation rooms
Pharmacy
Equipment
Store
Dentist
Children’s
services

Treatment rooms
Open plan office
space

Community Room for classes and events
Spaces for management, care coordination,
care professionals (open plan, paper free)
with staff moving to location of patients,
encouraging integration and joint working

Community
health
services

Integrated community and social care
service advice and delivery

Chemotherapy

X-ray, Ultrasound, Lab and potential for
Mobile MRI / CT

Diagnostics

Treatment rooms for unscheduled care /OP
procedures with separate entrance

Treatment rooms

Step
up / step down
Step up
beds
beds
Step down beds
Source: CSR team analysis

Therapy
Area

Urgent care
centre
reception

1 Hubs could be in community hospital or acute hospital. Potential for GP practices to co-locate at hubs
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Illustrative Model 1: ‘Single large hub’ (2/2)
Catchment: Total = 125,000 people; Primary Care =40,000 people;

Illustrative hub infrastructure and capacity1
Size =

Example calculation for space requirement

~1,000m2

Mixed consultation rooms for primary care,
community care, general use
▪ Open 12hrs a day x 7 days a week
▪ Estimated 220,000 appointments per year
(~600 per day)
– 160,000 GP cases per year (~4 per person)
– 50,000 Frail appointments per year
– 9,000 Midwifery appointments per year
– Allied Health appointments
▪ Duration = 15 mins; ~36 per day per room
▪ ~13 multipurpose rooms

Scheduled care
Reception

Community
Room

Cafe
Consultation rooms
Open plan office space

Consultation rooms
Pharmacy
Equipment
Store
Dentist
Children’s
services

Treatment rooms
Open plan office
space

Community
health
services
Chemotherapy

Treatment rooms for unscheduled care /OP
procedures
▪ Open 14 hrs a day 7 days a week
▪ Estimated 80,000 case per year (~2 per
person; ~220 per day))
▪ Duration = 15 mins; ~48 per day per room
▪ ~4 treatment rooms

Diagnostics

Treatment rooms

Step
up / step down
Step up
beds
beds
Step down beds
Source: CSR team analysis

Therapy
Area

Urgent care
centre
reception

1 Hubs could be in community hospital or acute hospital. Potential for GP practices to co-locate at hubs
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Illustrative Model 2: ‘Local hub’ (1/2)
Catchment: Total = 60,000 people; Primary Care = 30,000 people; Frail elderly = ~3,500

Illustrative hub infrastructure and capacity1

Community
Room

Scheduled care
Reception

Café with events focused around populations
e.g. elderly care lunch, dementia lunch etc.

Cafe

Consultation rooms
Open plan office
space

Pharmacy
Equipment
Store

Mixed consultation rooms for primary care,
community care, general use

Consultation rooms

Dentist
Children’s
services

Open plan office
space
Treatment rooms

Community Room for classes and events

Therapy
Area
Community
health
services

Spaces for management, care coordination,
care professionals (open plan, paper free)
with staff moving to location of patients,
encouraging integration and joint working

Diagnostics

Integrated community and social care
service advice and delivery
X-ray, Ultrasound, ‘Lab in a box’

Urgent care
centre
reception

Treatment rooms for unscheduled care /OP
procedures with separate entrance

Size = ~600 – 800m2

1 Hubs could be in community hospital or other community health estates. Potential for GP practices in the immediate vicinity to co-locate at hubs
Source: CSR team analysis
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Illustrative Model 2: ‘Local hub’ (2/2)
Catchment: Total = 60,000 people; Primary Care = 30,000 people; Frail elderly = ~3,500

Example calculation for space requirement

Illustrative hub infrastructure and capacity1

Community
Room

Scheduled care
Reception

Cafe

Consultation rooms
Open plan office
space

Pharmacy
Equipment
Store

Mixed consultation rooms for primary care,
community care, general use
▪ Open 9hrs a day x 7 days a week
▪ Estimated 160,000 appointments per year (~460
per day)
– 120,000 GP cases per year (~4 per person)
– 40,000 Frail appointments per year
– 4,500 Midwifery appointments per year
– Allied Health appointments per year
▪ Duration = 15 mins; ~36 per day per room
▪ ~12 multipurpose rooms

Consultation rooms

Dentist
Children’s
services

Open plan office
space

Treatment rooms

Therapy
Area
Community
health
services
Diagnostics

Treatment rooms for unscheduled care
/OP procedures
▪ Open 12 hrs a day 7 days a week
▪ Estimated 60,000 case per year (~2 per
person; ~160 per day))
▪ Duration = 15 mins; ~48 per day per room
▪ ~3 treatment rooms

Urgent care
centre
reception

Size = ~600 – 800m2

1 Primary care catchment not dramatically lower than large hub despite different total population as those further away would use other practices
2 Hubs could be in community hospital or other community health estates. Potential for GP practices in the immediate vicinity to co-locate at hubs
Source: CSR team analysis
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Number and types of hubs based on population size and distribution in
Dorset
West of Dorset
(registered population ~ 280k)




East of Dorset
(registered population ~ 500k)

5-7 local hubs based on
existing community
hospitals, and potentially
DCH (i.e. one per 40,00050,000 population)
GP practices as spokes

28



2 single large hubs,
with one at major
planned care hospital
(MPH) site and one at
Christchurch
community hospital



3 – 4 larger GP
practices with urgent
care, outpatients sand
primary care

Several key enablers will need to be put in place to support the new models

 Integrated information systems enabling appropriate and timely
sharing of electronic patients records, images, notes and reports across
care settings to ensure seamless communication and adoption of new
technology
 Contracts, regulation and tariffs to align incentives across the
health economy for health i.e. primary, secondary, community care,
mental health and prevention (Public Health England / Local Authority)
and social care to build care around the individual, rather than current
fragmented system (this requires support from the CCG to move to
outcomes based commissioning)
 Better, more consistent performance management across providers
to ensure more consistent delivery of high quality care
 Better structure for risk-stratification towards delivery of the right
services at the right time in the right place
 Patient education and information sharing
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Community hospital sites across Dorset will play a pivotal role in the new
delivery model for out of acute hospital care

▪

Operate as a base for integrated services, providing both proactive and
reactive care to keep vulnerable high risk groups of people out of hospital

▪

Be used as a local hub for the delivery of primary (including urgent care and
out of hours) and community care, outpatient, minor procedures and
diagnostic services allowing for the delivery of services at scale whilst
improving access to care and reducing travel times

▪

Focus on local people's needs with hospitals differentiated towards more
acute care or longer term elderly care as required

▪

Support earlier discharge from the acute hospitals so patients can receive
step down care and end of life care closer to their families

▪

Be far more extensively utilised to reduce costs

31

Current and future bed requirements

HIGHLY PRELIMINARY

Bed requirements at community hospitals
Number of beds
290

5
(2%)

15
(5%)

295

310
(107%)

-76
(-26%)
234

Current
used beds

Move to best Beds
practice
required
1
utilisation
to meet
optimum
utilisation

Increases
in activity2

20/21 do
Change in
nothing bed average
requirement length of
stay3

20/21
required
beds

Oak group data
suggests that there
could be 50 - 60
extra step down
beds if Poole and
Bournemouth had
similar access to
sub-acute and
rehab care

Key assumptions to agree

Value

1: Move to best practice
utilisation

Assumes all hospitals move to the same target utilisation (90%)

2: Increases in activity

3: Changes in average length
of stay

Increases in activity in line with demand model demographic growth, nondemographic changes assumed to be absorbed in new model of care
(0.99% per annum)
Assumes the sites can move to top quartile (24 days)

Source: Dorset healthcare beds data, Oak Group Report – Bournemouth and Poole audit results
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If there is not dramatic increase in activity flow from the acute
hospitals, community hospitals will require fewer beds in future
Community
hospitals

Current number of
physical community
beds

Demand for beds in
20/211

48

30

Alderney
Bridport

44

Westhaven
Sherborne

25

Blandford

24

St Leonards

-18
-16

28

30

Wimborne

Net bed change

28

34

-6

27

-3

26

1

17

22

ILLUSTRATIVE

-7

16

-6

Portland

16

Wareham

16

Shaftesbury

16

17

1

Swanage

15

16

1

Total

16

0

13

290

-3

234

-56

1 Estimation of demand taking into account impact of consistent activity growth across hospitals but specific changes to length of stay and utilisation
according to the current performance of each community hospital
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To enable faster discharge and improve access, these beds
should be moved closer to the homes of those who need them
Locality

Weighted
Population (K)

Poole Bay
West Dorset

72

74
88

East Dorset

59

-20

11

0

18

18

East Bournemouth

56

0

Central Bournemouth

58

0

18

18

North Bournemouth

60

0

18

18

Poole Central

60

0

18

18

Mid Dorset
Total

44

17

17

0

13

13

778

234

234

-56

1 Assumes locality is served by the community hospital within its locality. Where a locality does not have a community hospital, it is assumed
to be zero. In reality activity will cross locality boundaries.
Note: Values are rounded to avoid showing false precision in the analysis – this means figures will not always add up
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No longer
required as
‘active’ beds

-10

15

28

Christchurch

1

23
26

36

-44

26

16

51

-28

22
61

76

Poole North

-30

14
44

Net bed change
redistributed locality
needs vs current beds
-26

22

28

North Dorset

Suggested redistribution
of beds to meet 20/21
demand

30

45

Weymouth and Portland

Purbeck

Bed distribution if demand
for beds in 20/21 was met by
current community
hospitals1

ILLUSTRATIVE

Beds could
be
supported
by a MPH
hospital in
the East
Beds
supported
by planned
and
emergency
care hospital
(P&EH)

Community beds will be reassigned to best support the needs
of the community
Locality

Poole Bay
West Dorset
Weymouth and Portland
North Dorset
East Dorset
Poole North

Purbeck

Suggested redistributionStep up beds
of beds to meet 20/21
demand

21.6
13.5

Step down beds

6.5

22.2

15.3

27.8

18.5
16.1

6.9

43.5
0

10.7

4.6

10.7

30.5

15.5

7.9

23.0

26.4

9.4

6.7

26.5

Repurposed e.g. respite,
residential nursing and end
of life care

15.1

4.0

9.7

7.5

3.2

20.3

Christchurch

17.7

5.3

12.4

0

East Bournemouth

16.8

5.0

11.8

0

Central Bournemouth

17.6

5.3

12.3

0

North Bournemouth

18.0

5.4

12.6

0

Poole Central

17.9

5.4

12.5

0

Mid Dorset
Total

13.1

9.2

3.9
233.8

70.1

0

163.6

Note step up/step down bed split assumes 30% to 70% will need to check this against other sources
Note: Values are rounded to avoid showing false precision in the analysis – this means figures will not always add up
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ILLUSTRATIVE

158.3

Theatre activity suggests a requirement for no more than 1-2 theatres for
community activity, with 4 community hospitals running acute activity
Acute activity taking place in
community hospitals

Activities of Dorset Healthcare (excludes acute
activities taking place in community hospitals)
Forecast
future activity

Current
theatre
capacity

▪ There is currently no assumption on

3,800 appointments

increasing activity here to support
community theatres

▪ Additional theatre activity at:
– North Dorset (Yeovil activity)
– West Dorset (Dorset County activity)
– Weymouth and Portland (Dorset

10,060 (two sessions per day, five
days per week)
20,120 (three sessions per day 7
days per week)

County activity)

– Christchurch (Bournemouth activity)

Capacity of a 1,500-2,000 (two sessions per day,
five days per week1)
single
3,000-4,000 (three sessions per
theatre
day 7 days per week1)

Number of
theatres
required

1-2 theatres

1: Higher value in range would likely require additional improvement in theatre productivity
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This would lead to a new view of services provided as follows:
East Dorset
1/2 sites providing:
Outpatients
Diagnostics
MIU
Step up beds
Step down beds
Minor operations

North Dorset
1/2 sites providing:
Outpatients
Diagnostics
MIU
Step up beds
Step down beds
Minor operations
Shaftesbury

1 site providing:
Dedicated care for the elderly
Respite care

Sherborne
(Yeatman)

North Dorset
East
Dorset

Blandford

Bournemouth and
Poole conurbation
1 site providing:
Dedicated care for the 1 site provides:
Major emergency
elderly
hospital (MEH)
Respite care
services
Outpatients

St Leonard’s

West
Dorset

Wimborne

Mid Dorset
Alderney

Bridport

Christchurch

Purbeck
Wareham
West Dorset
1 site providing:
Outpatients
Diagnostics
MIU
Step up beds
Step down beds
Minor operations

Weymouth & Portland
1/2 sites providing:
Outpatients
Diagnostics
MIU
Step up beds
Step down beds
Minor operations

Weymouth
Westhaven
Portland

1 site providing:
Dedicated care for the elderly
Respite care

Swanage

1 site provides:
Mental health
services
1 site provides:
Outpatients
Diagnostics
Step up beds
Step down beds
Low complexity high
volume elective
Some emergency
care

Purbeck
1/2 sites providing:
Outpatients
Diagnostics
MIU
Step up beds
Step down beds
Minor operations
1 site providing:
Dedicated care for the elderly
Respite care

Source: Dorset Healthcare
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Based on updated allocation the current ‘worst case’ / ‘do nothing’ scenario
predicts a £223m (£317m including NHSE) funding gap by 2020/21 in the
local health economy
Health system gap including to NHSE
Health system gap relating to CCG
Health system income
£m

Health system spend
£m
262
68

192
1,232

-2

5

0
1

144

16
16

250
75

1,443
1,232

363

313

194

16
16

1,760

457

175

313

1,303
1,080
918

Funding
Gap CCG
related
spend only:
£223m

918

Recurrent Change in Change
Winter
Money
Allocation program in running pressures transferred
2013/14
allocation cost
allocation to NHSE
allocation

▪
▪

Funding
Gap
including
NHSE:
£317m

Additional Recurrent
Better
allocation
Care Fund 20/21
allocation

Spend
2013/14

Activity
growth

Cost inflation Additional
Spend
Better Care 2020/21
Fund Cost

NHSE spend in 2013/14 is £84m specialised commissioning, £95m primary care GP, £69m other primary care including pharmacy optometry and dental.
Primary Care and other are assumed to always break even, the additional gap is due to very large activity growth in specialised
commissioning (5.5%)

Source: Finance Reference Group - Meeting 2 (November 28th) - updated with latest figures from NHSE
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What could this mean for a future spend profile (includes NHSE spend)
Health system spend
£ million

Out of acute hospital
spend

1,760
16

128

16

128

27

103
184

Mental health &
learning disability

1,374

208
0

108

Better care fund grant
Prescribing

33

139
1,232

Other

33

110

231

208

Primary care services
Community & continuing
health services
Acute services

183

169

1,005
696

640

2013/14 current spend
profile of NHSE dorset
and dorset CCG

2020/21 do
nothing scenario

2020/21 illustrative
model of care scenario
after reduction in price1

Total income is
£1,443m leaving
room for £69m for
additional recurrent
investment and
reserve spend

1 Key assumptions made in scenario: acute QIPP of 14% as per provider baselines. Includes NHSE QIPP. 4% p.a. reduction in price passed to providers.
The CCG does not aim to remove money from out of acute, but the will have to absorb more activity and therefore lower the unit cost of activity
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To close the remainder of the gap, the local health system needs to reduce
the unit cost of activity by 4% per year – the gross provider efficiency
Price change passed to other provider
requirement
Price change passed to acute
£m

Avoided cost inflation due to avoided activity

223

-63

57
6

160

-229

1472

57
25
69
Do nothing
financial gap 20/21

Savings related to the
new model of care1

Financial gap with
new model of care

Reduce cost per
unit of activity

Other recurrent
investment
including reserve spend

The graph above considers only the CCG related section of the health system gap so will not include a large portion of
primary care and specialised commissioning. NHSE will need to take additional steps to control specialised
commissioning spend.
1 Preventing unnecessary activity (decommissioning low value procedures, secondary care prevention) and delivering activity from lower cost settings could close more than
a quarter however providers need to remove the costs related to this activity
2 Includes the 4% efficiency savings and the need to meet the costs of 24/7 working

41

Even with the additional funding as per the 5 Year Forward View, the system
would then need to reduce the unit cost of activity by 3.2% per year
Price change passed to other

Avoided cost inflation due to avoided activity

Price change passed to acute

£m
185

-63

57
6

122

-192

1232

48
21
69
Do nothing
financial gap 20/21

Savings related to the
new model of care1

Financial gap with
new model of care

Reduce cost per
unit of activity

Other recurrent
investment
including reserve spend

The graph above considers only the CCG related section of the health system gap so will
not include a large portion of primary care and specialised commissioning. NHSE will need
to take additional steps to control specialised commissioning spend.
1 Preventing unnecessary activity (decommissioning low value procedures, secondary care prevention) and delivering activity from lower cost settings could close more than
a quarter however providers need to remove the costs related to this activity
2 Includes the 4% efficiency savings and the need to meet the costs of 24/7 working
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Commissioning services in line with best practice could reduce financial
Estimated cost saving in
gap by around £60m of the £223m gap
2020/21
Decommission lower
clinical value
activities

Increase focus on
primary prevention

▪

More limited use of investigations and procedures that are clinically
low value, e.g., dupuytren’s contracture, carpal tunnel, skin lesion
removal etc.

▪ Improved health status resulting in reduced demand for healthcare
– Support public health programmes to improve mental wellbeing,
–

–
Reduce acute activity
through secondary
prevention and active
management of frail
elderly population
Shift to alternative
setting

£28m

tackle smoking, diet, exercise, alcohol, and breast feeding
Extensive use of technology and incentives to support
prevention of causes of disease
Support people to self-care

-

▪ Systematic programme to improve management of people with
▪
▪

▪

long term conditions through consistent use of guidelines and
active monitoring
Move to integrated teams outside of hospital providing proactive
planned care for frail elderly people with rapid access to acute
management outside of main acute hospitals
Assessment, diagnostic, treatment and rehabilitation services that
do not require management in acute hospitals moved to the
community settings, e.g., elective outpatient clinics, simple
radiology, minor procedures and post-operative inpatient and
outpatient rehabilitation
Urgent care which could be provided outside the Emergency
Departments

Note: Values are rounded to avoid showing false precision in the analysis – this means figures will not always add up
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£27m

£8m

PRELIMINARY

Out of acute hospital activities will increase beyond demographic growth
given the new models of care
‘000
1 Primary care – GP contacts
4,300

347

4,647

176

4,823

191

645

350

449

2 District nurses, health visitors & community matrons (visits)
423

30

454

3 Community hospital outpatients (attendances)

92
2013/14

7
Demographic
growth

99
2020/21

Additional increase Total activities
due to new models 2020/21
of care1

In order to achieve the 25% reduction in NEL admission costs, 40% investment is assumed to be required in primary and community care
1: Assumed average cost of £42 per activity based on Bournemouth & Christchurch data provided by Dorset Healthcare
SOURCE: demand model, GP data returns, Dorset CCG
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1

2

Outside in analysis suggested potential net savings of £16m-£23m by
implementing integrated care at scale (based on 2013/14 spend)
Population split into risk segments

Very
high
risk
(~2%)

Gross savings

Segment costs

Registered
Population (k)

NEL admission
cost per
registered
person (£)

Total NEL
admission cost
of risk strata
(£m)

18% reduction
in NEL in top
three risk
strata (£m)

25% reduction
in NEL in top
three risk
strata (£m)

16

3,126

49.0

8.8

12.2

20

2,031

39.8

7.2

9.9

117

522

61.2

11.0

15.3

Low risk
(20-50%)

235

55

13.0

N/A

N/A

Very low risk
(50-100%)

396

-

N/A

N/A

784

208

High risk
(4-5%)

Moderate risk
(5-20%)

Total

163

27.0

37.5

Net savings1 = £16.2m - £22.5m
(accounting for future cost increases to
20/21 19-27m)

SOURCE: HES 2013/14, Dorset CCG, Weymouth & Portland locality; outside in analysis based on detailed risk strat analysis conducted in other part of England
1 Investment of 40%
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1

2

In order to achieve the 25% reduction in NEL admission costs, 40%
investment is assumed to be required in primary and community care
1 Implied increase in primary care activities
20% investment
Very high risk

2.4

High risk

2.0

Moderate risk

Increase in
GP contacts1

Implied increase in district nurses, health
visitor and community matrons
Increase in
20% investment
activities

53,247

Very high risk

43,240

High risk

6,567

3.1

2

58,318

2.4

47,358

2.0

Moderate risk

72,907

3.1

low risk

-

-

low risk

-

-

very low risk

-

-

very low risk

-

-

Total

7.5

Increase vs. 2013/14
GP contacts

163,054

Total

7.5

Increase vs. 2013/14
activities

4%

178,583

~40%

1 Assumes average cost of GP contact is £46.00 ( the average cost of GP contact lasting 12 mins, 17 mins and phone cons lasting 7 mins (PSSRU)
SOURCE: GP data returns
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3

Reduction in GP outpatient referrals would lead to 9%-18% decrease in GP
referred outpatient appointments resulting in £3m-£6m savings
Significant variations exist within current GP outcomes…

Potential improvement in GP outcomes as the result of
integrated care…

Outpatient referrals by GP practice
Per 1,000 weighted population

Variance between top quartile and bottom performer
Per weighted 1,000 population
277

134

GP outpatient referrals

Potential gain from reducing variation
£m
6.4
3.2

All move to
median performer
1. Apply % of reduction in admissions directly to estimated CCG 2013/14 spend on GP outpatient referrals of ~£36m
SOURCE: HES 2013/14
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All move to top
quartile performer

3

Outpatients: high level commissioner’s intention
Outpatient activities
Appointments, million
(18%)

0.21

0.27

(xx%) Percentage of 2020/21 OP
activities under “do nothing”
scenario

(30%)

0.35
(52%)

1.17
0.90
0.61

2013/14 (OP)
Growth
activities in acute

20/21 OP
Decomissioned
activities in acute
under "do
nothing" scenario

OP activities
which could
be delivered
at lower tarrif
(25% lower)1

OP activities
will continue
to be delivered
at full tariff

1: This activity conducted at 75% tariff results in~£8m savings
Source: Population Health Demand Model, Reconfiguration model, HES 2013/14, 78.NJ Roberts and MR Partridge (2007) "Telephone consultations in
secondary care". Respiratory Medicine, 101(8): 1665-1669Gurol-Urganci et al, 2013, Mobile phone messaging reminders for attendance at
healthcare appointments. Cochrane database, 80.H ElHalwagy and M Otify (2009) "Long term outcome of a telephone follow up clinic" The Internet
Journal of Health Care Administration
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3

Outpatients: ~370,000 outpatient appointments could be moved
from acute settings to Community Hospitals annually
Outpatient activities
xx%

Appointments, million
1.17

Percentage of 2020/21 OP activities under
“do nothing” scenario

(18%)
0.21

(10%)
0.12

(20%)
0.23

1.17

(20%)
0.23

(32%)
0.37

20/21 OP in
Decomissioned
acute under "do
nothing" scenario

OP which could
be delivered via
alternative
methods (e.g.,
skype)

OP which could
be delivered by
non-consultant
staff (e.g., GPs
with support from
consultants)

OP which need
to be delivered
by consultants
in acute setting

OP which need
to be delivered
by consultants
but can be done
in community
hospitals

Source: Population Health Demand Model, Reconfiguration model, HES 2013/14, 78.NJ Roberts and MR Partridge (2007) "Telephone consultations in
secondary care". Respiratory Medicine, 101(8): 1665-1669Gurol-Urganci et al, 2013, Mobile phone messaging reminders for attendance at
healthcare appointments. Cochrane database, 80.H ElHalwagy and M Otify (2009) "Long term outcome of a telephone follow up clinic" The Internet
Journal of Health Care Administration
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Where could productivity improvement be made to absorb additional
activities and address financial gap?
Area of cost

Cost lever
1
Cost per staff

Staff (semi
variable cost)
67% (£866m)

2
Number of
staff

3
Unit cost of
supplies
Supply
(variable cost)
25% (£324m)

4
Quantity of
supplies used

5
Asset (fixed
costs)
9% (£112m)

Operating cost
of estates and
equipment

How can we make these changes happen?1


Change skill mix through multi-disciplinary team working



Reduce travel time (currently ~20-30% for some staff)



Reduce duplication of services



Use new technologies



Help patient to self-manage



Move to group consultations



Standardisation of care pathways



Consolidate back office staff (corporate functions)



Consolidate clinical support services



Work together for stronger negotiating power



Reduce numbers of variants for each product



Encourage use of non-branded supplies



Number of procedures and tests



Efficiency of use in procedures



Reduce waste (e.g., better stock management)



Reduce downtime during operational hours



Move to longer days and 7 day a week services to increase
utilisation



Consolidate the number of sites services are provided at for
acute and out of acute services



Consolidate clinical support services

1 Assumes ability to exit cost after change is made, for example an increase in utilisation will not save money unless fixed cost can be exited
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GP practices could make potential savings of ~18% to 25%
through productivity improvements
GP practices’ spend
2013/14
£M
Staff cost 1

Supply cost2

Estate cost

Total GP practices

Potential saving/
productivity
improvement
%

80

6

10

95

Low potential
£M

High potential
£M

20-30

16.0

24.0

~10

0.6

0.6

~10

0.1

0.1

16.7

24.7

1 Case examples: (1) 23 Essex practices used access work to drive appointments leading to 20% increase in capacity without additional costs; (2)
Nethergreen surgery used time analysis to determine wasted hours in their days and identified that 25% of GP consultations could have been seen over
the phone and 12.5% of consultation not required; (3) Tower Hamlets increased GP appointments to 72/week through an Access program, leading to 25%
additional capacity without increasing costs; (4) Lisle Court Medical Centre in Leamington Spa reduced time receptionists spent handling queries by 30%
through simpler booking processes
2 National Audit Office Department of Health's review showed 10% savings are achievable on consumables procurement if all Trusts procured at lowest
price. Although primary care procurement evidence is limited, average figures from acute can be used to estimate primary care
Source: Health Demand Model, High Level England Primary Care Spend breakdown (2010/11), Case studies on productivity improvement
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Changing the skill mix in GP practices, to enable all staff to
operate to the top of their license could generate savings of ~18% to 30%
Average WTEs per ‘000 registered
population across Dorset

GP partner
GP salaried
GP locum
Practice Nurse

Potential staffing model (WTEs per ‘000 registered
population)

1

0.45

0.33

0.11

0.30

0.03

2

0.14
0.06
0.01

0

0.27

0.37

0.33

Nurse Practitioner

0.06

0

0

Health Care Assistant

0.10

0

0

0

0.05

Phlebotomy
Practice manager
Administrative &
ancillary staff

0.01
0.12

Total pay costs1 (£m)

0.08
0.99

0.11

1.32

64

51

Required investment2 (£m)

1.6

3.0

Net savings

14

26

18%

33%

% net savings (%)

80

0.13

1 Include oncosts of 14%
2 Assumed 10% gross saving invested in training and other
Source: workforce data returns from 49 GP practices; BMA; National Careers Service; PSSRU
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Changing skill mix could potentially address the workforce challenge,
especially with regards to the GPs
Average ratio

Potential models of care
1

GP partner
GP salaried
GP locum

351

262
236

85
21

Practice Nurse

213

288

48

0

Health Care Assistant

80

0

Phlebotomy
Practice manager
Administrative &
ancillary staff

12

779

2

-100%
-100%

66

-31%

88

-89%

Source: workforce data returns from 49 GP practices
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-70%

107

-46%

46

-63%

8

35%
-100%

0

96

178%
-100%

0

Nurse Practitioner

-25%

21%

257

-100%

0

-100%

0

213%

37

3%

99
1,030

32%

PRELIMINARY

Community and mental health services could potentially save
~20% through productivity improvements
Community & Mental
Health services spend
2020/21
£M
Staff cost nursing,
therapist & HCAs1
Staff cost medical, dental,
admin & other2
Supply cost and
other non-pay cost3

Potential saving/
productivity
improvement
%

138

84

74

Other including
fixed cost

19

Total

316

Low potential
£M

High potential
£M

20

27

27

10-20

8

17

10-20

7

15

43

59

-

1 Case examples: (1) Study of district nurses’ time spend in Warwickshire showed that only 30-40% of their working hours are spend on patient contact.
Observation and shadowing exercises indicated that it is possible to almost double the time they spend with patients; (2) Another shadowing exercise
indicated that up to 15 hours per week are lost per team of 8 (~5% of total working hours) due to patients no being at home when nursing staff arrive. In this
analysis we have used 20% as a more conservative assumption.
2 Case examples: (1) Leeds Community Health NHS Trust had all members of its team book appointments on the same day as receiving a referral as a way
of managing capacity (could close under-booked clinics and increase appointments at high demand clinics saving staff time and money), saving 9 weeks
per year (~17%)
3 National Audit Office Department of Health's review showed 10% savings are achievable on consumables procurement if all Trusts procured at lowest price
SOURCE: Financial baseline model, High Level England Community and Mental Health spend breakdown (2010/11)
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The current ‘worst case’ / ‘do nothing’ scenario predicts out of acute
hospital funding gap of £63m by 2020/21
CCG view of out of acute hospitals
Out of acute hospital income
£m

Out of acute hospital cost
£m

407

15

344

63m

51

15

293

36

13/14 Out
of acute
hospital
allocation

Estimated
share of
allocation
increase

48

293

40%
20/21
reinvestment income
of nonelective
acute
savings

13/14 cost

Activity
growth

Source: Finance Reference Group - Meeting 2 (November 28th) - updated with latest figures from NHSE
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Cost inflation Additional
activity
growth
in new model
of care

Total cost
before
productivity
changes

PRELIMINARY

By moving to new models of care and improving productivity this gap could
potentially be closed
Levers to deliver savings
£m
Provider savings scaled
to income from Dorset CCG

-63

Savings in future nursing,
therapist and HCA costs

27

Savings in future medical,
dental, admin and other costs

1

Avoided cost inflation due
to reduced spend increase

6

and HCA costs

and other costs

▪ 10-20% saving in supplies and other

7-15

Savings in fixed cost

▪ Up to 30% saving in nursing therapist
▪ 10-20% saving in medical, dental, admin

8-17

Savings in supplies and
Other non-pay cost

£57m of savings needs to be identified
(this would need to be £48m with
additional 5 Year Forward View funding)

non-pay cost

▪ 5% saving in estate costs

SOURCE: Financial baseline model, High Level England Community and Mental Health spend breakdown (2010/11)

56

Closing this gap will involve moving away from current models of care in
Dorset…
Illustrative for 60,000 people in Dorset
Current demand of population
Primary care

Community
care

▪ 60,0001 urgent care consultations
▪ 105,000 planned consultations

▪
▪
▪
▪
▪
▪
▪

▪ 32,600 district nurse visits
▪ 3,600 health visitors contacts

▪
▪
▪
▪
▪

▪
▪

▪
▪
▪

Current cost (£K)2

Current staff

(including children’s services)
1,500 community matrons visits
1,300 brain injury & aspergers
contacts
200 children & adolescent mental
health scontacts
2,000 older people mental health
contacts
7,500 adult mental health contacts

35 GPs
16 practice nurses
4 nurse practitioners
6 HCAs
0.9 phlebotomy
7 practice managers
60 administrative &
ancillary staff
30 Nursing
3 Community Matrons
12 AHPs
18 Admin staff
6 professional &
scientific clinical

▪
▪
▪
▪
▪
▪
▪

£3,900
£570
£120
£100
£15
£220
£1,200

▪
▪
▪
▪
▪

£930
£93
£420
£460
£250

Total = ~£8,300
+ estate and supply cost
1 Assumed 2 urgent care consultation per registered patient per year; 2 Includes oncosts
Source: GP contact data returns; workforce data returns from 49 GP practices; Dorset Healthcare; BMA; National Careers Service
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ILLUSTRATIVE

… to potentially lower cost models based around hubs delivered out of
existing estates
One centre – open 70hrs/week (illustration for 60,000 population)
Activity
Staff (WTE)
Cost (£K)1

Day to day management
▪ The centre would be open 3,600hrs
per year, This would therefore require
2.5 WTE to staff a post all the time
Planned consultations
▪ 100,000 planned consultations

Urgent care
▪ Would see 200 people per day which
would be 20 per hour (this could vary
between 2-30)
Community care and care of the
elderly
▪ 4% of population have long term
conditions or are frail elderly (1,200
people) requiring on average 1 visit
per week and 1 GP review per month

▪ 2 managers
▪ 5 receptionists

▪ £60
▪ £100

▪ £1,600
▪ 16 GPs
▪ 32 practice nurses ▪ £1,000
▪ £200
▪ 2 Specialists
▪ 10 GPs
▪ £1,000
▪ 20 practice nurses ▪ £700

▪ 60 district nurses
▪ 2 GPs
▪ 6 AHPs

▪ £1,800
▪ £200
▪ £200
▪ £6,900

Total

+estate and
supply costs
1: Agenda for change, includes oncosts
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Source: BMA; National Careers Service

These changes may also allow for a reduction in fixed cost, either by exiting
sites or repurposing them
Locality

Number of community sites
required for active care

Fixed cost of sites (£m)

Potential fixed cost saving from exit of
unnecessary sites

Poole Bay

Uses MPH site

Alderney 0.4

0

West Dorset

1

Bridport 0.7

0

Weymouth and Portland

1

Weymouth 0.6, Westhaven 0.8,
Portland 0.3

0.9

North Dorset

1/2

Shaftesbury 0.3, Blanford 0.3,
Sherbourne 0.3

0.3-0.6

East Dorset

Uses MPH site

St Leonard’s 0.2

0

Poole North

1

Wimbourne 0.3

0

Purbeck

1

Swanage 0.6 Wareham 0.2

0.2-0.6

Christchurch

1

TBC

0

East Bournemouth

Uses MPH site

0

Need to avoid double count

Central Bournemouth

Uses MPH site

0

Need to avoid double count

North Bournemouth

Uses MPH site

0

Need to avoid double count

Poole Central

Uses MPH site

0

Need to avoid double count

Mid Dorset

Uses P&EH site

0

Need to avoid double count

Total

6-7 plus MPH and P&EH
sites

5

1.4-2.1 minus contribution to MPH site
Given actual reductions in bed demand this
value is likely to be no more than £1m
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Contents

▪

What is the current state of out of acute
hospital care and what needs to change?

▪

What changes did the Clinical Working
Groups propose?

▪

What implications will this have on the
care delivery model for Dorset?

▪

What impact could this have on finances?

▪

What enablers could help drive success?

▪

Recap on locality review approach
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Several key enablers will need to be put in place to support the new models

 Integrated information systems enabling appropriate and timely sharing of
electronic patients records, images, notes and reports across care settings to
ensure seamless communication and adoption of new technology
 Contracts, regulation and tariffs to align incentives across the health
economy for health i.e. primary, secondary, community care, mental health and
prevention (Public Health England / Local Authority) and social care to build care
around the individual, rather than current fragmented system (this requires
support from the CCG to move to outcomes based commissioning)
 Better, more consistent performance management across providers to ensure
more consistent delivery of high quality care
 Better structure for risk-stratification towards delivery of the right services at
the right time in the right place
 Patient education and information sharing
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Providers may also need to consider their organisational forms as
described in the 5 year forward view
Would shift the majority of outpatient consultations and
ambulatory care out of hospital settings

Multispeciality
community
providers
(MCPs)

Primary and
acute care
systems
(PACS)

Extended group
practices – either as
federations, networks
or single
organisations employing senior
nurses, specialists
alongside community
nurses, therapists,
pharmacists,
psychologists, social
workers, and other
staff

Single organisation
to provide NHS listbased GP and
hospital services,
together with mental
health and
community care
services

Extended
group practices

Multidisciplinary system
Community care
Social care
GP Practice
Mental health
Specialists

+

Could take over the
running of local
community
hospitals

+

Could have GPs and specialists credentialed to directly
admit patients into acute hospitals, with out-of-hours
inpatient care supervised by “hospitalists”

Single
organisation

GP services

Community
and Third Sector

Mental
health
worker

Source: ‘5 Year Forward View’
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Backups
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Supply of Diagnostics: A catchment population of 55-60k would be required
to support diagnostic services
▪ Urgent care services require access to X-ray,

Cost Curve of X-ray machines

ultrasound, blood tests and ECG to be a viable
alternative to A&E

Cost per X-ray, GBP

60

▪ Of these basic diagnostic services, X-ray is the

50

one with the highest minimum scale – hence, we
focus on X-ray and assume that other (cheaper)
diagnostics will at least follow these scale
assumptions

40

For x-ray services to be offered, there
should be around 55-60k population
to generate around 20k X-rays per
year

30
20

▪ The potential number of X-rays is about 22,000

20

10

per 50K population, of which ~60% or 13,000
would be appropriate for a non-acute setting

0
5,000 10,000 15,000 20,000 25,000 30,000 35,000
Number of X-rays

▪ If X-rays open 12x7 (c. 4400 hours/ year), the
demand of 13,000 equates to ~3 X-rays/ hour

▪ 3X-rays/ hour lead to a unit cost that just breaks

Assumptions:
▪ X-ray costs £90k depreciated over 10 years
▪ 3 radiographer WTEs needed to run the machine for
60 hours a week at £40k per WTE
▪ Supplies and maintenance of £3 per X-ray

even with current tariff but does not allow any
efficiency error

▪ In order to operate efficiently (with a 10% margin),
diagnostics require a min. population of 55-60K
SOURCE: Team analysis; urgent care centre section of Polyclinic model
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1 Case studies – limiting increases in the cost per staff
Example levers

Case examples

Impact

Reducing unit cost by
delivering care with the most
appropriate skill mix

▪ Changing GP practice skill mix to

▪ Weighted average staff costs

reduce unit costs of care outside
hospital (NHS Tower Hamlets)

expected to decrease by 13%

▪ Clear allocation of roles between
GPs and nurses to reduce unit
cost of appointment (UK PCT)
Expanding staff roles to serve
a greater number of patients

▪ Training GPs to offer enhanced

Increasing leverage of
specialists by introducing
multidisciplinary care teams

▪ Adult day care for frail elderly

services (NHS pilot; Royal
Cornwall Hospital)
(PACE Centre Light Health)

▪ Mental health support in acute
hospitals: rapid response team
(RAID – NHS Birmingham)
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▪ Reduction in unit cost of
appointment from £29.3 to £24.5
(16%)

▪ Costs reduced by 14-52%
across 6 specialties

▪ 26% reduction in hospital bed
days

▪ 10% reduction in bed days
▪ 1 day reduction in LOS for
mental health (reduced ALOS
across hospital)

2 Case studies – limiting growth in number of staff
Example levers

Case examples

Impact

Reduce staff time spent on
non-patient facing activities

▪ Productivity gains in nursing, STT

▪ ~50% more time with patients,

Standardise and centralise
admin tasks

▪ Prescription handling (Richmond

and HCA groups (NHS Institute of
Innovation; Nottingham University
Hospital; NHS Trust)

▪

▪ Cut average time of 118s to find

Medical Centre - Sheffield;
Aberdeen’s Elmbank Surgery)

prescription by 21s (18%
reduction), saving 12 hours staff
time per week

▪ Shared admin teams (Healthcare

▪ Reduction in admin from 0.8 FTE/

for London)

clinical staff average to 0.3 FTE/
clinical staff average, equivalent
to 63% reduction

▪ Appointment booking (Lisle Court

▪ Receptionist’s time spent

Medical Centre)
Use of technology to improve
labour productivity

equivalent to 1/3 reduction in staff
Ward nursing productivity
improvement ranging up to 38%

handling queries was reduced
by 30%

▪ Optimising routes for travelling

▪ ~20% productivity improvement

nurses and clinicians

▪
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potential through route
optimisation
Potential saving of 15 hours a
week for a team of 8

3 Case studies – limiting the increased unit cost of supplies
Example levers

Case examples

Impact

Increasing strength of
procurement position

▪ Joining purchasing partnerships,

▪ 5% reduction in cost of biopsy

Tailoring procurement process

changing suppliers and bundling
orders for greater volumes
(Procurement best practices;
McKinsey PSM procurement
database; NHS Institute for
Innovation case studies)

▪ Standardizing products, switching
to generics, creating catalogues
based on appropriate categories
(Procurement best practices;
McKinsey PSM procurement
database; NHS Institute for
Innovation case studies)

Being selective in the
procurement of products and
supplies

▪ Setting quantitative equipment
standards, defining what is need,
identifying excessive consumption
in departments (Procurement best
practices; McKinsey PSM procurement database; NHS Institute for
Innovation case studies)
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supplies

▪ 14% reduction in cost of
stationary

▪ 25% reduction in cost of toner
▪ 35% reduction in cost of
chemicals

▪ 6% reduction in cost of lab
equipment

▪ 10% reduction in cost of infusion
equipment

4 Case studies – limiting growth in quantity of supplies used
Example levers

Case examples

Impact

Use of protocols and
guidelines

▪ Implementation of DH Demand

▪ Decreased expenditure of

Management plan and clinical
guidelines for Immunoglobulin
(NHS Great Ormond Street)

▪ Implementation of prescription
protocols and prescribing support
tools for the prescription of EPO
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approx. £45k or 21%

▪ Units of EPO per patient per
week decreased by 44%, saving
$3.9k per patient per year

5 Case studies – limiting the cost of estates and equipment
Example levers

Case examples

Impact

Improving theatre utilisation

▪ Analysis of reducing unproductive

▪ Saving of 10.5WTE, or £0.6m

paid theatre time from 27% to
15% (McKinsey analysis)

▪ Identifying gaps and improving
timing, booking and assessment.
Separating emergency and
elective workloads and
introducing reminder service
(NHS Oxford Radcliffe Hospitals)

▪ Reduction in lists starting late
from ~75% to 55-60% , and
increase in utilisation of planned
lists from 74% to 77% within
first 6 months

▪ Reduction in the number of
cancelations due to the patient
being unfit for surgery reduced
across the specialties (2.1% to
1.8%)

▪ Transformation program to
improve theatre utilization
including: countdown to surgery,
preadmission testing scheduling
system, case for change, and
cascading metrics (US Academic
Medical Centre)

69

▪ % of charts completed by day
of surgery rose from 45% to 85%

▪ Cancellations fell from
8% to 1%

▪ Delays fell from 21% to 5%

PRELIMINARY

Mid Dorset – potential future model as outlined by some
Dorset County Hospital
Small practice <5 GPs
Potential hub
local clinicians

Hub &
spoke

Medium practice 5-8 GPs

Potential to have a community hub collocated with Dorset County
Hospital
▪ Potentially allow for step up beds for frail elderly rather than A&E admission
▪ Could potentially enable more open access for GPs to imaging, diagnostics
and community services such as social care
▪ Rapid and urgent assessment – could reduce admissions / A&E
attendances, over-investigation and pressure on hospital beds
Potential for GPs with specialist interest for particular conditions
▪ Could potentially reduce unnecessary referrals to secondary care
outpatients
▪ Potentially allow for inter-referral between GP practices
▪ Could be replicated for other outpatient specialties
▪ Consultant and community outreach could also help reduce specialist
referral, both to outpatients and the emergency department
Potential for GP network alliance
▪ Preserving continuity of care and individual doctor patient relationship
remains paramount
▪ A network alliance of GPs could allow for some combined contract bidding
or back office function in the future
▪ Shared IT across practices could potentially make referral systems more
efficient
Improved communication with out-of-hours service
▪ Better interaction with existing out-of-hours services could potentially
improve continuity of care
▪ Potentially allow for better care of vulnerable patients in rural and isolated
areas

Source: Mid Dorset locality discussion
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PRELIMINARY

Central Bournemouth – potential future model as outlined by some
Royal Bournemouth Hospital
Small practice <5 GPs
Medium practice 5-8 GPs
local clinicians

Large practice >8 GPs

Potential for a hub and spoke model

▪
Hub and
spoke

A community hub administered by a GP federation could provide the best
opportunity for improving out-of-acute patient services; potential for a hub
to include:

– Clinics run by GPs with specialist interests in specialties potentially
including Ophthalmology and ENT etc.

– Secondary care outreach clinics led by consultants in specialties
including mental health, medicine for the elderly and diabetes
1.1
0.9

1.8
2.1

1.9
3.2
1.3

2.7

3.5

2.4 4.5
4.1
1.4

3.2

–
–
–
–

2.1

1.9

▪
2.8
3.9

2.4

1.1

Imaging and diagnostics, e.g., X-ray, Ultrasound +/- CT/MRI
Phlebotomy
7-day a week urgent care centre or minor injury unit (MIU)
Joint appointment between specialists and GPs

There is also the potential for integrated community care teams, including
social services, district nursing, OT, Physio, mental health, public health
professional and voluntary sector providers to be co-located in the hub

Potential benefits of this model:

▪

May improve staff recruitment by potentially offering a more varied work
model, training and education for GPs and health professionals

▪
▪
▪

Could potentially reduce referrals to outpatient secondary care and A&E
Better integration of community care and district nursing
Potential for shared administrative function and integrated IT

Source: Central Bournemouth locality discussion
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PRELIMINARY

East Bournemouth – potential future model potential future model as
Medium practice 5-8 GPs
Large practice >8 GPs
Royal Bournemouth Hospital
outlined by some local clinicians
Boscombe & Spring Bourne Centre

Potential hub

Small practice <5 GPs

Potential for a hub and spoke model with the possibility to have
some sub-hubs in selected GP premises

▪
Hub and
spoke

There is a potential for the Boscombe and Springbourned Centre to act
as the physical hub for the network of GPs, providing:

–
–
–
–
–
–

1.9
1.8
2.0

2.1
2.3

0.2
0.7
0.6
0.9
0.8
0.2

1.9 2.0
2.1
2.1

1.9
1.9
1.5
1.4
1.4

0.8
0.9

Diagnostics
Phlebotomy
7-day a week urgent care centre
Minor injury unit (MIU)
Acute outreach and joint appointment between specialists and GPs

▪

There is also the potential for social services, , community health
services, mental health, public health professional and the voluntary
sector providers to be co-located in the physical hub

▪

There is the potential to have sub-hub(s) in one or more of the GP
practices offering specialist services

1.4
1.6

Outpatients

Potential benefits of this model:

▪

Enables more integrated working across all health care settings, social
sector and voluntary sector to:

– Provide more appropriate level of care closer to home
– Reduce service duplications
– Avoid unnecessary A&E admissions

0.1

▪

Provides more attractive working environment for GPs and other health
professionals given the opportunities to pursue specialist interests

Source: East Bournemouth locality discussion
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PRELIMINARY

Christchurch – potential future model as outlined by some
local clinicians
Christchurch hospital

Potential hub

Small practice <5 GPs

Medium practice 5-8 GPs

Large practice >8 GPs

Potential for federation of GP practices

▪

Potential for a federation as a provider vehicle for the 8 GP
practices to provide additional services such as diabetes
management, rheumatology and dementia from existing
practices
Potential to have a hub and spoke model and other
configuration

Hub &
spoke

▪

Potential to have a central urgent care hub providing 8am to
8pm / 7 day a week services and fully integrated with
existing services
▪ Potential to have primary care offer at the front of RBCH to
ensure appropriate level of care at appropriate settings
Organisational structure

▪

2.6
1.8

1.9
3.2
1.6

7.0

4.6

5.7
4.1

Potential to have a single lead provider to eliminate
duplication of services between the likes of intermediate
care teams and district nursing etc.
Potential benefits of this model:

▪

Enables the GPs collectively provide services at scale which
are tailored to the local population needs

Source: Christchurch locality discussion
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PRELIMINARY

North Bournemouth – potential future model as outlined by some
Potential hub
Small practice <5 GPs
Medium practice 5-8 GPs
local clinicians

Large practice >8 GPs

Potential to have risk stratification for population health management

▪ Potential to identify patients that need strong case management from those that
have routine urgent care needs and to provide a one stop shop for those with
complex needs
Primary care practice focus
▪ Potential for practices to have a specific focus as has been developed in Exeter
– Urgent care practice at the front door of the hospital
– Practice having walk in centre status
– Practice focused on patients requiring strong case management
Potential to create a Hub offering enhanced services

Hub &
spoke

0.7

▪ Given the number of small practices in the locality need for a “centralised” location

1.2

offering acute specialist outreach at scale, 24hour investigations,
1.7
2.1

2.2

▪ Joint appointments between primary and secondary care to bring more skills into
the community and change skill mix to help staff operate at the top of their licence
e.g. leveraging nursing skills to help do long term management of patients

1.3

2.3
3.2 3.1

▪
▪
▪
▪

3.3
3.7

3.0
4.0

2.1
1.3

Need to change the incentive model to support the delivery of this model
GPs believe it may require moving to a salaried service model
Potential to collocate other teams such as health visiting
Need to ensure the benefits of the list system are maintained in any new model

Potential benefits of this model:

▪ Enables more collaborative working between primary care and acute sector to

2.5

ensure the right level of care is provided at the right setting

▪ Acute specialist outreach would help mitigate the challenges of travelling distance

1.2 1.5
0.3

to RBCH for the frail and / or vulnerable population

▪ May provide more attractive job roles to help attract junior staff as provides
greater certainty and potential to have rotational roles

Source: North Bournemouth locality discussion
74

PRELIMINARY

Clinicians and other service providers from Central Bournemouth
also discussed the potential model across Bournemouth & Christchurch
Potential option 1 – two large community hubs
Potential hub

▪ One hub in the west and one hub in the centre of
▪
▪
▪

the patch
One hub would likely be a “hot” site for acute and
urgent GP services and another for semi-elective
services
Potential to use existing healthcare sites as the
hub, e.g., RBCH or specific GP practice
Premises would be administered by federation
but not necessarily owned by GPs

Potential option 2 – four or five small hubs

▪ Even distribution of the hubs across the patch
▪ Potential to use existing estates such as care

▪

▪
▪

Source: Central Bournemouth locality discussion
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home sites or practice sites
Equipment divided across sites, e.g., diagnostics
at one site, rehabilitation services at another,
GPSI clinic at a third or community care team
services at a fourth
Alternatively each site could have a similar mix of
resources
Federated staff, clinical and nursing teams and
support staff

PRELIMINARY

West Dorset – potential future model as outlined by some
Potential hub
Small practice <5 GPs
Medium practice 5-8 GPs
Community hospital
local clinicians

Large practice >8 GPs

Potential for a hub and spoke model

▪
Hub and
spoke
Model

Potential for Bridport to act as a local hub for the network of GPs,
providing the following services for GP referral:

– Out-of-hours urgent care centre / minor injuries unit
– Diagnostics (both routine and urgent), including X-ray Ultrasound,
ECHO and 24hr ECG

–
–
–
–
–
–

▪

Hospital consultant inreach
Physio and OT
Social care and integrated care team
GPSI clinics
Minor surgical procedures
GPs could spend part of each week in practice, part in community hub

A network of GPs could enable:

–
–
–
–

Shared bidding for service contracts
Shared back office functions of administrative staff and supplies
Shared GP locum staffing pool
Shared and integrated IT system for patient records across GP
practices

Potential for a hub and spoke model

– Enables more integrated working across all health care settings and
social sector

– A broader variety of career for GPs and potentially allied health
professions to boost recruitment, retention and satisfaction (e.g.,
‘fellowships’ in specialties)
Source: West Dorset locality discussion
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PRELIMINARY

Poole North and East Dorset – potential future model as outlined by some
local clinicians
Community hospitals

Hub and
spoke
Model

East dorset

Poole North

Poole

Acute hospital

Potential hub

Small practice <5 GPs

Medium practice 5-8 GPs

Large practice >8 GPs

Potential for a hub and spoke model
▪ There is a potential for a hub and spoke model with a longer term aspiration
for a physical hub; an example of such hub could be Wimborne hospital,
which could provide:
– GPSI outpatients
– Diagnostics including X-ray, USS, echo, possibly CT / MRI
– Phlebotomy
– Inpatient care
– 7-day a week urgent care centre +/- minor injury unit (MIU)
– Acute outreach and joint appointment between specialists and GPs
▪ There is also the potential for social services, community health services,
mental health, public health professional and the voluntary sector providers to
be co-located in the physical hub and managed directly under the GP practice
federation
▪ There is also a desire for GPs to retain inpatient care at the hub
▪ The network of GPs could:
– Integrate services, e.g., pull some of the long term condition management
from the smaller GP practices (either having the services at selected sites
or have a team of specialist nurses vising different practices)
– Integrate back-office functions (e.g., having a central IT person visiting
practices)
Potential benefits of this model:
▪ Enables more integrated working and interactions between GPs and across
all health care settings, social sector and voluntary sector to:
– Provide more appropriate level of care closer to home
– Reduce service duplications
– Avoid unnecessary A&E admissions
▪ Provides more attractive working environment for GPs and other health
professionals given the opportunities to pursue specialist interests

Source: Poole North & East Dorset localities
discussion
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PRELIMINARY

Purbeck – potential future model potential future model as
outlined by some local clinicians
Residential care homes

Small practice <5 GPs

Potential option 1

Large practice >8 GPs

Medium practice 5-8 GPs

Potential option 2

Anglebury Court

Potential option 3

Anglebury Court

York House
Gainsborough
Old Rectory

Clifftop

▪ Potential virtual hub could

Anglebury Court

York House
Gainsborough
Old Rectory

Heathcote

Clifftop

Heathcote

▪ Potential physical hub col-

include:
– GPs with specialist interests
working across practices
– Shared outreach from
secondary care in some
specialties (e.g., community
geriatrician)
– Shared contract bidding +/back office function

located with an existing community
hospital facility and a separate
centre for community care team
– Diagnostic, and other,
equipment located in a hub
– GPSI clinics or secondary
outreach clinics
– Urgent care and out-of-hours
access
– Mental health services

Source: Purbeck locality discussion
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“Hub”

Community hospital

York House
Gainsborough
Old Rectory

Clifftop

Heathcote

▪ Potential physical hub on
a new premises in a central
geographical location
– Separate from inpatient
units at Wareham or
Swanage
– Includes diagnostics,
urgent care, outpatients
and community care
team

PRELIMINARY

Weymouth and Portland – potential future model as outlined by some
local clinicians
Current community
hospitals

Small practice <5 GPs

Potential hub

Large practice >8 GPs

Medium practice 5-8 GPs

Hub and spoke
model

▪

There is potential for
Weymouth hospital to
act as the physical hub
for the network of GPs,
providing the following
services for GP referral:
– Urgent care and
minor injuries units
(including walk-in
centre)
– Diagnostics (both
routine and urgent)
– Intermediate care
beds
– Consultant opinions
– Physiotherapy
– Occupational
Therapy
– Minor surgical
procedures (e.g.,
skin lesions, IUD
insertion)
– Potentially a
community
transfusion service,
IV antibiotics, etc
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▪

There may be potential for
changes to the staffing model
which could include:
– Common training for
medical and nursing staff to
ensure consistency of skills
and enable resources to be
used efficiently (e.g., pooled
staff or nurses ‘on the bank’)
– Upskilling nurse
practitioners (e.g., through
increased mentoring)
– A rapid response integrated
care team which could also
take part in the virtual ward
– A broader set of career
options for GPs and
potentially allied health
professions to boost
recruitment, retainment and
satisfaction (e.g., ‘fellowships’
in specialties)
– Shared support services
and admin roles (e.g., a
single registrar and care
coordinator)
– A shared pharmacist

PRELIMINARY

Poole Bay potential future model as outlined by some local clinicians

2015

Alderney

Small practice <5 GP WTEs

Potential hub

Medium practice 5-8 GP WTEs

2016

▪ Virtual hub could include:
▪ Physical hub could be a new
– Diagnostic equipment (e.g., MRI),
premise (jointly owned by the GPs)

▪

potentially located at different GP
practice sites but shared by all
– Federation limited to GP partners
only
– Shared human resources in some
specialties (e.g., community
geriatrician)
With federative working, services
such as out of hours could be based
on one or two sites (either the “hub”
or existing GP premise)

and could include:
– Diagnostic, and other, equipment
located in hub and a community
care team of health professionals
– Federated staff, clinical and
nursing teams and support staff
(e.g., press officer and contract
management)
– Named ‘linked’ consultants to
provide touch points to acute
hospital

Source: Poole Bay locality discussions
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Large practice >8 GP WTEs

2017 onwards

▪ Over time the federation could
expand beyond the locality
to increase efficiencies of
scale and invest in more
equipment and infrastructure

PRELIMINARY

North Dorset – potential future model as outlined by some local clinicians
Community hospitals

Small practice <5 GPs
Medium practice 5-8 GPs
Large practice >8 GPs

▪
3 GP practices
covering 36,081
patients

Hub and
spoke
model

6.7km
6.0km
11.3km

0.6km
Shaftesbury

13.4km
0.8km
0.6km
1.5km

0.6km

11.3km

10.1km

6.2km
10.1km

Sherborne
12.1km
16.1km

0.6km

0.4km
Blandford

5 GP practices
covering 25,670
registered patients
Source: North Dorset locality discussions

2 GP practices
covering 24,835
registered patients

Each of the three
community hospitals –
Blandford, Sherborne
and Shaftesbury – could
act as local hubs for the
network of GPs,
providing the following
services for GP referral:
– Same-day service at
an urgent care centre
/ minor injuries unit
following GP triage
– Diagnostics (both
routine and urgent),
including X-ray
Ultrasound, ECHO
and 24hr ECG
– Consultant inreach
– Physio and OT
– Social cares
– Minor surgical
procedures (e.g.,
skin lesions,
endoscopy, IUD
insertion)
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▪

This may imply some changes
to the ways of working which
could include:
– A shared GP staffing pool
for each community hub
provided by the GP
federation
– GPs could spend part of
each week in practice, part
in community hub
– A same day service of
semi-urgent care between
practice and the hub
– Multidisciplinary
community care teams
– A broader set of career
options for GPs and
potentially allied health
professions to boost
recruitment, retention and
satisfaction (e.g.,
‘fellowships’ in specialties)
– Shared and integrated IT
system for patient records
across GP practices

PRELIMINARY

Initial locality discussions have suggested 12 to 14 hub-and-spoke models
across Dorset
Hub and spoke model

(X) 2 – 4

Source: Locality discussions
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PRELIMINARY

Emerging views on potential out of hospital models as outlined by some
local clinicians – common elements across the localities

▪

The concept of “hubs” to ensure services are provided at scale and are closer to
home; these services could potentially include:

–
–
–
–
–
–
–

Diagnostics
Urgent care centre
Minor injury unit
Some minor procedures
GP specialist interests
Some chronic disease management
Acute out-reach

▪

Co-location of services at the hubs (e.g., community care team, social care
services, district nursing, OT, physio, mental health, public health professional,
voluntary sector etc.)

▪

The concept of a GP network to enable the integration of services (e.g., diabetes
management) and back-office functions, shared staffing pool (e.g., locum) and IT
system for patient records, and combined bidding for service contracts

Source: Locality discussions
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PRELIMINARY

Emerging views on potential out of hospital models as outlined by some
local clinicians – elements requiring tailoring to the localities

▪

Physical central hubs vs. sub-hubs and / or virtual hubs depending on the
availability and locations of current estates such as community hospitals or
community healthcare centres

▪

Services to be centrally provided at the hubs need to serve the local population’s
needs based on social-economic situation, demographics and long term condition
prevalence etc. (e.g., population in deprived area such as Boscombe vs. the frail
elderly population in Southbourne)

▪

Some localities are considering cross-locality delivery models (e.g., the 4
localities in Bournemouth and Christchurch, North Poole & East Dorset)

▪

Some localities are considering formal federation of GPs or limited liability
company structure while others are looking at more informal networking
approach

Source: Locality discussions
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CONFIDENTIAL - HIGHLY PRELIMINARY

Condition of the community hospital estates
North Dorset
 Sherborne: old site with close proximity
to Yeovil
 Shaftesbury: poor quality estate,
relatively inaccessible
 Blandford: good quality estate,
operating theatres and spare capacity
(being refurbished by League of Friends)
 All 3 community hospitals have hubs
pulling in teams from local authorities,
community and mental health services
West Dorset
 Bridport
o Good quality estate
and the largest
amongst the
community hospitals
o Hub pulling in teams
from local
authorities,
community and
mental health
services
o Serves a small
population and has a
large GP health
centre nearby

East Dorset
 Wimborne: good facilities
(e.g.,£4m operating theares)
 St. Leonard’s: sited on an
industrial estate

Shaftesbury
Sherborne
(Yeatman)

Blandford
St Leonard’s
Wimborne
Alderney

Bridport

Poole
 Alderney: physical health
and mental health inpatient
beds

Wareham

Weymouth
Swanage

Westhaven
Portland

Weymouth & Portland
 Westhaven: good quality estate and facilities but
located on the edge of town and therefore less
accessible
 Weymouth: central location but a poor quality
estate
SOURCES: Interview with Dorset Healthcare
 Portland: poor quality estate
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Purbeck
 Wareham & Swanage: recently
been reviewed through the Purbeck
project

High level cost breakdown for Dorset Healthcare
£m
247
29

8

206

4

145

50
11
Total cost Community Non-pay
Fixed costs Cost base Pay cost
base 14/15 hospital
cost
outside of
pay cost
excluding
community
fixed costs
hospitals

Savings can be made through
productivity and community
reconfiguration

Non pay
cost

Fixed costs

Savings can be made through
productivity and changing the
model of care
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Localities meetings
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Contents

▪

What is the current state of out of acute
hospital care and what needs to change?

▪

What changes did the Clinical Working
Groups propose?

▪

What implications will this have on the
care delivery model for Dorset?

▪
▪
▪

What impact could this have on finances?
What enablers could help drive success?
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Approach to developing views on locality service distributions

Current service model

Potential ways to
structure and deliver

Potential
opportunities

Potential challenges

There may be opportunities to change the way of working, organisational
structure and funding options
Potential examples
Smarter
A working

B

MDT /
skills mix

Whole
C system
working
Shared
D data and
technology

Supporting
E people to
self-care
Estate
F rationalisation

▪
▪
▪
▪

Standardisation of processes

▪
▪

Multidisciplinary working involving broad roles and a greater range of staff

▪

Integrated working across primary care, community care, acute care and
social care services

Organisation and planning
Reduced admin time
Phone consultation

▪
▪
▪
▪
▪
▪

Text service to remind of appointment

▪

Single hub, hubs & spoke and network

Integrated booking and referral mechanism
Shared patient electronic record system
Remote monitoring and e-consultation
Encourage self-care and prevention
Increased public education and patient accountability

25
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Enabled by different
organisational
structure

Streamline systems to avoid duplication and ensure that the right staff
members see the right patients

▪

E.g., Multispeciality
community
providers (MCPs)

▪

E.g., Primary and
acute care systems
(PACs)

(+)

Key discussion questions for locality meetings
Understand current out of acute service model in the localities
 How do the needs of the local community differ from those of the overall Dorset population?
 What are the challenges facing the locality?
‒ E.g., barriers to access in- and out-of-hours services?
‒ E.g., integrated working across care settings? Workforce constraints? Underutilisation of
estates and / or equipment?
 What changes are being implemented or are planned to address these challenges?
 What additional opportunities are there to improve care delivery?
Discuss potential configurations to enable the delivery of models of care in the future
▪ Building on the CWG discussions, which services / activities should be offered differently to meet
local needs?
– Which services could be offered better through joint working in hubs or networks? (physical
health/ mental health / social care)
– Are there duplications that could be removed?

▪ Where could hubs / networks potentially be located?
– Will these be operating at scale? Will these make best use of available assets (community
hospitals, GP practices, clinics) etc.?

▪ What workforce changes could be needed?
– Change in skills mix to help staff operate ‘at the top of their licence’
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PRELIMINARY

SUMMARY OF KEY FINDINGS

Common aspirations / direction of travel across the localities
Common aspirations / direction of
travel

Key discussion questions at the
locality meetings

▪

 Whether 7-day access should apply to

7-day access to primary care services
supported by information access on a
7-day basis



▪

▪

emergency care only or full primary
care services?
How can the provider organisations,
either as individual GP practices or as
a group, deliver 7-day access
especially given the workforce
challenge?

Integrated working across different
care settings, including social care, for
the Dorset population

 What are the enablers required to

Direction of travel regarding future
organisational forms in-line with the 5
year forward view

 How can these model be applied to

deliver integrated working? (e.g., IT,
co-location, incentives etc.)

different localities?
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PRELIMINARY

SUMMARY OF KEY FINDINGS

Common challenges across the localities

▪

Changing demographics with rising patient expectation and demand

▪

Workforce shortage due to difficulty in recruiting and retaining clinical staff
across all care settings leading to excess spend on locums

▪

Lack of integrated IT system and patient data / records sharing between
practices and across care settings

▪

Poor interactions and communications between primary and secondary
care and lack of integration between health and social care

▪

Increasing amount of GPs’ time taken up by administrative activities

▪

Inadequate and poor quality space onsite for some GP practices

▪

Under-utilisation of some community hospitals and community healthcare
centre and lack of community facilities to serve as hubs in other areas
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PRELIMINARY

SUMMARY OF KEY FINDINGS

Emerging views on potential out of hospital models as outlined by some
local clinicians
Common elements across the localities

Elements requiring tailoring to the localities

▪ The concept of “hubs” to ensure services are

▪ Physical central hubs vs. sub-hubs and / or virtual

▪

provided at scale and are closer to home; these
services could potentially include:
– Diagnostics
– Urgent care centre
– Minor injury unit
– Some minor procedures
– GP specialist interests
– Some chronic disease management
– Acute outreach
Co-location of services at the hubs (e.g.,
community care team, social care services, district
nursing, OT, physio, mental health, public health
professional, voluntary sector etc.)

▪

▪

▪ The concept of GP network to enable the

hubs depending on the availability and locations
of current estates such as community hospitals or
community healthcare centres
Services to be centrally provided at the hubs need
to serve the local population’s needs based on
social-economic situation, demographics and long
term condition prevalence etc. (e.g., population in
deprived area such as Boscombe vs. the frail
elderly population in Southbourne)
Some localities are considering cross-locality
delivery models (e.g., the 4 localities in
Bournemouth and Christchurch, North Poole & East
Dorset)

▪ Some localities are considering formal federation

integration of services (e.g., diabetes management)
and back-office functions, shared staffing pool (e.g.,
locum) and IT system for patient records, and
combined bidding for service contracts
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of GPs or limited liability company structure while
others are looking at more informal networking
approach

PRELIMINARY

SUMMARY OF KEY FINDINGS

High level summary of potential out of acute hospital models from
locality discussions (1/4)
▪ Potential to have one or two hubs, providing services such as diagnostic and diabetic
Poole Central

▪
▪

management, either in tandem with Poole hospital or on an existing GP practice site
Better and more timely access to diagnostics
Shifting care of certain conditions – most notably diabetes – out of hospital and into the
community

▪ Network alliance of existing GP practices with minimal loss of practitioner autonomy and
Mid Dorset

▪
▪

preserved continuity of care
Potential to have a minor injuries unit collocated with Dorchester County Hospital with
facilities including basic diagnostics, urgent care and referral to Physio, OT, mental health
and social care
Expansion of GPSI services with potential for system of inter-referral between practices

▪ Potential for a hub-and-spoke model in the locality – either use one of the existing “care

Central
Bournemouth

▪
▪
▪

home” estates, expand existing GP practice sites or use some existing estate at Royal
Bournemouth Hospital
Potential for the hub to provide basic imaging and diagnostics, and a variety of services
such as urgent care, mental health, adolescent and select outpatient services
Future federation model among GPs across Bournemouth and Christchurch, to include
combined contract negotiation and shared administrative and back office function
Integrated working across health professions, with nursing, midwifery and social care
potentially to be under one management structure
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PRELIMINARY

SUMMARY OF KEY FINDINGS

High level summary of potential out of acute hospital models from
locality discussions (2/4)
▪ More integrated working between primary care, community care, acute care, social care
▪
East
Bournemouth

▪

▪
▪

and the voluntary sector (especially in the deprived area of Boscombe)
Health providers to work more innovatively with other sectors such as supported housing
teams for activities such as prevention and outpatient follow up reminders
Potential to have a hub (Boscombe and Springbourne Centre) offering outpatients,
diagnostics, phlebotomy and also acting as a 7-day a week urgent care centre and MIU
Potential to have sub-hub(s) in one or more of the GP practices offering specialist services
Potential to have acute outreach, social services, community health services, mental health,
public health professional and the voluntary sector providers co-located in the hub

▪ Federation as a provider vehicle for the 8 GP practices to provide additional services such
▪
Christchurch

▪
▪

as diabetes management, rheumatology and dementia from existing practices
Potential to have a hub-and-spoke model with an urgent care hub providing 8am to 8pm / 7
day a week services and fully integrated with existing services
Potential to have a single lead provider to eliminate duplication of services between the
likes of intermediate care teams and district nursing etc.
Potential to have a primary care offering at the front of RBCH to ensure appropriate level of
care at appropriate settings

▪ Acute specialist outreach in the community, however needs to be “centralised” to ensure
North
Bournemouth

▪
▪

scale services given the number of small practices in the locality
Risk stratify the local population to separate high risk individuals requiring continuing
supports from those that require urgent but not regular care
Joint appointments between primary and secondary care and change skill mix

96

PRELIMINARY

SUMMARY OF KEY FINDINGS

High level summary of potential out of acute hospital models from
locality discussions (3/4)
▪ A network or federation of GPs to support training of GPs with specialist interests (GPSIs),
West Dorset

▪

sharing specialist skills across all practices, enable sharing of locum pool, improve crosscover arrangements, increase negotiating power and share back office functions
Potential for a hub and spoke model with Bridport community hospital acting as a physical
hub providing out-of-hours urgent care centre, MIU, diagnostics, hospital consultant
inreach, minor surgical procedures, physio, OT and the co-location of social care &
integrated care teams

▪ A federation of GPs to enable joint contract bidding with public health and private suppliers,

Poole North &
East Dorset

▪
▪
▪

Purbeck

better training of GPs with specialist interests and allied health workforce and the
opportunity for collaborative investment and joint ownership of resources
Potential for a hub and spoke model with Wimborne hospital acting as a physical hub for
the network of 14 GP practices across these 2 localities
The hub could provide GPSI outpatients, diagnostics, phlebotomy, inpatient care, 7-day GP
led urgent care, MIU, acute outreach and joint appointment between consultants and GPs
Potential to co-locate social services, community health services, mental health, public
health professionals and voluntary sector providers in the hub

▪ Potential for a network, federation or even a limited liability company of the 5 GP practices
▪ 3 potential options for a hub-and-spoke model:
– Virtual hub with GPSIs working across practices and shared acute specialist out-reach
– An existing community hospital as the physical hub providing diagnostics, GPSI clinics
or secondary out-reach clinics, urgent care and out of hours access and mental health
– Physical hub on a new premise in a central geographical location in Purbeck
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PRELIMINARY

SUMMARY OF KEY FINDINGS

High level summary of potential out of acute hospital models from
locality discussions (4/4)
▪ Potential for a hub-and-spoke model with Weymouth community hospital acting as a physical
Weymouth &
Portland

▪
▪

hub providing urgent care, MIU, diagnostics, intermediate care beds, acute out-reach,
physio, OT, minor surgical procedures, community transfusion services and IV antibiotics
Potential to change the current staffing model to include common training for medical and
nursing staff across GP practices, up-skilling nurse practitioners and the creation of a rapid
response integrated care team
Potential for a network of GPs to share support services, administrative roles and pharmacist

▪ Potential for a federation of GPs to enable services such as out-of-hours services to be
▪
Poole Bay

based on one or two GP sites
Potential for a hub-and spoke model with 3 phases of development:
– Virtual hub in the short term, with shared diagnostic equipment located at different GP
practices and shared human resources in some specialties (e.g., community geriatrician)
– A physical hub based on a new premise jointly owned by the GPs in the medium term
– Longer term potential for the federation to expand beyond the locality

▪ Given the large geographical area of this locality, there is a potential for each of the 3
North Dorset

▪
▪

community hospitals (Blandford, Sherborne, Shaftesbury) to act as local hubs
Potential for each of the hubs to provide same day urgent care and MIU services following
GP triage, diagnostics, consultant in-reach, physio, OT, minor surgical procedures and the
co-location of social care at the hubs
Potential for a shared GP staffing pool for each of the hubs provided by the GP federation
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PRELIMINARY

POOLE CENTRAL

Map of GP practices and acute hospital in Poole Central
Major roads

Small practice <5 GPs

Postcode districts

Medium practice 5-8 GPs

Poole General Hospital

Rosemary Medical Centre
▪ 8.3 GP WTEs
▪ 2.9 practice nurses, 0.7 nurse
practitioner, 1.2 HCAs, 1.0
practice manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri;
08:00-12:00 Sat
▪ 11 consultation rooms, 1
meeting room
▪ List size: 7,862

Adam Practice
▪ 24 GP WTEs
▪ List size: 31,615

Longfleet House Surgery
▪ 3.2 GP WTEs
▪ 1.1 practice nurses, 0.4 HCA
(WTEs), 1 practice manager (staff
number not WTE)
▪ Open 08:00-18:30 Mon-Fri; extended
hrs to 19:30 Mon
▪ 6 consultation rooms
▪ List size: 4,893
Poole Town Surgery
▪ 2.4 GP WTEs
▪ 1.2 practice nurses, 0.3 practice
manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri; extended
hrs to 20:30 Thurs
▪ 15 shared consultation rooms and 3
shared meeting rooms
▪ List size: 3,641
Carlisle House Surgery
▪ 3.7 GP WTEs
▪ 1.2 practice nurses, 0.3 HCAs, 0.8
practice manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri; extended
hrs to 20:00 Mon
▪ 5 consultation rooms, 1 meeting
room
▪ List size: 5,746

Large practice >8 GPs

Oakdale

2.5km
1.9km

1.0km
Poole General Hosp.

1.1km 0.5km 1.4km

Parkstone

Evergreen Oak Surgery
▪ 3.6 GP WTEs
▪ 1.2 practice nurses, 0.5 HCAs,
1.0 practice manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri;
extended hrs to 21:00 Mon
▪ 10 consultation rooms over 2
sites, 1 meeting room
▪ List size: 5,126

2.0km
0.6km

POOLE

Note: 4 hours and 10 minutes per session used to calculate working hours; 37.5
working hours per week for all allied health professional staff; GP WTEs calculation
either on number of sessions per week or contracted hours per week (where no
contracted hours are provided then actual hours works are used); Non GP WTEs
calculation either on contracted hours or actual hours worked

Source: Dorset CCG; GP Census; NHS choices; GP practice websites
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Dr Newman’s Practice
▪ 2.1 GP WTEs
▪ 1.2 practice nurses, 0.3
practice manager (WTEs)
▪ pen 08:00-18:30 Mon-Fri;
extended hrs to 20:30 Thurs
▪ 15 shared consultation rooms,
3 shared meeting rooms
▪ List size: 3,322

PRELIMINARY

POOLE CENTRAL

Poole Central – potential opportunities

▪

Potential to have one or two hubs, providing services such as diagnostic and
diabetic management, either in tandem with Poole hospital or on an existing GP
practice site

▪

Better and more timely access to diagnostics

▪

Shifting care of certain conditions – most notably diabetes – out of hospital and
into the community

Source: Poole Central locality discussion
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PRELIMINARY

MID DORSET

Map of GP practices and acute hospital in Mid Dorset
Cerne Abbas Practice
▪ 3 GP WTEs
▪ 5.4 integrated nursing team, 1 practice
manager (WTEs)
▪ Open 08:30-18:30 Mon-Fri & 09:00-12:00
Sat
▪ 3 consultation rooms, 2 treatment rooms,
1 meeting room
▪ List size: 4,001
Cornwall Road Practice
▪ 5.0 GP WTEs
▪ 2.1 practice nurses, 0.9 practice manager
(WTEs)
▪ Open 08:00:18:30 Mon-Fri; extended hrs
to 19:30 Wed
▪ 10 consultation rooms, 2 meeting rooms
shared with Prince of Wales
▪ List size: 6,304

Medium practice 5-8 GPs

Major roads
Postcode districts

12.0

10.8

8.4

11.2

17.5
16.1

11.2
16.2
10.1
Dorset County
Hospital
1.1

17.6

8.3

0.8
1.4
5.6
6.8 5.2

Dorset County Hospital

Milton Abbas Surgery
▪ 3.5 GP WTEs
▪ 2.1 practice nurses, 0.5 nurse practitioner,
1.6 HCAs (WTEs), 1 practice manager
(staff number not WTE)
▪ Open 08:15-18:00 Mon-Fri; 08:30-10:30
Sat
▪ 6 consultation rooms
▪ List size: 3,478

14.1

Prince Of Wales Road Practice
▪ 4.1 GP WTEs
▪ 1.2 practice nurse, 0.3 nurse practitioner,
0.5 HCA, 0.9 practice manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri; extended hrs
to 19:30 Mon & from 07:30 Tue
▪ 8 consultation rooms
▪ List size: 5,531
Queens Avenue Surgery
▪ 6.0 GP WTEs
▪ Open 08:30-18:30 Mon-Fri, 08:30-12:00
Sat
▪ List size: 7,302

Small practice <5 GPs

xx Distance in km

Puddletown Surgery
▪ 3.4 GP WTEs
▪ 3.1 practice nurses, 0.6 HCA, 1 practice
manager (WTEs)
▪ Open 08:30-18:30 Mon-Fri; 08:30-11:00
Sat
▪ 5 consultation rooms & 1 meeting room
▪ List size: 4,116
Fordington Surgery
▪ 3.0 GP WTEs
▪ 0.9 practice nurse, 0.6, HCA, 0.1
phlebotomy, 0.8 practice manager (WTEs)
▪ Open 08:20-18:30 Mon-Fri; extended hrs till
19:15 Thurs
▪ 7 consultation rooms
▪ List size: 3,965

Broadmayne Surgery
▪ 1.1 GP WTEs
Atrium Health Centre
▪ 0.4 practice nurse, 0.03 HCA, 1.2 practice
▪ 3.3 GP WTEs
managers (WTEs)
▪ 2.4 practice nurses,1.5 HCAs, 1.8 practice
▪
Open 09:30-17:30 Mon, Tue & Fri, 10:00managers (WTEs)
13:00 Wed, 09:30-18:00 & 18:30-19:00
▪ Open 08:30-18:00 Mon-Fri; 08:30-12:30 Note: 4 hours and 10 minutes per session used to calculate working hours; 37.5 working
Thurs, phone 08:00-18:30 on Sun
Sat
hours per week for all allied health professional staff; GP WTEs calculation either on
▪
3 consultation rooms, 1 treatment room
number of sessions per week or contracted hours per week (where no contracted hours are
▪ 12 consultation rooms,1 meeting room
provided then actual hours works are used); Non GP WTEs calculation either on contracted ▪ List size: 1,069
▪ List size: 7,419
hours or actual hours worked
Is this an accurate reflection of the current state of out of
Source: Mid Dorset GP practices data returns, GP census, Dorset CCG, NHS Choices
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acute hospital care in Weymouth and Portland?

PRELIMINARY

MID DORSET

Mid Dorset – current challenges
Description

Access to
services (in
and out of
hours)

Ways of
working

▪ Overall, patient access to services is considered better than in other localities
▪ Limited public transport in rural areas makes access to all services challenging but the
▪
▪

positioning of rural and branch surgeries is vital to access for rural patients
Proximity to A&E in urban areas increases patient presentation
We have good direct access to basic x-ray (although reporting times can be longer
than ideal) but waiting times for USS are too long and we have no direct access to any
CT or MRI imaging

▪ Lack of integrated clinical IT systems between practices and with secondary care
▪ Good integrated care teams in the locality, but better integration with social care would
be desirable

▪ Difficulty in recruitment of both permanent and locum GP and allied health professional
Workforce
and patient
demand

Estate / other
asset
capacity &
utilisation

▪
▪

staff; this is even more difficult for urban practices in Dorchester
Higher patient demand, resulting in less time per patient and more email and
telephone consultations, which are less ideal for patient care
Changing demographic – increased number of elderly patients with long-term
conditions and pockets of deprivation with increased alcohol and substance use

▪ No community hospital within the locality – results in referral of services directly to

▪

Poole or to community hospitals in Yeatman or Blandford
Significant issues with space onsite at GP practices – many practice spaces are in
need of upgrade

Source: Mid Dorset locality discussion
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PRELIMINARY

MID DORSET

Mid Dorset – current initiatives

Inreach
community
nurse

Description

Potential benefits

Current
Status

▪ Community nurse

▪ Vulnerable patients are identified in hospital and

Implemented

dedicated to
patients from the
locality currently in
hospital

▪ Health advice

community services are tailored to them to
expedite discharge and reduce the likelihood of
re-admission to hospital

▪ Aims to improve children’s knowledge of diet,

Bookable or open access radiology (no improved but not brilliant, ultrasound access not great, cut to 6 weeks, echo/24hr

Health
education
for children
Open access
24-hour ECG
/ ECHO

aimed at children
aged 5-13

▪ Improved GP
access to 24-hour
ECG and ECHO

Implemented

exercise, cardiovascular, mental health and sexual
health with a view to prevent chronic disease longterm

▪ Reduced cardiac admissions 17% across Dorset Implemented
▪ Life threatening rhythms go straight to hospital

Source: Mid Dorset locality discussion
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PRELIMINARY

MID DORSET

Mid Dorset – potential future model as outlined by some
Dorset County Hospital
Potential hub
Small practice <5 GPs
local clinicians

Hub &
spoke

Medium practice 5-8 GPs

Potential to have a community hub collocated with Dorset County
Hospital
▪ Potentially allow for step up beds for frail elderly rather than A&E admission
▪ Could potentially enable more open access for GPs to imaging, diagnostics
and community services such as social care
▪ Rapid and urgent assessment – could reduce admissions / A&E
attendances, over-investigation and pressure on hospital beds
Potential for GPs with specialist interest for particular conditions
▪ Could potentially reduce unnecessary referrals to secondary care
outpatients
▪ Potentially allow for inter-referral between GP practices
▪ Could be replicated for other outpatient specialties
▪ Consultant and community outreach could also help reduce specialist
referral, both to outpatients and the emergency department
Potential for GP network alliance
▪ Preserving continuity of care and individual doctor patient relationship
remains paramount
▪ A network alliance of GPs could allow for some combined contract bidding
or back office function in the future
▪ Shared IT across practices could potentially make referral systems more
efficient
Improved communication with out-of-hours service
▪ Better interaction with existing out-of-hours services could potentially
improve continuity of care
▪ Potentially allow for better care of vulnerable patients in rural and isolated
areas

Source: Mid Dorset locality discussion
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PRELIMINARY

CENTRAL BOURNEMOUTH

Map of GP practices and acute
hospital in Central Bournemouth
Moordown Medical Centre
▪ 4.4 GP WTEs
▪ Open 07:30-08:00 Mon-Fri;
extended hrs 18:30-20:00 one
Tue per month
▪ List size 8,230
Denmark Road Medical Centre
▪ 5.2 GP WTEs
▪ Open 08:00-18:30 Mon-Fri,
open late Tues 19:45
▪ List size: 7,237
St Albans Medical Centre
▪ 5.3 GP WTEs
▪ 2.0 Practice nurses, 0.4 nurse
practitioner, 0.5 HCA, 1 practice
manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri;
extended hrs till 20:00 Mon-Wed
(closed 13:00-14:00)
▪ List size 10,300
The Panton / St. Leonards Road
Surgery
▪ 7.0 GP WTEs
▪ 1.6 Practice nurses, 1 practice
manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri;
extended hrs 07:00-08:00 Tue
▪ 8.5 consultation rooms, 1
meeting room
▪ List size: 12,136

xx Distance in km
Royal Bournemouth Hospital

Medium practice 5-8 GPs

Postcode districts

Large practice >8 GPs

James Fisher Medical Centre
▪ 6.6 GP WTEs
▪ 2.7 practice nurses, 1 health
care assistant, 0.5 phlebotomy
(WTEs) & 1 practice manager
▪ Open 08:00-12:30 & 13:3018:30 Mon to Fri, extended hrs
18:30-20:00 Mon & Tue
▪ 16 consultation rooms, 1
meeting room
▪ List size: 13,080

1.1
2.1
1.8

0.9

2.7
2.1
1.9
3.2
1.3

3.5

Small practice <5 GPs

Major roads

Woodlea House Surgery
▪ 1.9 GP WTEs
▪ Open 08:30-18:00 Mon to Fri
▪ List size: 4,108

1.9
Royal Bournemouth Hospital

2.4

4.5

4.1

2.8
1.4

3.2

3.9

Holdenhurst Road Surgery
▪ 7.7 GP WTEs
▪ Open 08:00-18:30 Mon to Fri
▪ List size: 9,876

2.4
The Panton Practice
(Gervis Road)
1.1

Note: 4 hours and 10 minutes per session used to calculate working hours; 37.5 working
hours per week for all allied health professional staff; GP WTEs calculation either on
number of sessions per week or contracted hours per week (where no contracted hours are
provided then actual hours works are used); Non GP WTEs calculation either on contracted
hours or actual hours worked
Source: GP practices data returns, GP census, Dorset CCG, NHS Choices, GP practice websites
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Is this an accurate reflection of the current state of out of
acute hospital care in Weymouth and Portland?

PRELIMINARY

CENTRAL BOURNEMOUTH

Central Bournemouth – current challenges

Description
Changing
patient
demographics
& demand

Workforce

▪

Patient demand has risen dramatically over the last 10 years, resulting in a 60-70% increase in the
number of consultations and individually more complex patients with multiple comorbidities

▪

Demographic change given the combination of a larger elderly population, larger student population
and greater influx of foreign nationals have led to a proliferation of healthcare needs and higher
healthcare expectations

▪

Recruitment and retention of clinical staff is an ongoing issue, especially the difficulty in filling
permanent and locum GP posts and district nurses

▪ Management of district nursing services are currently centralised under Dorset Healthcare, which
makes maintaining relationships with local practices or patients a particular challenge

Estate capacity
and utilisation

▪

Currently there is neither a community hospital nor any obvious existing health care facility to serve as
a central hub within Central Bournemouth

▪
▪

Some GP practices have ongoing issues with inadequate and poor quality space onsite
Limited direct access to some services such as imaging and diagnostics, often leading to direct
referrals to acute hospital site

Source: Central Bournemouth locality discussion
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PRELIMINARY

CENTRAL BOURNEMOUTH

Central Bournemouth – potential future model as outlined by some
Royal Bournemouth Hospital
Small practice <5 GPs
Medium practice 5-8 GPs
local clinicians

Large practice >8 GPs

Potential for a hub and spoke model

▪
Hub and
spoke

A community hub administered by a GP federation could provide the best
opportunity for improving out-of-acute patient services; potential for a hub
to include:

– Clinics run by GPs with specialist interests in specialties potentially
including Ophthalmology and ENT etc.

– Secondary care outreach clinics led by consultants in specialties
including mental health, medicine for the elderly and diabetes
1.1
0.9

1.8
2.1

1.9
3.2
1.3

2.7

3.5

2.4 4.5
4.1
1.4

3.2

–
–
–
–

2.1

1.9

▪
2.8
3.9

2.4

1.1

Imaging and diagnostics, e.g., X-ray, Ultrasound +/- CT/MRI
Phlebotomy
7-day a week urgent care centre or minor injury unit (MIU)
Joint appointment between specialists and GPs

There is also the potential for integrated community care teams, including
social services, district nursing, OT, Physio, mental health, public health
professional and voluntary sector providers to be co-located in the hub

Potential benefits of this model:

▪

May improve staff recruitment by potentially offering a more varied work
model, training and education for GPs and health professionals

▪
▪
▪

Could potentially reduce referrals to outpatient secondary care and A&E
Better integration of community care and district nursing
Potential for shared administrative function and integrated IT

Source: Central Bournemouth locality discussion
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EAST BOURNEMOUTH

Boscombe &
Springbourne Centre

Map of GP practices & acute hospital
in East Bournemouth

Royal Bournemouth
hospital
Major roads
Postcode districts

PRELIMINARY
Small practice <5 GPs
Medium practice 5-8 GPs
Large practice >8 GPs

xx Distance in km
The Crescent Surgery
▪ 1.1 GP WTEs
▪ Open 08:30-18:00 Mon-Fri;
extended hrs till 19:30 Mon &
Thurs
▪ List size: 1,957

Royal Bournemouth
hospital

Providence Surgery
▪ 6.1 GP WTEs
▪ Open 07:00-19:30 Mon, 08:3018:00 Tues-Fri
▪ List size: 9,386

1.4

Marine And Oakridge Surgeries
▪ 5.8 GP WTEs
▪ Open 7:00-18:30 Mon, 8:0018:30 Tues-Fri
▪ List size: 10,174

1.6
1.9

Boscombe Manor Medical Centre
▪ 1.2 GP WTEs
▪ Open 08:30-17:45 Mon-Fri;
extended hrs from 07:15 Tue &
till 19:15 Thurs
▪ List size: 2,955
Shelley Manor Medical Centre
▪ 7 GP partners1 + 0.4 salaried
GP WTE + 1 GP registrar WTE
▪ 1.3 practice nurses, 0.6 nurse
practitioners, 1.0 HCA, 1
practice manager (WTEs)
▪ Open 08:00-17:30 Mon-Fri
(closed 12:00-14:30 Wed)
▪ 8 consultation rooms, 4
treatment rooms, 1 minor
surgery theatre, 1 meeting
rooms
▪ List size: 11,799

Littledown Surgery
▪ 2.3 GP WTEs
▪ 1.0 practice nurses, 0.7 practice
manager (WTEs)
▪ Open 08:30-18:30 Mon-Fri;
extended hrs till 20:30 Mon
▪ 5 consultation rooms (includes
HV room), 1meeting room
▪ List size: 4,216

1.8
2.0

2.1
2.3

0.2

Boscombe &
Springbourne Centre
2.0
1.9
2.1
0.7
2.1
0.6
0.9
0.8
0.2

1.9
0.8

1.9
0.9

1.5
1.4

0.1

1.4

Beaufort Road Surgery
▪ 7.2 GP WTEs
▪ Open 07:25-18:30 Mon-Fri
▪ List size: 10,928

Note: 4 hours and 10 minutes per session used to calculate working hours; 37.5 working
hours per week for all allied health professional staff; GP WTEs calculation either on
number of sessions per week or contracted hours per week (where no contracted hours are
provided then actual hours works are used); Non GP WTEs calculation either on contracted
1 Number of staff used
hours or actual hours worked
Source: GP practices data returns, GP census, Dorset CCG, NHS Choices, GP practice websites
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Southbourne Surgery
▪ 4.8 GP WTEs
▪ Open 08:15-18:00 Mon-Fri;
extended hrs from 06:50 Mon,
Tue & Fri
▪ List size: 8,624

Is this an accurate reflection of the current state of out of
acute hospital care in Weymouth and Portland?

PRELIMINARY

EAST BOURNEMOUTH

East Bournemouth – current challenges

Description

Healthcare
needs of the
deprived
population in
Boscombe

▪

Very different demographics in the east and the west of the locality with Boscombe having a very
deprived population, low level of life expectancy and high proportion of ethnic minorities /
immigrants while Southbourne has a large proportion of frail elderly

▪

For the deprived population in Boscombe who are struggling with day to day life management, it
is important to:

– Improve prevention given current health care uptake is poor
– Improve patient education as A&E attendances are high given the different attitudes towards
healthcare usage

– Improve identification of “missing” patients with chronic deceases
– Communication with immigrants is also a big challenge, e.g., there are 38 languages spoken

Workforce and
skill mix

Estate
utilisation

▪ GPs are overworked and are not able to be more proactive in patient care management
▪ Health visitors are not operating at the “top of their licence”, e.g., reluctant to give children
vaccination either due to risk aversion or lack of appropriate skills

▪

Similar challenges in primary and community care workforce recruitment and retention,
especially with recruitment of community nurses in Southbourne

▪ King’s Park and Shelley Road are underutilised estate
▪ The Boscombe and Springburn Centre was purposely built as a community healthcare hub,
however it is significantly underutilised

Source: East Bournemouth locality discussion
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East Bournemouth – potential future model potential future model as
Medium practice 5-8 GPs
Large practice >8 GPs
Royal Bournemouth Hospital
outlined by some local clinicians
Boscombe & Spring Bourne Centre

Potential hub

Small practice <5 GPs

Potential for a hub and spoke model with the possibility to have
some sub-hubs in selected GP premises

▪
Hub and
spoke

There is a potential for the Boscombe and Springbourned Centre to act
as the physical hub for the network of GPs, providing:

–
–
–
–
–
–

1.9
1.8
2.0

2.1
2.3

0.2
0.7
0.6
0.9
0.8
0.2

1.9 2.0
2.1
2.1

1.9
1.9
1.5
1.4
1.4

0.8
0.9

Diagnostics
Phlebotomy
7-day a week urgent care centre
Minor injury unit (MIU)
Acute outreach and joint appointment between specialists and GPs

▪

There is also the potential for social services, community health
services, mental health, public health professional and the voluntary
sector providers to be co-located in the physical hub

▪

There is the potential to have sub-hub(s) in one or more of the GP
practices offering specialist services

1.4
1.6

Outpatients

Potential benefits of this model:

▪

Enables more integrated working across all health care settings, social
sector and voluntary sector to:

– Provide more appropriate level of care closer to home
– Reduce service duplications
– Avoid unnecessary A&E admissions

0.1

▪

Provides more attractive working environment for GPs and other health
professionals given the opportunities to pursue specialist interests

Source: East Bournemouth locality discussion
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Map of GP practices and hospital and in
Christchurch

Christchurch hospital

The Grove Medical Centre
▪ 3.5 GP WTEs
▪ 1.7 practice nurses, 1.3 practice
managers (WTEs)
▪ Open 08:30-18:00 Mon-Fri, extended
hrs to 20:00 Tues & Thurs
▪ 5 consulting rooms
▪ List size: 4,996

Small practice <5 GPs

Major roads

Medium practice 5-8 GPs

Postcode districts

Large practice >8 GPs

Burton & Brans gore Medical Centers
▪ 7 GPs1 + 0.2 GP locum WTE
▪ 2.2 practice nurses, 1.7 nurse
practitioners, 0.3 HCA, 0.1
phlebotomy, 0.8 practice manager
(WTEs)
▪ Open 08:30-18:30 Mon-Fri; 1.5
extended hours Mon-Wed
▪ 9 consultation rooms, 2 meeting
room
▪ List size: 8,956

Stour Surgery
▪ 5.3 GP WTEs
▪ Open 08:00-18:00 Mon-Fri
▪ List size: 9,928

Orchard Surgery
▪ 5.3 GP WTEs
▪ 3.1 practice nurses, 0.9 nurse
practitioners, 0.7 HCA, 1 practice
manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri; extended
hrs to 19:30 Thurs
▪ List size: 7,352

xx Distance in km

2.6
1.8

1.9

Christchurch
hospital

7.0

4.6

3.2
5.7
1.6

4.1
Highlife and Mudeford
Medical Centre
(The Mudeford Surgery)

Barn Surgery
▪ 3 GPs1
▪ 2.1 practice nurses, 1.0 nurse
practitioners, 0.7 HCA, 0.7 practice
manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri; extended
hrs till 20:00 Mon & Tue
▪ List size: 6,649

Highlife Medical Centre
▪ 9.2 GP WTEs
▪ 2.4 practice nurses, 2.0 nurse
practitioners, 0.6 clinical pharmacist
practitioner, 3.4 HCAs, 1.0 practice
manager (WTEs)
▪ Open 08:30-18:30 Mon-Fri; extended
hrs 18:30-19:30 Mon-Fri; 08:3011:00 one Sat per month
▪ 20 consultation rooms, 3 treatment
rooms, 1 meeting room
▪ List size: 10,078
Farmhouse Surgery
▪ 3.9 GP WTEs
▪ 1.5 practice nurses, 0.9 HCA, 0.5
practice manager (WTEs)
▪ Open 08:30-18:30 Mon-Fri
▪ List size: 6,370

1 Number of staff used instead of contracted or actual hours worked
Note: 4 hours and 10 minutes per session used to calculate working hours; 37.5 working hours per week for all allied health professional staff; GP WTEs calculation either on number of sessions
per week or contracted hours per week (where no contracted hours are provided then actual hours works are used); Non GP WTEs calculation either on contracted hours or actual hours worked
Source: GP practices data returns, GP census, Dorset CCG, NHS Choices, GP practice websites
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Christchurch – current challenges

Description
Healthcare
needs and
expectations of
population

Access to out
of hours
services

Workforce

Other

▪

Population in Christchurch has a high prevalence of chronic conditions such as CHD, diabetes and
hypertension etc.

▪

Christchurch experiences particular challenges with regards to its patients age cohort, multiple comorbidities and a high ratio of nursing homes

▪

Increasing patient expectations place further pressure on the local health care system

▪

Out of hours services are currently provided predominately by locums and the services could be better
provided by GPs

▪

Doctors currently have difficulties in accessing patient records during out of hours and improvements to
IT and data sharing would enable out-of-hours and other services to be more responsive and effective

▪

Recruitment is a significant problem, as is retention – this should be seen as an opportunity to be more
creative in terms of workforce

▪

Younger doctors may prefer salaried GP roles, wishing to gain experience across healthcare with more
flexibility, making GP retention in the locality a potential challenge

▪

Locum work is inevitably more attractive to some given the higher payments and lack of long term
commitment to a specific practice location

▪

There is a lack of a community facility that would naturally lend itself to a hub

Source: Christchurch locality discussion
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Christchurch – potential future model as outlined by some
local clinicians
Christchurch hospital

Potential hub

Small practice <5 GPs

Medium practice 5-8 GPs

Large practice >8 GPs

Potential for federation of GP practices

▪

Potential for a federation as a provider vehicle for the 8 GP
practices to provide additional services such as diabetes
management, rheumatology and dementia from existing
practices
Potential to have a hub and spoke model and other
configuration

Hub &
spoke

▪

Potential to have a central urgent care hub providing 8am to
8pm / 7-day a week services and fully integrated with
existing services
▪ Potential to have primary care offer at the front of RBCH to
ensure appropriate level of care at appropriate settings
Organisational structure

▪

2.6
1.8

1.9
3.2
1.6

7.0

4.6

5.7
4.1

Potential to have a single lead provider to eliminate
duplication of services between the likes of intermediate
care teams and district nursing etc.
Potential benefits of this model:

▪

Enables the GPs collectively provide services at scale which
are tailored to the local population needs

Source: Christchurch locality discussion
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Map of GP practices in North Bournemouth

xx Distance in km
Major roads
Postcode districts

Durdells Avenue Surgery
▪ 3.1 GP WTEs
▪ 0.8 practice nurse, 0.7 nurse
practitioner, 0.9 practice manager
(WTEs)
▪ Open 08:30-18:30 Mon-Fri (except Wen
when it closes either at 16:00 or 18:00);
extended hrs to 19:00 Mon
▪ 4 consultation rooms, 1 meeting room
▪ List size: 2,902

0.7
1.2

2.1

Medium practice 5-8 GPs
Large practice >8 GPs

Kinson Road Surgery
▪ 5.5 GP WTEs
▪ Open 08:30-18:30 Mon-Fri
▪ List size: 8,368

Northbourne Surgery
▪ 4.3 GP WTEs
▪ Open 08:00-20:00 Mon, 08:0018:30 Tues - Fri
▪ List size: 5,876

1.7
Talbot Medical Centre
▪ 10.4 GP WTEs
▪ Open 08:00-18:30 Mon, Wed & Fri,
08:00-20:15 Tues & Thurs
▪ List size: 17,426

Small practice <5 GPs

1.3

2.2
2.3
3.2

3.3

3.1
3.0

The Village Surgery
▪ 4.8 GP WTEs
▪ 2 practice nurses1, 1 HCA1, 1 practice
manager WTE
▪ Open 08:00-18:30 Mon-Fri; extended
hrs: 3 hrs Mon; 0.5 hrs Tue-Thurs
▪ 10 consultation rooms, 1 meeting room
▪ List size: 8,701

Leybourne Surgery
▪ 2.0 GP WTEs
▪ Open 08:00-20:30 Mon, 08:0018:30 Tues - Fri
▪ List size: 3,880

3.7
4.0

2.1
1.3
Alma Partnership
▪ 6.3 GP WTEs
▪ 1.5 practice nurses, 0.3 health
care assistants (WTEs)
▪ Open 08:00-19:30 Mon &Tues,
08:00-18:30 Wed - Fri
▪ List size: 9,438

2.5
The Banks & Bearwood Medical Practice
▪ 5.1 GP WTEs
▪ 2.1 practice nurses, 0.5 HCA, 1.1
practice manager (WTEs)
▪ Open 08:30-18:30 Mon-Fri; extended
hrs 07:30-08:30 Mon & 18:30-20:00 Tue
▪ 10 consultation rooms, 2 meeting rooms
▪ List size: 8,899

1.2

1.5
0.3

Note: 4 hours and 10 minutes per session used to calculate working hours; 37.5 working
hours per week for all allied health professional staff; GP WTEs calculation either on
number of sessions per week or contracted hours per week (where no contracted hours are
provided then actual hours works are used); Non GP WTEs calculation either on contracted
hours or actual hours worked
Source: GP practices data returns, GP census, Dorset CCG, NHS Choices, GP practice websites
1 Number of staff used
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North Bournemouth – current challenges
Description

▪
Needs of
different patient
groups

▪
▪
▪

Workforce

▪
▪
▪
▪
▪

Ways of
working

▪
▪
▪

Other

▪

Particularly deprived areas around Kinson and Wallisdown – current and ex-IV drug uses, COPD
patients, care homes, adult with learning disabilities are all intensive users of both primary and
secondary care services
10,000 students attending Bournemouth University on the North Bournemouth / Poole boundary are
part of the locality for 30 weeks per year. They are high users of A&E services and exhibit a high
DNA rate at primary care
Large number of foreign nationals, leading to language challenges and a need to manage different
levels of expectation of services
Similar to all other localities, there is a lack of workforce across general practitioners, nursing and
the acute sector
3 practices in particular are vulnerable with retiring partners and practice managers
Limited GP resource making 7-day care delivery challenging
GP practices currently have limited access to specialist skills and no longer have the ability to call
up specialists and get the patients that really need specialist input seen quickly
Increasing proportion of time taken up by administration and assurance processes, reducing the
time available for patient facing activities
Limited knowledge of voluntary sector services available and the potential for them to play a bigger
role in providing and supporting out of acute hospital services (voluntary sector professionals could
be incorporated into MDT discussions if consent for them to access patients’ information)
Potential to improve communications and information sharing across care settings if IT challenges
and consent challenges can be addressed
There is a need to improve the way acute sector works with primary care, e.g., some junior doctors
use out of acute hospital sectors for “administrative type” activities such as chasing up patients for
follow up outpatient appointments
Longer travelling distance to Royal Bournemouth hospital vs. other localities resulting in more
difficult access for frail and / or vulnerable patients
Duplications across the system, particularly in back office functions, protocol writing, training etc.
Source: North Bournemouth locality discussion
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North Bournemouth – potential future model as outlined by some
Potential hub
Small practice <5 GPs
Medium practice 5-8 GPs
local clinicians

Large practice >8 GPs

Potential to have risk stratification for population health management

▪ Potential to identify patients that need strong case management from those that
have routine urgent care needs and to provide a one stop shop for those with
complex needs
Primary care practice focus
▪ Potential for practices to have a specific focus as has been developed in Exeter
– Urgent care practice at the front door of the hospital
– Practice having walk in centre status
– Practice focused on patients requiring strong case management
Potential to create a Hub offering enhanced services

Hub &
spoke

0.7

▪ Given the number of small practices in the locality need for a “centralised” location

1.2

offering acute specialist outreach at scale, 24hour investigations,
1.7
2.1

2.2

▪ Joint appointments between primary and secondary care to bring more skills into
the community and change skill mix to help staff operate at the top of their licence
e.g. leveraging nursing skills to help do long term management of patients

1.3

2.3
3.2 3.1

▪
▪
▪
▪

3.3
3.7

3.0
4.0

2.1
1.3

A need to change the incentive model to support the delivery of this model
GPs believe it may require moving to a salaried service model
Potential to collocate other teams such as health visiting
A need to ensure the benefits of the list system are maintained in any new model

Potential benefits of this model:

▪ Enables more collaborative working between primary care and acute sector to

2.5

ensure the right level of care is provided at the right setting

▪ Acute specialist outreach would help mitigate the challenges of travelling distance

1.2 1.5
0.3

to RBCH for the frail and / or vulnerable population

▪ May provide more attractive job roles to help attract junior staff as provides
greater certainty and potential to have rotational roles

Source: North Bournemouth locality discussion
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Potential opportunities across the four Bournemouth &
Christchurch localities
Potential benefits (i.e., how could it address the current challenges identified)
GPSI specialties
within primary
care

Integration of
nursing and
social care with
primary care

Commissioning
services and
working with
voluntary sector
Direct GP access
to diagnostic
imaging
Collaboration
between
practices in
close proximity

▪

Similar to Dermatology, ENT and OMS (already in place), having GPSIs in other outpatient
specialties such as MSK or Neurology could reduce both hospital admissions and referrals to
outpatients

▪

Could reduce duplications of referrals, waiting times for services and other inefficiencies in
provision of social and district home care
A strong care coordinator as part of the integrated team will be able identify the most relevant
health professional to provide the most appropriate level of care
Could encourage collaboration across allied health disciplines
Potential to reduce unnecessary admissions to acute hospitals

▪
▪
▪

▪ The voluntary sector often knows the local population healthcare needs the best
▪ Could solve some of the ongoing workforce recruitment issues in community care
▪ Potential to improve engagement between the public and health service issues
▪ Potential to save cost of locum recruitment for care assistance
▪

May reduce need for outpatient referrals, outpatient caseloads and waiting times for diagnostics

▪
▪
▪

Shared services and resources
Shared staffing
Increased bidding power for surgeries

Source: Bournemouth & Christchurch localities discussion
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Locality specific opportunities
(East Bournemouth & Central Bournemouth)

Description

East
Bournemouth

Central
Bournemouth

▪

Target the most vulnerable patients to developed tailored prevention programme

▪

More integrated working between primary care, community care, acute care, social care and the
voluntary sector (especially in the deprived area of Boscombe)

▪ Health providers to work more innovatively with other sectors, such as supported housing teams
for activities such as prevention and outpatient follow up reminders

▪

Up-skill health visitors and children’s community nurses to maximise the “clinical value” of time
spent with children (e.g., to provide vaccination)

▪

Improvement in direct access to diagnostics for GPs and secondary care outreach for specific
conditions, e.g., mental health, diabetes care, medicine for the elderly

▪

Targeted recruitment of district nurses, and nursing services integrated with and potentially
managed by primary care community hub

▪

Maximise skill mix among general practitioners and allied health staff to facilitate people working to
the top of their licence

Source: East & Central Bournemouth localities discussion
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Emerging common key enablers across the four Bournemouth &
Christchurch localities
Description & potential benefits

▪ Shared IT platform across all primary care practices, allied health professional
services, community hospitals and acute trusts
Shared IT

▪ This could potentially enable health professionals to have access to comprehensive
patient records and allow for faster transfer of patient information between practices
and hospitals, reduce referrals and duplication of services

MDTs better
integrated
with primary
care

▪ Could reduce duplication of referrals, waiting times for services and other inefficiencies
in provision of social and district home care

▪ Could encourage collaboration across allied health disciplines
▪ Potential to reduce unnecessary admissions for care assistance
▪ Potential salaried model – create structures that allow for some GPs to be permanent
and salaried without taking partnership in a practice

Varied GP
contracts

▪ Adjusted partnership model – allow for varied levels of partnership among GPs in
practice

▪ Both of these initiatives would be designed to improve recruitment and retention of staff

Source: Bournemouth & Christchurch localities discussion
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Bournemouth & Christchurch map
Community hospitals

Bournemouth
North Area
Central
Bournemouth Area

65,71,74
12,64,77,78

Post code boundary

NUTS1 boundary

Small prac.<5 GPs

Medium prac. 5-8 GPs

Locality boundary
Large prac. >8 GPs

Acute hospital

Administrative Base / Clinical Services

Administrative Base

Childrens Centre & Youth Centre

Childrens Centre

Mental Health: Outpatient Site

Community Centre

Community Centre, Community Hall, Village Hall

Community Clinic

Mental Health: Inpatient Site/Team Bases

DCC Co-Location Site

Mental Health: Outpatient Site/ Team Bases

Medical Centre/ Clinic

Mental Health: Inpatient Site

Support Services

Mental Health: Respite Site

Vacant/Vacant for sale

Youth Centre & Community Centre

Youth Centre

Other

79

76
66,69

16

68 73

34

15
2,21
70

75

23
20,67,72

38

1,52,54,63

5,9,14,18
47,49

6,7

8,10

Christchurch
Area

4,13,17,22

27,29

40,42,48,50,57
39,41,44,
46,60,61

19,45

28
55,59
43,53

32
31
37

35,36

24

25,30

56,62

11

33

26

58
51

East
Bournemouth Area

4 km
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Clinicians and other service providers from Central Bournemouth
also discussed the potential model across Bournemouth & Christchurch
Potential option 1 – two large community hubs
Potential hub

▪ One hub in the west and one hub in the centre of
▪
▪
▪

the patch
One hub would likely be a “hot” site for acute and
urgent GP services and another for semi-elective
services
Potential to use existing healthcare sites as the
hub, e.g., RBCH or specific GP practice
Premises would be administered by federation
but not necessarily owned by GPs

Potential option 2 – four or five small hubs

▪ Even distribution of the hubs across the patch
▪ Potential to use existing estates such as care

▪

▪
▪

Source: Central Bournemouth locality discussion
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home sites or practice sites
Equipment divided across sites, e.g., diagnostics
at one site, rehabilitation services at another,
GPSI clinic at a third or community care team
services at a fourth
Alternatively each site could have a similar mix of
resources
Federated staff, clinical and nursing teams and
support staff

Keys (1/2)
No.

Site name

No.

Site name

1

Royal Bournemouth & Christchurch Hospital

20

Denmark Road Medical Centre

2

Townesend Childrens Centre

21

Woodlea House Surgery

3

Old Town Childrens Centre

22

Strouden Park Surgery

4

Eastway Clinic, St Albans Medical Centre

23

"Christchurch Hospital "

5

The Junction

24

6

Westbourne Chiropody Clinic

7

No.

Site name

39

Shelley Road, Site
(Patient Contact Centre & Estate Building)

40

King’s Park Hospital, Park Lodge

41

Shelley Road
(Boscombe Community Hospital/Clinic)

Christchurch Business Centre

42

Southbourne Children'S Centre

25

Christchurch Childrens Centre

43

Beaufort Road Community Centre

Alumhurst Road Site

26

Somerford Childrens Centre

44

Boscombe And Spring Bourne Centre

8

Hahnemann House

27

Portfield Community Hall

45

Vale Lodge

9

Homeless Clinic, St Pauls Shelter

28

"Christchurch Locality Office
(Dorset County Council)"

46

Shelley Road Site,
(Sedman Unit And Shelley Clinic)

29

Fairmile House (Flaghead)

47

Shelley Road Site, The Buckland Centre

30

Wessex Health Network (Ladders)

48

King’s Park Hospital

31

Highlife And Mudeford Medical Centre
(The Mudeford Surgery)

49

24 Lorne Park Road

50

843 Christchurch Road

32

Highlife And Mudeford Medical Centre
(Highlife Medical Centre)

51

Broadwaters

33

Barn Surgery

52

Littledown Leisure Centre

34

Burton & Brans gore Medical Centers

53

Douglas House

35

Orchard Surgery

54

Littledown Youth Centre

36

Farmhouse Surgery

55

Beaufort Road Surgery

37

Stour Surgery

56

Shelley Manor Medical Centre

10

Over The Rainbow

11

Shelley Park

12

Addington Clinic

13

Boots Castlepoint

14

Holdenhurst Road Surgery

15

Moordown Medical Centre

16

James Fisher Medical Centre

17

St Albans Medical Centre

18

The Panton Practice (Gervis Road)

19

The Panton Practice (St Leonards Road)
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Keys (2/2)
No.

Site name

No.

Site name

57

Marine And Oakridge Surgeries (Oakridge Surgery)

77

Durdells Avenue Surgery

58

Marine And Oakridge Surgeries (Marine Surgery)

78

The Banks Medical Practice

59

Southbourne Surgery

79

Leybourne Surgery

60

The Crescent Surgery

61

Providence Surgery

62

Boscombe Manor Medical Centre

63

Littledown Surgery

64

Bearwood Neighbourhood Centre

65

Pelhams Clinic (Kinson Community Centre)

66

Wallisdown Heights

67

Moordown Community Centre

68

Hillcrest

69

Turbary Park Centre

70

Winton First Point

71

Sussed Youth Advisory Centre

72

Alma Partnership

73

Talbot Medical Centre

74

Northbourne Surgery

75

The Village Medical Centre

76

Kinson Road Surgery
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Map of GP practices and community hospital
Charmouth Medical Practice
in West Dorset
▪ 1.3 GP WTEs
▪
▪
Lyme Regis Medical Centre
▪ 2.8 GP WTEs
▪ 3.8 practice nurses, 1.3 nurse
practitioners, 1.8 HCAs, 3.8 practice
managers (WTEs)1
▪ Open 08:00-18:30 Mon-Fri; extended
hrs of 1.5 hrs Tue, 2.5 hrs Thurs
▪ List size: 4,410

▪
▪

Small practice <5 GPs

Major roads

Medium practice 5-8 GPs

Postcode districts

Large practice >8 GPs

0.9 practice nurse, 0.7 practice
manager (WTEs)
Opening hours Mon-Fri 08:00-18:30,
extended 0.5 hrs on Mon and Tue
2 consultation rooms, 1 meeting room
List size: 2,176

14.1

Lyme Bay Surgery
▪ 1 GP WTEs
▪ 0.9 practice nurse, 0.4 HCA, 0.6
practice manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri; extended
hrs of 30 mins Mon; 08:30-09:30 one
Sat per month
▪ 4 consultation rooms, 1 meeting room
▪ List size: 2,083

Community hospital

Barton House Surgery
▪ 1.4 GP WTEs
▪ 1.9 practice nurses, 0.3 Phlebotomy,
0.7 practice manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri; extended
hrs to 20:00 Mon, 19:00 Tue-Thurs
▪ 6 consultation rooms, 2 meeting
rooms
▪ List size: 5,698

Maiden Newton, Pound Piece
▪ 3.6 GP WTEs
▪ 4 practice nurses, 1 HCA, 1
phlebotomy (number of staff, not
WTES); 1 practice manager WTE
▪ Open 08:00-18:30 Mon-Fri; extended
hrs to 20:00 Mon-Tue
▪ 10 consultation rooms, 1 meeting
room
▪ List size: 5,747

8.7

3.2
0.5

12.6 9.6

23.6
33.0

35.9
24.9
15.9
27.1
27.6

19.7

23.4

10.5
Portesham Surgery
▪ 1.7 GP WTEs
▪ 1.2 practice nurse, 0.4 HCA, 0.6
practice manager (WTEs)
▪ Open 08:30-18:30 Mon-Fri; extended
hrs to 19:15 Tue & Thurs
▪ 3 consultation rooms
▪ List size: 2,810

Bridport Community Hospital
▪ 44 inpatient beds
▪ 8,660 square meters
▪ X-ray and ultra sound machines
▪ Minor injuries unit
▪ Elderly care rehab
▪ GP & direct admissions
▪ Community rehab,
▪ Palliative care Physio, OPD

Bridport Medical Centre
▪ 9.5 GP WTEs
▪ 08:30-18:30 Mon-Fri; extended hrs
till 19:15 Mon-Thurs; second Sat
morning every month
▪ List size: 18,159
Is this an accurate reflection of the current state of out of
acute hospital care in Weymouth and Portland?

NoteNote: 4 hours and 10 minutes per session used to calculate working hours; 37.5 working
hours per week for all allied health professional staff; GP WTEs calculation either on number of
sessions per week or contracted hours per week (where no contracted hours are provided
then actual hours works are used); Non GP WTEs calculation either on contracted hours or
actual hours worked
Source: Dorset CCG, GP practice managers, NHS choices GP practice websites
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West Dorset – current challenges
Description

Access to
services (in and
out of hours)

Ways of
working

Workforce

Estate
utilisation

Other

▪
▪

Geographical difficulty – very sparsely concentrated populations in West Dorset

▪
▪

SWAST medical coverage across the locality only 4 hours at the weekend

▪
▪
▪

Reluctance to undertake 7-day services without an improved contract

▪
▪
▪
▪

Poor interaction and communication between primary and secondary care

▪
▪

Employing locums at premium rates reduces financial viability of practices

▪

Increased demand among patients due to increased workload from secondary care, higher proportion
of patients with multiple comorbidities and an overall increase in patient expectation

▪

Tariffs that incentivise payment by results in secondary care result in withdrawal of some community
services to the acute trust

Disjointed out-of-hours service coverage – staffed 8am to 8pm only seven days per week at Bridport
community hospital (8am to 6pm in summer)
Access to specialist care away from the acute hospital site – some services are provided by GPSIs at
Bridport MC, but others not

Limited staffing network arrangements across practices
Professional isolation given geography – low interactions among GPs and community allied health
professionals vs. its urban counterparts
Lack of IT integration across the local health service from primary to acute care
Shortage in medical staff in both primary care and community hospital due to difficulty in recruitment
Staff shortages limit feasibility of admitting patients to community hospital at weekends, often resulting
in avoidable non-elective acute admissions to Dorset County Hospital
Under-utilisation of Bridport hospital since the shift of outpatient activities and theatre services to
Dorset County Hospital

Source: West Dorset locality discussion
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West Dorset – current initiatives
Actual / potential benefits

▪
Open access ECG and ECHO
for GP practices

Community-based hub-andspoke for certain specialty
services

Locality health and social care
coordinator

▪
▪

Counselling services, X-ray, Dermatology, Ophthalmology
operate in a hub and spoke fashion in the community,
effectively replacing some of the services lost from Bridport
hospital in recent years

▪

Identifies patients in acute and community hospitals and
enables more efficient discharge with community follow-up
Potential to reduce admission times and improve
coordination with local services

▪
▪

Regular MDT meetings with
acute hospital consultants

Co-location of social care
workers and community allied
health professionals
Text services to confirm
appointments and telephone
consultations

Resulted in 17% reduction in referral to cardiology across
West Dorset
Resulted in reduction in cost to system, waiting time for an
appointment and transport time for patients

▪

Consultants to discuss patients with chronic conditions with
community health professionals
Aims to improve professional interaction system-wide,
improve patient care and reduce admissions

▪

Potential to have more efficient processes in patient review
and improve patient care

▪

Aims to improve DNA rate and also reduce unnecessary
GP visits

Source: West Dorset locality discussion
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West Dorset – potential opportunities
Potential benefits (i.e., how could it address the current challenges identified)
Open access
MRI

▪ Pathways for some direct access to MRI or CT could reduce both outpatient clinic
referrals and outpatient waiting times for common clinical presentations including
headache, ENT and chronic joint symptoms

▪ Regular continuing medical education (CME) of GPs and allied health professionals
together within the locality could
– Foster more collaborative working relationships
– Improve adherence to clinical guidelines and care norms across the locality
– Provide a local training platform that enables doctors to move back and forth
between practice and special interest

Continuing
education of
health
professionals

Coordinated
patient
pathways

▪ Many GPs in the locality already have a specialist interest and GP practices could
improve their efficiency as a locality by inter-referral to practices with GPSI services

▪ A network or federation of GPs could benefit from supporting training of GPSIs and
▪
GP federation ▪
▪
▪

sharing that person’s experience across all practices
Potential to increase negotiating power for medical and non-medical purchases
Potential for shared back office functions
May allow for a shared locum pool or better cross-cover arrangements
May allow for improved educational and training opportunities for GPs and allied
professions

Source: West Dorset locality discussion
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West Dorset – potential future model as outlined by some
Potential hub
Small practice <5 GPs
Medium practice 5-8 GPs
Community hospital
local clinicians

Large practice >8 GPs

Potential for a hub and spoke model

▪
Hub and
spoke
Model

Potential for Bridport to act as a local hub for the network of GPs,
providing the following services for GP referral:

– Out-of-hours urgent care centre / minor injuries unit
– Diagnostics (both routine and urgent), including X-ray Ultrasound,
ECHO and 24hr ECG

–
–
–
–
–
–

▪

Hospital consultant inreach
Physio and OT
Social care and integrated care team
GPSI clinics
Minor surgical procedures
GPs could spend part of each week in practice, part in community hub

A network of GPs could enable:

–
–
–
–

Shared bidding for service contracts
Shared back office functions of administrative staff and supplies
Shared GP locum staffing pool
Shared and integrated IT system for patient records across GP
practices

Potential for a hub and spoke model

– Enables more integrated working across all health care settings and
social sector

– A broader variety of career for GPs and potentially allied health
professions to boost recruitment, retention and satisfaction (e.g.,
‘fellowships’ in specialties)
Source: West Dorset locality discussion
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Small practice <5 GPs

Map of GP practices & hospitals in
Poole North & East Dorset

Large practice >8 GPs

East Dorset
Cranborne surgery

Verwood practice

Village Medical Centre West Moors
West Moors Group Practice

St. Leonard's
Community Hospital

Wimborne (Victoria) Community Hospital
Walford Mill
Medical Centre

The Old Dispensary

Community hospitals

Medium practice 5-8 GPs

Corbin Avenue Surgery
Pennys Hill Practice

Quarter Jack Surgery
The Harvey Practice
Orchid House Surgery

The Hadleigh Practice

Poole North
Birchwood Medical Centre
Canford Heath
Group Practice

Alderney Hospital

Poole Hospital

Poole
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Map of GP practices in Poole North

The Hadleigh Practice
▪ 14.4 GP WTEs2
▪ 7 practice nurses, 2 nurse
practitioners, 2 HCAs, 1 practice
manager1
▪ Open 08:00-18:30 Mon-Fri
▪ List size: 19,792

Small practice <5 GPs
Major roads

Medium practice 5-8 GPs

Postcode districts

Large practice >8 GPs

The Harvey Practice
▪ 8.1 GP WTEs
▪ 1.3 practice nurses, 0.9 nurse
practitioners, 0.9 HCA, 0.4
phlebotomy, 1.3 practice
managers (WTEs)
▪ Open 08:00-18:30 Mon-Fri,
extended hrs to 20:00 Mon &
Tue
▪ 17 consulting rooms, 2 meeting
rooms
▪ List size: 11,636

2.1

2.8
Birchwood Medical Centre
▪ 4 GPs1
▪ 2 Practice nurses1
▪ Open 08:45-18:00 Mon-Fri,
extended hrs to 20:00 Mon &
Tue; 08:30-11:00 Sat
▪ List size: 8,990

Canford Heath Group Practice
▪ 6.4 GP WTEs
▪ 2.4 practice nurses, 0.9 nurse
practitioners, 1.3 HCAs, 0.4
phlebotomy, 1.0 practice
manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri,
extended hrs to 19:00 Wed &
Thurs, 19:30 Mon, 07:30-08:00
Tue & Thurs
▪ 16 consultation rooms, 1
meeting room
▪ List size: 11,841

4.9
2.2
3.0

3.0

Note: 4 hours and 10 minutes per session used to calculate working hours; 37.5 working
hours per week for all allied health professional staff; GP WTEs calculation either on
number of sessions per week or contracted hours per week (where no contracted hours are
provided then actual hours works are used); Non GP WTEs calculation either on contracted
hours or actual hours worked
1 Number of staff used; 2 From GP census data

Is practice
this anwebsites
accurate reflection of the current state of out of
Source: GP practices data returns, GP census, Dorset CCG, GP
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EAST DORSET

Community hospital

Map of GP practices and community hospitals
in East Dorset
Cranborne Surgery
Verwood Practice
▪
▪
▪
▪

▪

▪
▪

5 GP WTEs
2.4 practice nurses, 0.3 phlebotomy, 0.1 practice
manager (WTEs)
Open 08:30-18:30 Mon-Fri; extended hrs 1-2 hrs
Mon, 0.5 hr Tue & Wed, 0.5-1 hrs Thurs
14 consultation rooms, 1 private room, 2 meeting
rooms
List size: 8,279

▪

GPs1

manager1

8
and 1 practice
Open 08:00-18:30 Mon-Fri; extended hrs to 20:00
Mon & Wed
List size: 9,623

West Moors Group Practice
▪ 3.9 GP WTEs
▪ Open 08:30-18:30 Mon, Wed & Thurs; 08:30-18:15
Tue & Thurs; extended hrs after 18:30 Mon, Wed &
Thurs, and before 8am Wed
▪ List size: 5,303
Walford Mill Medical Centre
▪ 3.3 GP WTEs
▪ 1.0 practice nurses, 1.1 HCAs, 0.9 practice
manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri, extended hrs to 19:30
on Mon & Thurs; Sat morning once per month
▪ List size: 6,508
Wimborne Community Hospital
 16 inpatient beds
 2,192 square meters
 X-ray and ultra sound machines
 MIU, elderly care rehab, minor operations
 GP and direct admissions
 Physio, OT, OPD
The Old Dispensary
▪ 3 GPs1, 1 practice manager1
▪ Open 08:00-18:30 Mon to Fri
▪ List size: 3,313
Quarter Jack Surgery
▪ 8.4 GP WTEs
▪ 3.4 practice nurses, 2.0 nurse practitioners,
0.8 HCAS, 0.6 phlebotomy, 0.6 ECP (WTEs)
▪ Open 08:30-18:30 Mon to Fri
▪ List size: 13,378

xx Distance in km

5.0

10.9
14.3

PRELIMINARY
Small practice <5 GPs

Major roads

Medium practice 5-8 GPs

Postcode districts

Large practice >8 GPs

Penny’s Hill Practice
▪ 5.8 GP WTEs
▪ 1.6 practice nurses, 0.6 HCA, 0.3
phlebotomy, 1.0 practice manager (WTEs)
▪ Open 08:00-18:30 Mon-Fri, extended hrs
07:00-08:00 & 18:30-19:30 on Tue and
18:30-19:30 on Thurs
▪ 11 consultation rooms, 1 meeting room
▪ List size: 8,383
The Village Medical Centre
▪ 1 GP1
▪ 1 Practice nurse1, 2 nurse practitioners1, 1
practice manager1
▪ Open 08:30-18:30 Mon-Fri; extended hrs to
19:30 Mon
▪ List size: 1,955

Corbin Avenue Surgery
▪ 3.6 GP WTEs
▪ 0.9 practice nurses, 0.8 HCAs, 0.3
phlebotomists, 0.8 practice manager
6.5
(WTEs)
11.9
9.0
▪ Open 08:30-18:30 Mon & Fri; extended hrs
8.3
to 19:30 Tue & Wed
▪ 11 consultation rooms
▪ List size: 5,430
St. Leonard’s Community Hospital
 22 inpatient beds
 7,263 square meters
7.6
 Elderly care rehab
0.3
2.5
 GP and direct admissions
8.3
0.3
 Physio, OT, community care
6.7 6.6
8.3
1.7
6.2
Orchid House Surgery
▪ 5.1 GP WTEs
NoteNote: 4 hours and 10 minutes per session used to calculate working hours; ▪ 1.3 practice nurses, 1.0 nurse practitioners,
37.5 working hours per week for all allied health professional staff; GP WTEs
0.3 HCA, 0.5 phlebotomy, 0.9 practice
calculation either on number of sessions per week or contracted hours per week
manager (WTEs)
(where no contracted hours are provided then actual hours works are used); Non
▪
Open 08:00-18:30 Mon-Fri; extended hrs
GP WTEs calculation either on contracted hours or actual hours worked
07:30-08:00 & 18:35-19:00 Mon to Thurs
Source: GP practices data returns, GP census, Dorset CCG, GP practice websites
Is
this
an accuraFri
and
18:35-19:05
1 Number of staff used instead of contracted or actual hours worked
te reflection of the
state ofrooms,
out of1acute
hospital
▪ current
8 consultation
staff room
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Poole North and East Dorset – current challenges (1/2)
Description



Inexorable rise in patient demand and expectation for primary care services across two tiers –
increasing numbers both of worried well and elderly with multiple comorbidities. The number of
requests to be seen have doubled over the last 2 years; the number of complaints regarding the
service have also risen



In Poole North, increasing number of people suffering from dementia and increasing number of care
homes have put additional pressure on the system



Current models of general practice are under-equipped to deal with changing demand; for people with
long term conditions or frail elderly, the current 10 minutes per GP consultation session is not
sufficient



Extended hours is a real challenge, and some of the GPs question the benefit and cost effectiveness
of offering longer extended hours. Some also have concerns that this may create more demand rather
than avoiding NEL admissions to acute hospitals



Minor Injuries Unit in Wimborne that is not open for enough hours each day (8-4pm only) – does not
cover enough hours outside normal GP hours



Difficulty in recruitment and retention of both permanent and locum staff – reluctance among young
GPs and allied health professionals to undertake partnerships or full-time work under current financial
and work conditions




Severe shortage of district nurses on the ground in the locality



Difficulty in keeping the non-clinical staff motivated in the GP practices – there has been an increasing
level of sick leave due to increasing stress as the result of rising patient demand

Patient demand

Access to outof-hours
service

Workforce

Some healthcare staff such as community matrons and district nurses are under-utilised during
evenings and weekends

 Overstretched and underfunded social services
Source: Poole North & East Dorset localities discussion
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Poole North and East Dorset – current challenges (2/2)
Description

▪
▪
▪
▪
Ways of
working

▪
▪
▪

▪
▪
System
capacity

Estate
utilisation

Sub-scale long-term condition management at smaller GP practices
Administrative time in practice has increased over the last 10-15 years
Lack of common IT system and sharing of information and patient records has put a significant
pressure on administrative time (e.g., GP summary of patients when patients move between practices
are done on paper)
Opportunities for increasing proportion of phone consultations are limited – many are already doing as
much as feasibly possible
7-day services would prove unpopular among GPs
Integration and communications across care settings have gotten worse over the past 10-15 years
(e.g., the introduction of choose and book has put a barrier between the what used to instantaneous
communications between primary and secondary care)
Fragmentation of services has led to time spent by GP practices to follow up and find the right
specialists to speak to and / or chase up referrals
Lack of communication and integration between primary care, community trusts and acute trusts
Collapse of some collaborative initiatives – attempts to share over-75s monies and develop a
community matron service

▪

GPs have been working to identify the “missing” dementia patients, however the wider system doesn’t
have the capacity to look after these patients (e.g., memory clinic referrals could take up to 6 months
before the consultation)

▪

Limited bed availability for GPs to admit patients to Wimborne and St Leonard’s community hospitals
due to use of beds as step-down from acute hospital trust
Wimborne estate is well-utilised but St. Leonard’s does not run at capacity, despite having a large site
3 independent GP sites in Wimborne and 3 in Ferndown could benefit from consolidating onto 1 site
coterminous with a community hospital

▪
▪

Source: Poole North & East Dorset localities discussion
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Poole North and East Dorset – current initiatives

Poole North
and East
Dorset
federation

Community
integrated care
team

East Dorset
Tracker
services

Description

Potential benefits

Current Status

▪

Legal federation across
two current localities

▪
▪
▪
▪

Centralisation of many community services
Shared resources and access to services
Shared permanent and locum staffing pool
Aspire towards a central community hub

Early stages

▪

Poole North locality MDT
with Dorset healthcare
trust and local authority

▪

MDTs may streamline processes between primary
and community care
Aims to reduce inpatient admissions

Implemented

Employ high-level nurse
to track patients

▪

Tracks vulnerable patients and reviews patients’
medically for discharges
Pre-empt avoidable admissions
Brings together the voluntary sector

Implemented

▪

▪
▪
▪

Poole
intermediate
care services

▪

▪

Community services
based within Poole
Hospital
Operates by devising ongoing home care
packages and frontline
social support

▪
▪

Joint services for adult and older people to facilitate Implemented
rapid discharge from hospital
Prevent unnecessary admissions to hospital or
residential care

Source: Poole North & East Dorset localities discussion
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Poole North and East Dorset – potential opportunities
Potential benefits (i.e., how it may address the current challenges identified)
GP control of
integrated
community
services
Use of a single IT
system for datasharing

Better signposting &
better local services
for patients

▪
▪
▪

GP stewardship would allow for better integration between primary and community care
Could allow for more community services in the home setting
Integrated social care and a central hub for community nursing team

▪
▪
▪

Potential to reduce duplications of ordering processes
Potential to reduce inefficiencies in patient referral, diagnosis and continuity of care
Potential to enable more integration of primary care network and interaction between primary and
secondary care services

▪ Patient education aimed at reducing inappropriate use of emergency services
▪ Aim to encourage self-care for symptoms or conditions that can be managed at home
▪ Expanded MIU opening hours and breadth of service
▪ Enhanced services for particular conditions such as diabetes
▪

GP federation

▪
▪
▪

Efficient working
in-hours

▪
▪
▪

Shared back office administrative functions and costs; stronger hand in contract bidding with
public health and private suppliers
Potential for better education and training of GPs, GPs with specialist interests and allied health
workforce
Potential for development of GP-led urgent care service at a community hub, perhaps a walk-in
Darzi-like centre at Wimborne or elsewhere.
Outpatient clinics run by primary care across many specialties and inpatient beds for community
use
More efficient and effective in-hour working to minimise the demand for out of hours services
Potential to provider longer appointments for people with long term conditions and / or frail elderly
A more favourable funding structure for primary care
Source: Poole North & East Dorset localities discussion
145

PRELIMINARY

POOLE NORTH & EAST DORSET

Poole North and East Dorset – potential future model as outlined by some
local clinicians
Community hospitals

Hub and
spoke
Model

East dorset

Poole North

Poole

Acute hospital

Potential hub

Small practice <5 GPs

Medium practice 5-8 GPs

Large practice >8 GPs

Potential for a hub and spoke model
▪ There is a potential for a hub and spoke model with a longer term aspiration
for a physical hub; an example of such hub could be Wimborne hospital,
which could provide:
– GPSI outpatients
– Diagnostics including X-ray, USS, echo, possibly CT / MRI
– Phlebotomy
– Inpatient care
– 7-day a week urgent care centre +/- minor injury unit (MIU)
– Acute outreach and joint appointment between specialists and GPs
▪ There is also the potential for social services, community health services,
mental health, public health professional and the voluntary sector providers to
be co-located in the physical hub and managed directly under the GP practice
federation
▪ There is also a desire for GPs to retain inpatient care at the hub
▪ The network of GPs could:
– Integrate services, e.g., withdraw some of the long term condition
management from the smaller GP practices (either having the services at
selected sites or have a team of specialist nurses vising different
practices)
– Integrate back-office functions (e.g., having a central IT person visiting
practices)
Potential benefits of this model:
▪ Enables more integrated working and interactions between GPs and across
all health care settings, social sector and voluntary sector to:
– Provide more appropriate level of care closer to home
– Reduce service duplications
– Avoid unnecessary A&E admissions
▪ Provides more attractive working environment for GPs and other health
professionals given the opportunities to pursue specialist interests

Source: Poole North & East Dorset localities
discussion
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Map of GP practices, community hospitals and
residential care homes in Purbeck

Medium practice 5-8 GPs

10.2

Postcode districts

Residential care homes

Wareham Health Centre
▪ 4.6 GP WTEs
▪ 1.6 practice nurses, 0.8 HCA, 0.6
phlebotomists, 1.0 practice manager
(WTEs)
▪ Open 08:30-18:30 Mon-Fri;
extended hrs 4 hrs Mon & 1 hr
Thurs
▪ 6 consultation rooms, 1 shared
meeting room
▪ List size: 7,899

8.3
24.4

17.3

10.6
2.5

Anglebury Court

8.1

12.6

6.8
13.8

14.5

20.3

Gainsborough

Swanage Hospital
▪ 15 inpatient beds
▪ 2,133 square meter
▪ X-ray and ultra sound machines
▪ Minor injuries unit 8am-8pm
▪ OPD, elderly care, OT,
▪ Physio, Diagnostics
1 Number of staff used not WTES
Source: Dorset CCG, GP practice managers,
NHS choices GP practice websites

Large practice >8 GPs

Sandford Surgery
 1.2 GP WTEs
 0.5 practice nurse, 0.4 HCA, 0.8
practice manager (WTEs)
 Open 08:30-18:30 Mon-Fri;
extended hrs to 19:15 Tue
 List size: 2,132

9.8
Wellbridge Surgery
▪ 3.2 GPs WTEs
▪ 1.6 practice nurses, 1.5 HCAs, 1.0 practice
manager (WTEs)
▪ Open 08:30-18:30 Mon-Fri
▪ 11 consultation rooms; 1 meeting room
▪ List size: 6,207
▪ Marley house residential care home three
miles southwest

Major roads

Community hospitals

Bere Regis Practice
▪ 3 GPs1
▪ 1 practice manager1
▪ Open 08:00-18:30 Mon, Tue, Thurs, Fri;
08:00-16:00 Wed; extended hrs till 18:45
Thurs & Fri; 07:30-07:45 & 18:30-18:45
Mon
▪ List size: 3,577
Wareham hospital
▪ 16 inpatient beds, 1,832 square meters
▪ Elderly care rehab
▪ GP & direct admissions
▪ OT, Physio, OPD

Small practice <5 GPs

Old Rectory

7.6

York House
Clifftop

Heathcote
Note: 4 hours and 10 minutes per session used to calculate working hours; 37.5 working
hours per week for all allied health professional staff; GP WTEs calculation either on
number of sessions per week or contracted hours per week (where no contracted hours are
provided then actual hours works are used); Non GP WTEs calculation either on contracted
hours or actual hours worked
Source: GP practices data returns, GP census, Dorset CCG, GP practice websites
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Corfe Castle Surgery
▪ 3 GPs1
▪ 2 Practice nurses1, 1 HCAs1, 1
practice manager1
▪ Open 08:30-18:30 Mon-Wed & Fri;
08:30-13:00 Thurs
▪ List size: 2,134
Swanage Health Centre
▪ 7.6 GP WTEs
▪ 1 practice manager1
▪ Open 08:00-18:30 Mon-Fri;
extended hrs alternate Mon/Tue/Sat
▪ Open 08:30-13:00/14:00-18:30
Mon-Fri; extended hrs Mon & Wed;
Sat morning
▪ List size: 11,681
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Purbeck – current challenges
Access to
services (in
and out of
hours)

Ways of
working

Description
▪ Extended hours are only for pre-booked appointments combined with the out-of-hours
services during weekends results in increasing A&E admissions during weekend
▪ Difficulty for GPs to support out of hours due to workforce shortages
▪ SWAST is also struggling for personnel to staff paramedic cars, resulting in regular
cancellation of services; without these, patients don’t have direct access to urgent care

▪ Inconsistent availability and timeliness of admission and discharge information
▪ GPs do not have direct access to community beds to admit and look after patients
▪ Poor communications across primary and secondary care – mixed electronic and paper
discharge summaries, reduced interpersonal relationships with consultants
Poor availability of domiciliary care

▪
▪ Major difficulty in recruiting and retaining GPs, both permanent and locum; this also
Workforce

Estate / other
asset
capacity &
utilisation
Other

▪
▪

applies to other healthcare workforce due to isolated geography
Limited GP availability at weekends within their practices
Single Point of Access (SPoA) support and allied health professionals are both from
outside the locality as such are less responsive to local needs given lack of deep
locality knowledge

▪ Poor utilisation of current community hospitals and services; variable access to
diagnostics, though some direct access for cardiology and GI investigations
Difficulty for local GPs to admit patients to either Swanage or Wareham
Low availability of nursing home beds

▪
▪
▪ Difficulty of small practices to negotiate prices with public health and private suppliers
Source: Purbeck locality discussion
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Purbeck – current initiatives

Expanded
Ophthalmology

Voluntary
sector
enablement

Description

Potential benefits

▪ Ophthalmology

▪ Reduce admissions and outpatient referrals to In progress

outreach from acute
hospitals

▪ Single point of
access pushing out
to include the
voluntary sector

▪ Incentivising or
Local housing
initiatives for
key carers

Direct access
cardiology
investigations

subsidising key
carers’ local
housing rental or
purchase

▪ Direct access to
tests for GPs

Status

acute hospital trusts

▪ Participation of locals and relatives in home

In progress

and social care

▪ Encourage workers to stay in the locality,

In discussion

thereby improving retention of staff

▪ Reduction in referrals to cardiology outpatients Implemented
▪ Reduction in waiting time for cardiology tests

Source: Purbeck locality discussion
150

PURBECK

PRELIMINARY

Purbeck – potential opportunities
Description and potential benefits

▪
Networked GP
model

▪

Network, federation or even a limited liability company could improve Purbeck’s bidding power with
public health and private suppliers
Continuing medical education and offering GPs – both new and experienced – funded opportunities to
vary their career and develop a wider portfolio with areas of specialist interest
Potential for shared back office functions, pooled GP locum staff and / or salaried staff

▪
▪ Community outreach by consultants, specialist nursing and support staff in certain specialties
Enhanced care
for particular
conditions

Integrated care
teams and
voluntary
support

A community
hub

Closer working
of primary and
secondary care

▪
▪
▪
▪

including elderly care, respiratory, mental health and diabetes
Better skilled and bigger nursing team – e.g., district nurses to provide IV antibiotics
Opportunity to work with colleges to offer foundation course for carers and support development
locally

▪

Closer working with social services – collocated with medical services
Current Single Point of Access (SPoA) not fully responsive to local needs – locality may be able to
develop a similar system with integrated voluntary sector support
Discharge of patients could be better managed with support from the local voluntary sector

▪
▪
▪
▪
▪

Opportunity to amalgamate some community hospital and practice functions
Improved local resources to reduce need to refer patients to acute hospital
A point of access for urgent or out-of-hours care
Collocated services and supports for long-term conditions and mental health
Access point for diagnostics; minor injury / walk-in clinic included

▪

If IV antibiotics could be given at home it would reduce unnecessary re-admission or referrals to acute
hospital and aid more rapid discharge home
Outpatient clinics run in parallel by primary and secondary care providers

▪

Source: Purbeck locality discussion
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Purbeck – potential future model potential future model as
outlined by some local clinicians
Residential care homes

Small practice <5 GPs

Potential option 1

Large practice >8 GPs

Medium practice 5-8 GPs

Potential option 2

Anglebury Court

Potential option 3

Anglebury Court

York House
Gainsborough
Old Rectory

Clifftop

▪ Potential virtual hub could

Anglebury Court

York House
Gainsborough
Old Rectory

Heathcote

Clifftop

Heathcote

▪ Potential physical hub col-

include:
– GPs with specialist interests
working across practices
– Shared outreach from
secondary care in some
specialties (e.g., community
geriatrician)
– Shared contract bidding +/back office function

located with an existing community
hospital facility and a separate
centre for community care team
– Diagnostic, and other,
equipment located in a hub
– GPSI clinics or secondary
outreach clinics
– Urgent care and out-of-hours
access
– Mental health services

Source: Purbeck locality discussion
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“Hub”

Community hospital

York House
Gainsborough
Old Rectory

Clifftop

Heathcote

▪ Potential physical hub on
a new premises in a central
geographical location
– Separate from inpatient
units at Wareham or
Swanage
– Includes diagnostics,
urgent care, outpatients
and community care
team
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WEYMOUTH & PORTLAND

Small practice <5 GPs
Large practice >8 GPs

Map of GP practices and
community hospitals in Weymouth & Portland
Weymouth Community Hospital
▪ 12 MH inpatient beds
▪ 6,612 square meters
▪ X-ray and ultra sound machines
▪ MIU open 08:00-22:00 7 days
▪ Minor ops DSU Diagnostics
▪ Physio, GUM clinic mental health

Melcombe Avenue Practice
▪ 1.1 GP WTEs
▪ 1.0 practice nurse, 0.1 nurse practitioner, 1.0 practice manager
(WTEs)
▪ Opening hours: 08:00-18:30 Mon-Fri
▪ List Size: 404

3.5km

Westhaven Community Hospital
▪ 34 inpatient beds
▪ 2,381 square meters
▪ Elderly care rehab
▪ OT & Physio GP direct
admission

Wyke Regis Health Centre
▪ 5.9 GP WTEs
▪ Open 08:30 to 18:30 Mon-Fri
▪ Extended hours: Mon 18:3019:30, Tue 07:30-08:30
▪ List size: 7,850

3.3km

1km
2km
1km

2.3km

Royal Manor Health Care
▪ 8.1 GP WTEs
▪ Open 08:30-18:00 Mon-Fri;
extended hrs 18:30-20:00 two
Thurs per month
▪ List size: 12,463

Community hospitals

PRELIMINARY

Dorchester Road Surgery
▪ 1.75 GP WTEs
▪ Open 08:15-18:30 Mon-Fri; extended hrs to 19:00
Mon
▪ List size: 4,804
Royal Crescent and Preston Road Surgeries
▪ 12.8 GP WTEs
▪ 4.7 practice nurses, 3.6 nurse practitioners,1.5
HCAs, 0.3 phlebotomy, 1.0 practice manager
(WTEs)
▪ 6 hours community midwifery and 15 hours
chiropody per week
▪ Open 08:20-18:00 Mon-Fri
▪ List size: 4,575

1km

Bridges Medical Centre
▪ 10 GP partners1; 0.4 GP retainer & 0.6 GP registrar
(WTEs)
▪ 3.1 practice nurses, 2.8 nurse practitioners, 0.7
HCAs, 1.1 phlebotomy, 0.8 practice manager
(WTEs)
▪ Open 08:15-18:00 Mon-Fri; extended hrs of 1.5 hrs
Wed & Thurs
▪ List size: 13,866

1km
2.4km

4.8km

3.2km

Portland Community Hospital
▪ 16 inpatient beds for elderly care
rehab, medical and direct GP
medical admission
▪ MIU open 10:00-20:00 Mon-Sun

Medium practice 5-8 GPs

3.3km

Cross Road Surgery
▪ 3.0 GP WTEs
▪ 1.2 practice nurse, 0.2 phlebotomy, 0.8 practice manager
(WTEs)
▪ 2 hrs community midwifery, 8.5 hrs physio, 2.5 hrs chiropody
per week
▪ Open 08:00-18:30 Mon-Fri; extended hrs to 19:00 Mon, 19:30
Fri, 07:30-08:00 Tue
▪ Registered list size: 4,720
Note: 4 hours and 10 minutes per session used to calculate working hours; 37.5 working hours per week for all
allied health professional staff; GP WTEs calculation either on number of sessions per week or contracted
hours per week (where no contracted hours are provided then actual hours works are used); Non GP WTEs
calculation either on contracted hours or actual hours worked
1 Number of staff used
Source: GP practices data returns, GP census, Dorset CCG, GP practice websites
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Lanehouse Surgery
▪ 2 GP WTEs
▪ 0.1 nurse practitioner, 0.4 practice nurses, 0.3
HCAs, 0.7 practice manager
▪ 3.5 hrs community midwifery, 3.5 hrs chiropody, 7
hrs counseling per week
▪ Open 08:00-18:30 Mon-Fri; extended hrs 18:0020:00 Tue
▪ List size: 3,207
Abbotsbury Road Surgery
▪ 4.2 GP WTEs
▪ 1.9 practice nurses, 1.5 nurse practitioners, 0.8
HCA, 0.1 phlebotomy, 1.0 practice manager
(WTEs)
▪ 2 hrs community midwifery, 7.8 hrs chiropody, 1.5
hrs footcare per week
▪ Open 08:00-18:30 Mon-Fri; extended hrs 07:1508:00 & 18:30-19:45 Tue & Thurs, 07:15-08:00 Wed
▪ List size: 9,427
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Weymouth & Portland – current challenges
Description

▪ At Weymouth community hospital, all inpatient beds are currently used for mental
▪
Community
hospital
utilisation

▪

▪
▪

health care for the elderly (e.g., dementia), despite also hosting a walk-in urgent-care
centre, a minor injury unit (MIU) and an out-of-hours service
Westhaven Hospital has good capacity for community beds, and sits adjacent to the
CMHT acute site
Portland hospital has a minor injuries unit and community beds – there is still potential
space not currently being used
None of the community hospitals have medical cover at night – only the out-of-hours
service does
Portland GP practice covers the Portland beds in-hours, a medical consultant covers
Westhaven

▪ There are currently difficulties in recruiting and retaining general practitioners in
▪
Workforce

Out-ofhours
services

▪
▪
▪

Dorset and in filling positions on GP training schemes
As a result, excessive monies are also spent on locum doctors, or existing work force
under immense pressure
Locums in turn are in short supply, and practice vacancies exist
Early retirement is a real threat to workforce locally
Nurses and Nurse practitioners are being developed – lack of Dorset wide training

▪ Making sure out of hours walk-in centre and MIU all work together
▪ Sometimes there are long waits for the out-of-hours doctor
▪ Most surgeries have extended hours weekly until 8pm

Source: Weymouth & Portland locality discussions
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Weymouth & Portland – current initiatives

Formalised
general practice
federation

Potential benefits

Current Status

▪

Completed

▪
▪
▪
▪
▪
▪
▪

Federation-shared
integrated care
teams for over-75s

Shared services
with Dorset
County Hospital

Urgent care
services
integrated with
community
hospitals

▪
▪

Model allows for GP practices to take a leadership or followership role, depending on GP
practice size and preference
Enables responsiveness to change in the future- 5 year forward vision
Justifies primary care provision changes across the locality
Improves negotiation power with CCG with regard to contract bidding
Could be a means to efficiently manage division of work
Facilitates creation of shared integrated teams as below
Possibility of shared administrative functions in the future

The Better Together vision for integrated teams is advancing well, with planning between
In progress
community and social care teams to commence in June 2015
To enhance this, the federation has provided the mechanism for 4 practices to work jointly for
the integrated over-75s plan, comprising a doctor, nurse practitioner and administrator
There is a proposal to add medical cover to the better together / integrated teams from 18:3020:00, and at weekends. This will allow a rapid response and back-up to the integrated team and
will augment the current out-of-hours arrangements, particularly for the high-risk frail population

▪
▪

Acute hospital at home can potentially dovetail with Better Together teams
A clinical pharmacist shared between the locality and Dorset County Hospital (DCH) who will
support practices to identify high-risk polypharmacy. This could reduce the time GPs spend on
repeat prescriptions and enhance consistency of prescriptions from hospital to primary care.
Similar possibilities exist for other allied health professions, e.g., diabetes care etc.

In progress

▪

Urgent Care services: enhancing MIU working with the main A&E at DCH, signposting, and
education has the potential to divert pressure from the main A&E site at DCH – this forms part of
the Weymouth hospital urgent care plan
Direct admission from GPs: potential for direct admission to both Portland and Westhaven
hospitals

Application for integrated
urgent care service has
been submitted to CCG
for procurement

▪

Source: Weymouth & Portland locality discussions
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Weymouth & Portland – potential opportunities
Potential benefits
Creation of a
hub for
diagnostics &
care delivery
Single IT
solution for
doctors and
services

Public education to reduce
expectation
and demand

▪ Co-ownership or co-administration of a hub by local practitioners may negate the need for
▪

referral to community or acute hospitals
It may reduce travel times for patients and admissions to emergency departments and
referrals to acute hospital outpatient services

▪ This could enable better data-sharing between local practitioners and referral between
primary, community and acute care institutions
Could allow for remote consultation and follow-up with patients and prescription renewal
May reduce potential service duplication

▪
▪
▪ May reduce unnecessary presentations to medical centres by encouraging self-care and
▪

prevention
May include a component of patient accountability for inappropriate presentation to
emergency departments

▪ A cultural shift in relations between primary / community care and acute care could
Interaction
between
primary &
secondary
care

▪
▪

▪

significantly improve patient experience and outcome
An integrated community service that could negate much of the need to go to Dorset County
Hospital - community in-reach to hospital, and hospital outreach to the community
Better communication between colleagues and shared work may increase the potential for
integrated care pathways for frail patients with established chronic conditions and could
reduce unnecessary admissions and length of stay in hospital whilst increasing community
support on discharge
Reducing unnecessary duplication of clinical examination, diagnostics and treatment could
reduce costs

Source: Weymouth & Portland locality discussions
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Weymouth and Portland – potential future model as outlined by some
local clinicians
Current community
hospitals

Small practice <5 GPs

Potential hub

Large practice >8 GPs

Medium practice 5-8 GPs

Hub and spoke
model

▪

There is potential for
Weymouth hospital to
act as the physical hub
for the network of GPs,
providing the following
services for GP referral:
– Urgent care and
minor injuries units
(including walk-in
centre)
– Diagnostics (both
routine and urgent)
– Intermediate care
beds
– Consultant opinions
– Physiotherapy
– Occupational
Therapy
– Minor surgical
procedures (e.g.,
skin lesions, IUD
insertion)
– Potentially a
community
transfusion service,
IV antibiotics, etc
158

▪

There may be potential for
changes to the staffing model
which could include:
– Common training for
medical and nursing staff to
ensure consistency of skills
and enable resources to be
used efficiently (e.g., pooled
staff or nurses ‘on the bank’)
– Upskilling nurse
practitioners (e.g., through
increased mentoring)
– A rapid response integrated
care team which could also
take part in the virtual ward
– A broader set of career
options for GPs and
potentially allied health
professions to boost
recruitment, retainment and
satisfaction (e.g., ‘fellowships’
in specialties)
– Shared support services
and admin roles (e.g., a
single registrar and care
coordinator)
– A shared pharmacist

PRELIMINARY
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There are certain considerations that need to be taken into account if
designing a hub and spoke model for Weymouth and Portland

Model design will need to take into
consideration

The model could also aim towards

▪

▪

Improving GPs everyday working
lives

▪

Signposting patients appropriately
(e.g., urgent presentations to urgent
care at the hub, but non-urgent care to
the GP practice with potential referral to
hub for other services)

▪

Adjusting funding and tariff
structures across the health care
system to reflect new ways of working

▪

▪

The demographic profile of Weymouth
and Portland as there is a particularly
high incidence of homelessness, drug
and alcohol abuse which puts strain on
primary care
The roles of each of the three existing
community hospitals need to be clearly
defined in order to avoid duplication of
effort and inefficiencies
Increasing pressure to provide primary
care on a seven day basis

Source: Weymouth & Portland locality discussions
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Further questions to be considered in Weymouth & Portland
Services & resources:
▪ Should the hub be, “urgent-care and referral-only”, or should it be open-access?
▪ Which services / activities could be provided:
– in the hub?
– in the network?
– in the GP practices?
▪ How are the capacity implications across the locality in terms of assets?
Staff & skill mix:
▪ Should the hub be staffed by existing staff from the GP practices or dedicated staff?
▪ Could you include an educational element for clinical staff and nurses?
▪ How could upskilling the nursing staff play a role in increasing capacity in this new
model? What would it take to make this work?
▪ How can we encourage better workforce recruitment and retention?
Aspirations:
▪ What are your aspirations for
– Your working life?
– Your practice?
– Community care in the locality?
▪ How could this model(s) help to deliver your aspirations?
Source: Weymouth & Portland locality discussions
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Map of GP practices and community hospital in Poole Bay

Alderney
▪ 48 physical healthcare beds, 33
mental health beds, 5-bed ITU for
female patients
▪ 6,526 square meters
▪ OT, physio
▪ GP direct admissions

Herbert Avenue Surgery
▪ 1.6 GP WTEs
▪ 1 nurse practitioner, 1 care
assistant, 1 practice manager
▪ Open 08:30-18:00 Mon-Fri
▪ List size: 3,587

0.5km

.1.5km

Parkstone Health Centre
▪ 7.4 GP WTEs
▪ 1 nurse practitioner, 2 staff nurses,
2 HCAs, 1 Practice manager
▪ Open 08:30-18:30 Mon-Fri;
extended hrs 07:30-08:30 Tue,
18:30-20:00 Wed
▪ List size: 10,327
Wessex Road Surgery
▪ 3 GP WTEs
▪ 2 staff nurses, 1 practice manager
▪ Open 08:00-18:30 Mon-Fri;
extended hrs 07:00-08:00 Wed &
Thurs
▪ List size: 6,155

Small practice <5 GPs
Medium practice 5-8 GPs
Large practice >8 GPs

Heatherview Medical Centre
▪ 8.2 GP WTEs
▪ 1 Practice manager, 3 nursing staff
▪ List size: 10,043

Madeira Medical Centre
▪ 5.3 GP WTEs
▪ 4 staff nurses, 1 practice manager
▪ Open 08:30-18:30 Mon-Fri
▪ List size: 8,159

2km
2.5km

Community hospitals

2km

0.5km
2.5km

1km

1.5km

0.5km

3.5km
1km

4km

Lilliput Surgery
▪ 7 GP WTEs
▪ 2 nurse practitioners, 4 staff
nurses, 1 practice manager
▪ Open 08:00-18:00 Mon-Fri;
extended hrs 18:00-19:40 Mon
▪ List size: 9,790

Westbourne Medical Centre
▪ 9.0 GP WTEs
▪ 2 Nurse Practitioners, 5 Staff
Nurses, 1 Practice manager
▪ Open 08:00-18:30 Mon-Fri;
extended hrs 18:30-20:30 Mon
▪ List size: 16,323

Poole Road Medical Centre
▪ 5.7 GP WTEs
▪ 3 Staff Nurses, 1 care assistant, 1
Practice manager
▪ Open 08:00-18:30 Mon-Fri;
extended hrs 07:30-08:00 Tue;
08:50-13:00 Sat
▪ List size: 8,385

Note: 4 hours and 10 minutes per session used to calculate working hours; 37.5 working hours per week for all allied health professional staff; GP WTEs calculation
either on number of sessions per week or contracted hours per week (where no contracted hours are provided then actual hours works are used); Non GP WTEs
calculation either on contracted hours or actual hours worked
Source: GP practices data returns, GP census, Dorset CCG, GP practice websites
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Poole Bay – current challenges

Description

Communication

Behaviour
and cultural
differences

Workforce

▪

Currently there is no integrated IT system across primary and secondary
care, resulting in a lack of communication between clinical peers and
duplication of work

▪

Ineffective public communication results in reduced levels of self-care
and excess demand for medical care

▪

Fundamental difference in approach to risk management between
primary care and secondary care

▪

Patients do not always receive care in the most appropriate setting due to
overemphasis on acute care and excessive patient demand

▪

Current funding structures incentivise retention of patients in hospital

▪

Current difficulties in recruiting and retaining general practitioners in
Dorset and inability to fill positions on GP training schemes contribute to
ongoing workforce shortage and excessive monies spent on locum doctors

Source: Poole Bay locality discussions
163

PRELIMINARY

POOLE BAY

Poole Bay – current initiatives

Structuring &
formalising
federated
working

Setting up a
provider
organisation

Liaison with
DHUFT and
social service

Prime minister’s
challenge

Potential benefits

Current Status

▪
▪
▪
▪
▪

Enables responsiveness to changes in the future

Early negotiations

▪
▪
▪

Enables bidding for schemes such as the Prime Minister’s Challenge

▪

Increases efficiency from coordination of activities at an operational level as opposed to
going through commissioning

▪
▪

Enables holistic delivery of care

▪
▪
▪

Provides a degree of control over speed and type of change that is inevitable

Justify primary care provision changes to those in the locality
Improves negotiation power with CCG, e.g., being able to bid for LES and DES just once
Efficiently manages division of work
Facilitates possibility to set up integrated intermediate care hub with network of practices,
providing community multidisciplinary team care

Creates organisation with NHS pension status
Allows a number of different income streams for practices, which is an important building
block to prepare for how primary and intermediate care will be delivered in the future
In progress

Reduces the impact of the workforce crisis for primary care general practice
Application
Acts as a model that is relevant to both the locality as well as surrounding geographical areas submitted
Catalyses development of an MDT approach, enabling patients to be seen by appropriate
person at first point of contact (this is not possible at an individual practice level)

▪ Makes the CCG more likely to choose them to pilot change in the future
▪ Incentivises them to make positive change, e.g., ensure that more of their practices are on
one IT system to facilitate better communication

▪

Early negotiations

Provides an additional source of funding (runs separately from the over 75’s funding that
exists)

Source: Poole Bay locality discussions
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Poole Bay – potential opportunities
Potential benefits
Creation of a
hub for
diagnostics &
care delivery
Improved
internet access
for doctors and
patients
Public education to reduce
expectation and
demand

Interaction
between
primary &
secondary care

▪
▪
▪
▪
▪

Co-ownership or co-administration of a hub by local practitioners may negate the need for referral to
community or acute hospitals
It may reduce travel times for patients and admissions to emergency departments and referrals to
acute hospital outpatient services
This could enable better data-sharing between local practitioners and referral between primary,
community and acute care institutions
Could allow for remote consultation and follow-up with patients and prescription renewal
May reduce potential service duplication

▪
▪

May reduce unnecessary presentations to medical centres by encouraging self-care and prevention
May include a component of patient accountability for inappropriate presentation to emergency
departments

▪

A cultural shift in relations between primary / community care and acute care could significantly
improve patient experience and outcome
An integrated community service that could negate much of the need to go to Dorset County Hospital
- community in-reach to hospital, and hospital outreach to the community
Better communication between colleagues and shared work may increase the potential for integrated
care pathways for frail patients with established chronic conditions and could reduce unnecessary
admissions and length of stay in hospital whilst increasing community support on discharge
Reducing unnecessary duplication of clinical examination, diagnostics and treatment could reduce
costs

▪
▪

▪

Source: Poole Bay locality discussions
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Poole Bay potential future model as outlined by some local clinicians

2015

Alderney

Small practice <5 GP WTEs

Potential hub

Medium practice 5-8 GP WTEs

2016

▪ Virtual hub could include:
▪ Physical hub could be a new
– Diagnostic equipment (e.g., MRI),
premise (jointly owned by the GPs)

▪

potentially located at different GP
practice sites but shared by all
– Federation limited to GP partners
only
– Shared human resources in some
specialties (e.g., community
geriatrician)
With federative working, services
such as out of hours could be based
on one or two sites (either the “hub”
or existing GP premise)

and could include:
– Diagnostic and other equipment
located in hub and a community
care team of health professionals
– Federated staff, clinical and
nursing teams and support staff
(e.g., press officer and contract
management)
– Named ‘linked’ consultants to
provide touch points to acute
hospital

Source: Poole Bay locality discussions
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Large practice >8 GP WTEs

2017 onwards

▪ Over time the federation could
expand beyond the locality
to increase efficiencies of
scale and invest in more
equipment and infrastructure
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High level outline of how this hub and spoke model could
work and key requirements in Poole Bay
▪ Formalised and regular feedback between the federation and all other involved
parties (e.g., the CCG, nursing staff, social care workers, the acute hospital, the public)
on the functioning of the hub and spoke model (e.g., whether or not the patients are
receiving an appropriate level of care in the most appropriate setting)
How the
model could
work

▪ GPs could spend part of the week in their practices and the rest in the hub (e.g., three
days per week in practices and two days in the hub) working on a ‘specialist interest’
(e.g., outpatient work); this could also represent an exciting and redeveloped value
proposition for GPs

▪ Recruitment could be improved, through a strong training process for clinical and
nursing staff (e.g., Deanery sponsored training places which might make the value
proposition of the job more clear and appealing as well as engendering trust through a
common set of expectations)

Key requirements

▪ Financial arrangements and commercial support from the commissioners
▪ A sense of collaboration through enhanced trust, transparency and communication
▪ Targeted and sustained media management to ensure consistency and clarity in the
general public’s knowledge of out of acute hospital offering and access points

▪ Data-sharing technology used by all
▪ Multidisciplinary teams common across GPs
▪ Multidirectional and all-inclusive communication

Source: Poole Bay locality discussions
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Key areas for further investigation, as suggested
by the clinicians in Poole Bay

▪

Identify all the potential links with the local authority and
where the federation might able to influence them

▪

Test the appetite among the wider group of GPs to buy a
physical hub as part of a federated model

▪

Consider further which services can come out of acute
hospitals

▪

Consider further the role of the nursing team and the
community team

▪

Consider what more could be done to support cultural
change across the board

▪

Work with the CCG to understand how the CCG could best
support the locality in their endeavor

Source: Poole Bay locality discussions
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Map of GP practices & community hospitals in North Dorset
Apples Medical Centre
▪ 4.1 GP WTEs
▪ 1.4 practice nurses, 1.4 HCAs,
0.9 practice manager (WTEs)
▪ 2 hrs community midwifery, 22
hrs health visitors, 6 hrs
counselling per week
▪ Open 08:00-18:30 Mon-Fri;
08:40-11:10 Sat; extended
hrs: 40 mins on Mon & Tue
▪ List size: 5,175

Medium practice 5-8 GPs

Community hospitals

Newland Surgery
▪ 4.7 GP WTEs
▪ Open 08:00-18:30 Mon-Fri
▪ List size: 6,327

Bute House Surgery
▪ 3.7 GP WTEs
▪ 1.5 practice nurses, 1.7 HCAs,
1.1 practice managers (WTEs)
▪ 2 hrs health worker, 8 hrs
CAMHS, 2 hrs citizen’s
advice, 3 hrs community
midwifery, 8 hrs foot health
(private) and 4 hrs
aromatherapist (private) per
week
▪ Open 08:00-18:30 Mon-Fri;
extended hrs to 19:15 MonThurs
▪ List size: 7,706

Small practice <5 GPs

Gillingham Medical Practice
▪ 6.6 GP WTEs
▪ 3.1 practice nurses, 1.5 nurse practitioners, 3.1 HCAs, 0.4 phlebotomy,
0.8 practice manager (WTEs)
▪ Min 5 hrs community midwifery per week, 6 hrs children’s centre, 24 hrs
chiropody, 16 hrs diabetic team, 6 hrs footcare per month
Abbey View Medical Centre,
▪ Open 08:30-18:30 Mon-Sun
Shaftesbury
▪ List size: 11,978
▪ 9.1 GP WTEs
▪ Open 08:30-18:30 Mon-Fri
▪ List size: 15,293

6.7km
6.0km
11.3km

0.6km

13.4km
0.8km 0.6km
10.1km
0.6km

11.3km
6.2km

Shaftesbury Hospital
▪ 16 inpatient beds
▪ 2,192 square meters
▪ X-ray machine
▪ Elderly care rehab
▪ GP and direct admissions
▪ Minor operations
▪ Physio, OT,OPD
▪ MIU open 9-6pm Mon-Sat

1.5km
12.1km

0.6km

0.4km

Yetminster Health Centre
▪ 2.3 GP WTEs
▪ Open 08:30-18:30 Mon-Fri
▪ List size of 3,984
Sherborne (Yeatman)
▪ 34 inpatient beds
▪ X-ray and ultra sound
machines
▪ Elderly care rehab
▪ MIU open 9-6pm Mon-Fri

Large practice >8 GPs

Stalbridge
▪ 1 GP WTE
▪ Open
08:3018:00 MonFri
▪ List size of
4,502

Source: GP practices data returns, GP census, Dorset CCG, GP practice websites

Sturminster Newton Medical
▪ 3.8 GP WTEs
▪ 2.5 practice nurses, 0.5 nurse
practitioners, 1.3 HCAs,1.5 practice
managers (WTEs)
▪ 10 hrs community midwifery, 20 hrs
physio, 4 hrs CADS, 15 hrs podiatry, 4
hrs CAB per week
▪ Open 08:00-18:30 Mon-Fri; extended hrs
1 hr Mon & Wed; 0.5 hr Tue, Thurs, Fri
170
▪ List size: 8,810

Eagle House Practice
▪ 4.5 GP WTEs
▪ Open 08:30-18:30
Mon-Fri; extended
hrs after 18:30 Mon,
Tues, Thurs
▪ List size: 8,461

Blandford Hospital
▪ 24 inpatient beds
▪ 6,527 square meters
▪ Elderly care rehab, general
medicine, x-ray, ultrasound,
minor operations
▪ MIU open 9:00-18:00 MonFri
▪ OT, Physio, palliative care
Whitecliff Group Practice
▪ 8.4 GP WTEs
▪ 4.4 practice nurses (WTEs)
▪ 2 hrs community midwifery per
week
▪ Open 08:30-18:30 Mon-Fri;
extended hrs to 19:30 MonThurs
▪ List size: 16,374

NoteNote: 4 hours and 10 minutes per session used to calculate working hours; 37.5
working hours per week for all allied health professional staff; GP WTEs calculation
either on number of sessions per week or contracted hours per week (where no
contracted hours are provided then actual hours works are used); Non GP WTEs
calculation either on contracted hours or actual hours worked

PRELIMINARY

NORTH DORSET

North Dorset – current challenges
Description
Lack of
service
integration

Workforce
shortages

Limited
out-ofhours
access

▪
▪

Many outpatient services have been withdrawn to acute hospitals

▪

There are currently difficulties in recruiting and retaining general
practitioners in Dorset and in filling positions on GP training schemes

▪
▪
▪

As a result, excessive monies are also spent on locum doctors

▪
▪

Minor injuries units (MIUs) are often closed out-of-hours

▪

This often happens despite the GP practice ringfencing the beds (e.g.,
Shaftesbury)

▪

Some have a resident medical officer who provides out-of-hours cover

Community hospitals in North Dorset have relationships with many
different acute hospitals (including Dorchester, Bournemouth, Poole,
Salisbury and Yeovil) which could make integration more difficult

Similar issues exist with allied health and social care staff
Reduced staff levels leave equipment underutilised

There is difficulty accessing beds for admission – particularly out-of
hours – due to “blocked” beds from acute hospital

Source: North Dorset locality discussions
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North Dorset – current initiatives
Current
Status

Potential benefits

▪ GP practices are already sharing data and have mutual peer review
Early phase
▪ Have a number of shared projects designed to help those most in need
in the community
Aim towards
shared
resources and
future
federation

▪ Federation model may allow for GP practices to take either a
leadership or followership role, depending on GP practice size and
preference

▪ Model should improve negotiation power with CCG and local
hospitals with regard to contract bidding and shared services

▪ Aim to more efficiently manage service and labour division
▪ Facilitates creation of shared integrated teams in the community
▪ Long-term aim for potential super-federation model across Dorset
Links with
community
hospitals and
acute
hospitals

▪ Strengthen links between GP practice and community hospitals
▪ Protect some beds in community hospitals for direct GP admission
▪ Stronger effort to recruit and retain skilled staff so that physical
resources currently available can be appropriately used

▪ Formalise relationships with acute hospitals to broaden scope for
consultant outreach and outpatient services in the community
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In progress
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North Dorset – potential opportunities
Potential benefits
Improved internet
access for
doctors and
patients
Public education
to reduce
expectation and
demand

▪

▪
▪
▪
▪
▪

Better integration
between primary
& acute care

Creation of a hub
for diagnostics &
care delivery
Shared urgent
care service
provision

▪

▪
▪
▪
▪
▪
▪
▪
▪

This could enable better data-sharing between local practitioners and referral between primary,
community and acute care institutions
Could allow for remote consultation and follow-up with patients and prescription renewal
May reduce potential service duplication
Better public education on self-care of minor conditions may reduce unnecessary presentations
to medical centres
This may include a component of patient accountability

Better rationalising and integrating the relationships that GPs have with multiple acute hospitals
in North Dorset may provide better efficiencies
Integrated community services could negate much of the need to go to an acute hospital (e.g.,
community inreach to hospital, and hospital outreach to the community
An integrated IT system could facilitate better communication between colleagues
Shared work may increase the potential for integrated care pathways for frail patients with
established chronic conditions and could reduce unnecessary admissions
Reducing duplication of clinical examination, diagnostics and treatment could reduce costs
Co-ownership or co-administration of a hub by local practitioners may negate the need for
referral to community or acute hospitals
Travel times for admission to emergency departments and referrals to acute hospital outpatient
services could be reduced
Minor Injuries Unit: Aim to set up MIUs with joint contribution from each local GP practice so that
more acute day-to-day work can take place in community hospital setting
Same-day service: Triage much of work currently based in practice in conjunction with MIU
Direct admission from GPs: Protect more beds in community hospitals for direct GP admission

Source: North Dorset locality discussions
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North Dorset – potential future model as outlined by some local clinicians
Community hospitals

Small practice <5 GPs
Medium practice 5-8 GPs
Large practice >8 GPs

▪
3 GP practices
covering 36,081
patients

Hub and
spoke
model

6.7km
6.0km
11.3km

0.6km
Shaftesbury

13.4km
0.8km
0.6km
1.5km

0.6km

11.3km

10.1km

6.2km
10.1km

Sherborne
12.1km
16.1km

0.6km

0.4km
Blandford

5 GP practices
covering 25,670
registered patients
Source: North Dorset locality discussions

2 GP practices
covering 24,835
registered patients

Each of the three
community hospitals –
Blandford, Sherborne
and Shaftesbury – could
act as local hubs for the
network of GPs,
providing the following
services for GP referral:
– Same-day service at
an urgent care centre
/ minor injuries unit
following GP triage
– Diagnostics (both
routine and urgent),
including X-ray
Ultrasound, ECHO
and 24hr ECG
– Consultant inreach
– Physio and OT
– Social cares
– Minor surgical
procedures (e.g.,
skin lesions,
endoscopy, IUD
insertion)
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▪

This may imply some changes
to the ways of working which
could include:
– A shared GP staffing pool
for each community hub
provided by the GP
federation
– GPs could spend part of
each week in practice, part
in community hub
– A same day service of
semi-urgent care between
practice and the hub
– Multidisciplinary
community care teams
– A broader set of career
options for GPs and
potentially allied health
professions to boost
recruitment, retention and
satisfaction (e.g.,
‘fellowships’ in specialties)
– Shared and integrated IT
system for patient records
across GP practices

PRELIMINARY

NORTH DORSET

There are certain considerations that need to be taken into
account if designing a hub and spoke model for North Dorset

Model design will need to take into
consideration

The model could also aim towards

▪

Ongoing workforce recruitment and
retention issues

▪

Improving career opportunities for
GPs and others

▪

Social care remaining a major barrier
to delivering a good service to the rural
and elderly population in North Dorset

▪

▪

The pre-existence of three community
hospitals, each underutilised and
suitable for formation of a hub

Signposting patients appropriately
(e.g., urgent care direct to an urgent
care centre, non-urgent care to the GP
practice)

▪

Increasing pressure to provide primary
care on a seven day basis

Adjusting funding and tariff
structures across the health care
system to reflect new ways of working

▪

Consultant-led One Stop Clinics with
treatment plan sent to referring GP for
implementation

▪

Source: North Dorset locality discussions
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Potential questions for further consideration in North Dorset
Hub services & resources:

▪
▪

Should the community hub be, “urgent-care and referral-only”, or should it be open-access?

▪
▪
▪
▪

How would a “same-day service” work?

Which services / activities would the hub provide? Which would it not provide? Which
services / activities would be retained in the GP practices?

What would the expected interaction with the community hospital inpatient service be?
What integrated IT structures need to be in place for the model to work most effectively?
What would an out-of-hours service look like?

Federation structure and staffing:

▪
▪

Should the hub be staffed by existing staff from the GP practices or dedicated salaried staff?

▪

How can we encourage better workforce recruitment and retention? What non-financial
incentives can the CCG / federation / hub offer (e.g., education, training, fellowship,
research or student electives, part-time working)?

▪

What professional skills are currently most lacking to make this kind of model work?

Would a federated GP staffing pool only cover their respective hubs, or be common to all of
North Dorset?

Source: North Dorset locality discussions
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Large prac. >8 GPs

Acute hospital

108

88

Locality boundary

32

Keys (1/5)
No.

Site name

No.

Site name

1

Royal Bournemouth & Christchurch Hospital

20

Denmark Road Medical Centre

2

Townesend Childrens Centre

21

Woodlea House Surgery

3

Old Town Childrens Centre

22

Strouden Park Surgery

4

Eastway Clinic, St Albans Medical Centre

23

"Christchurch Hospital "

5

The Junction

24

6

Westbourne Chiropody Clinic

7

No.

Site name

39

Shelley Road, Site
(Patient Contact Centre & Estate Building)

40

King’s Park Hospital, Park Lodge

41

Shelley Road
(Boscombe Community Hospital/Clinic)

Christchurch Business Centre

42

Southbourne Children'S Centre

25

Christchurch Childrens Centre

43

Beaufort Road Community Centre

Alumhurst Road Site

26

Somerford Childrens Centre

44

Boscombe And Spring Bourne Centre

8

Hahnemann House

27

Portfield Community Hall

45

Vale Lodge

9

Homeless Clinic, St Pauls Shelter

28

"Christchurch Locality Office
(Dorset County Council)"

46

Shelley Road Site,
(Sedman Unit And Shelley Clinic)

29

Fairmile House (Flaghead)

47

Shelley Road Site, The Buckland Centre

30

Wessex Health Network (Ladders)

48

King’s Park Hospital

31

Highlife And Mudeford Medical Centre
(The Mudeford Surgery)

49

24 Lorne Park Road

50

843 Christchurch Road

32

Highlife And Mudeford Medical Centre
(Highlife Medical Centre)

51

Broadwaters

33

Barn Surgery

52

Littledown Leisure Centre

34

Burton & Brans gore Medical Centers

53

Douglas House

35

Orchard Surgery

54

Littledown Youth Centre

36

Farmhouse Surgery

55

Beaufort Road Surgery

37

Stour Surgery

56

Shelley Manor Medical Centre

10

Over The Rainbow

11

Shelley Park

12

Addington Clinic

13

Boots Castlepoint

14

Holdenhurst Road Surgery

15

Moordown Medical Centre

16

James Fisher Medical Centre

17

St Albans Medical Centre

18

The Panton Practice (Gervis Road)

19

The Panton Practice (St Leonards Road)

180

Keys (2/5)
No.

Site name

No.

Site name

No.

Site name

57

Marine And Oakridge Surgeries (Oakridge Surgery)

77

Durdells Avenue Surgery

94

Jessop House

58

Marine And Oakridge Surgeries (Marine Surgery)

78

The Banks Medical Practice

95

Oakley House

59

Southbourne Surgery

79

Leybourne Surgery

95

The Core

60

The Crescent Surgery

80

Sentinel House

97

Unit 6 (Carvers Trading Estate)

61

Providence Surgery

81

Oakcroft

98

Acorn Building

62

Boscombe Manor Medical Centre

82

Birchwood Medical Centre

99

St Gabriels

63

Littledown Surgery

83

Canford Heath Group Practice

100

Ferndown Youth Centre (Riffs)

64

Bearwood Neighbourhood Centre

84

101

Quarter Jack Surgery

65

Pelhams Clinic (Kinson Community Centre)

The Hadleigh Practice
(Hadleigh House)

102

Walford Mill Medical Centre

The Harvey Practice
103

The Old Dispensary

The Hadleigh Practice
(Hadleigh Lodge)

104

The Harvey Practice (Merley)

105

Cranborne Surgery

106

West Moors Group Practice

107

Village Medical Centre West Moors

108

Corbin Avenue Surgery

66

Wallisdown Heights

85

67

Moordown Community Centre

86

68

Hillcrest

69

Turbary Park Centre

70

87

Ferndown Local Office
(Dorset County Council)

Winton First Point

88

Corfe Mullen Childrens Centre

71

Sussed Youth Advisory Centre

89

72

Alma Partnership

Allendale Community Centre
(Hanham Centre)
Community Learning &
Resource Centre (Clarc)

Pennys Hill Practice

Talbot Medical Centre

90

109

73

110

Orchid House Surgery

74

Northbourne Surgery

91

Leigh Park Community Centre

111

Verwood Practice

75

The Village Medical Centre

92

Wimborne Hospital (Victoria Hospital)

76

Kinson Road Surgery

93

St Leonards Hospital
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Keys (3/5)
No.
.
112

Site name

No.

Site name

No.

Site name

Bridport Children's Centre

132

Vespasian House

154

Fordington Surgery

113

Lyme Regis Children's Centre

134

High West St.

155

Prince Of Wales Rd. Practice

114

Beaminster Youth And Children's Centre

135

Trinity St.

156

Poole General Hospital

115

Bridport Community Hospital

138

Alumhurst Rd. Site

157

Hamworthy Children’s Centre

116

Oakley House

139

Downes St.

158

Hamworthy Community Clinic

117

Unit 6 (Carvers Trading Estate)

140

Dorchester Children'S Ctr

159

Poole Community Health Clinic

118

Bridport Local Office

141

Marvin House (Swifts)

160

Poole Nhs Healthcare Centre

119

Maiden Newton And Beaminster Practice

142

Edp Bridport Drug & Alcohol Advisory
Service

161

Whitbury Rural Activity Centre

120

Portesham Surgery

162
143

Swifts Learning Disability Service

The Adam Practice. (Heath Cottage,
Poole, Upton Surg.)

121

Bridport Medical Centre

144

Acorn Building

163

Rosemary Medical Centre

122

Charmouth Medical Practice

145

Dorchester Day Centre

164

Carlisle House Surgery

123

Lyme Bay Surgery

146

Queens Avenue Surgery

165

Poole Town Surgery

124

Lyme Regis Medical Centre

147

Milton Abbas Surgery

166

Longfleet House Surgery

125

The Tollerford Practice, Tunnel Road Surgery

148

Cerne Abbas Practice

167

Evergreen Oak Surgery

126

Barton House Surgery

149

Atrium Health Centre (Crossways Surg.) 168

Dr Aj Newman

127

Dorset County Hospital

150

Atrium Health Centre (Dorchester Surg.) 169

Sherborne Children‘s Centre

129

Acland Road

151

Cornwall Rd. Practice

170

Blandford Children‘s Centre

130

Ansbury House Annex

152

Puddletown Surgery

171

Durweston Village Hall

131

Mey House

153

BRd.mayne Surgery

172

Blandford Community Hospital
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Keys (4/5)
No.
.
173

Site name

Site name

Shaftesbury Hospital

No.
.
193

174

Yeatman Hospital - Sherborne /Sherborne Clinic

194

175

(Located In Boots Store, Dolphin Centre)

Gillingham Surg. (Peacemarsh and
Barn Surgeries)

195

Sturminster Newton Practice (Marnhull)

196

Sturminster Newton Practice

197

The Trinity Practice

198

Alderney Hospital

199

Alderney Hospital, The Lodge

The Wincombe Centre (Units 25 & 27)

200

Canford House

182

Blandford Health Centre

201

Branksome Children’s Centre

183

Whitecliff Group Practice, Child Oakford Surgery

202

Whitecliff Group Practice, Whitecliff Surg.

203

185

Yetminster Health Centre (Evershot Surgery)

204

186

Yetminster Health Centre

205

187

Whitecliff Group Practice

206

188

Abbey View Medical Centre

207

189

The Apples Medical Centre

208

190

Eagle House Surgery

209

191

New Land Surgery

210

192

Stalbridge Practice

211

176

177
178
179
180
181

184

The Conifers/Juniper Lodge

Oakcroft
Blandford Respite House (Milldown Respite Unit)
Forest Holme (Palliative Care Unit)
Blandford Camp

212

Bute House Surg.

No.
.
213

Site name

214

Heather View Medical Centre

215

Wessex Rd. Surgery

216

Lilliput Surgery

217

Madeira Medical Centre

218

Herbert Avenue Surgery

219

Westham Children’s Centre

220

Outlooks Children’s Centre

221

Weymouth Children’s Centre

222
Rossmore Children’s Centre And Library
223
Poole Day Centre (For Old People)
224
Oakdale Centre
225
Maiden Castle (Incl Glendenning Unit)
226
St Ann'S Hospital, Kimmeridge Court
227
Yeatman Hospital - Ashley Elm House
228
North Dorset Social Service
229
Quay Advice Centre
230
St Gabriels
231
Poole Rd. Medical Centre
232
Parkstone Health Centre
183

Westbourne Medical Centre

Westhaven Hospital
Weymouth Community Hospital
Weymouth Community Hospital (Annex)
Portland Community Hospital
St Ann'S Hosp, Chaddesley Glen
Delphwood
Westhaven Hospital Annex
Grovesnor Rd.
Lynch Lane
Hine Close
Ted Webster Family Centre

Keys (5/5)
No.

Site name

No.

Site name

233

Weymouth And Portland Social Services Local Office 246

Melcombe Avenue Practice

234

Branksome Clinic

247

Purbeck Day Center

235

Abbotsbury Rd. Surg. (Chickerell Branch)

248

The Parish Hall & Parish Office

236

Royal Crescent And Preston Rd. Practice
(Preston Rd. Practice)

249

Swanage Hospital

250

Wareham Hospital

237

Abbotsbury Rd. Surgery (Abbotsbury Branch)

238

Lanehouse Surgery

251

Portland Youth Advisory

239

Royal Crescent And Preston Rd. Practice
(Royal Crescent Surg.)

252

Ferndown Youth Centre (Riffs)

253

Swanage Health Centre

240

Bridges Medical Centre

254

Wareham Health Centre

241

Dorchester Rd. Surgery

255

Bere Regis Practice

242

Wyke Regis Med. Practice

256

The Wool Practice

243

Cross Rd. Surg.

257

Corfe Castle Surgery

244

Royal Manor Health Care (Gate House Surg.)

258

Sandford Surgery

245

Royal Manor Health Care (Royal Manor Health Centre) 259

Wareham Youth And Community Centre
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Locality meeting attendees (1/5)
Locality

West Dorset

East Dorset

North Dorset

West Dorset

Name

Organisation

Job Title

Blair Millar

Bridport MC

GP

Richa Singh

Bridport MC

GP

Eilish Davoren

Bridport MC

GP

Gillian Brindle

CCG

Locality lead

Celia Canter

CCG

Locality lead

Sue Beckers

Charmouth

GP

Richard Tingay

Tollerford

GP

Forbes Watson

Lyme Bay

GP

Lawrence Lear

Quarter Jack

GP

Sue Richards

Quarterjack

GP

Suzanne Miller

Tricketts Cross

GP

Sharon Hunt

Walford Mill

GP

Karen Holcombe

Verwood

GP

Nigel Sandy

Verwood

GP

Colin Davidson

Cranborne

GP

Rob Childs

Bute House

GP

Jon Evans

Whitecliff

GP

Simone Yule

Abbey View

GP

Jenny Bubb

Cerne Abbas

GP

Martin Longley

Milton Abbas

GP
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Locality meeting attendees (2/5)
Locality

Weymouth
and Portland

Name

Organisation

Job Title

Karen Kirkham

Bridges Medical

GP

Jon Orrell

Royal Crescent Surgery

GP

Rupert Turberville Smith

Bridges Medical

GP

Suzanne Lane

Abbotsbury

GP

Rachel Stow

Wyke Regis Health Centre

GP

Ian Chapman

Cross Road

GP

Sarita Chopra

Royal Crescent Surgery

GP

Ben Chennell

Preston Road

GP

Susie Morris

Royal Manor

GP

Rowan Jones

Dorchester Road

GP

Robert Janssen

Lanehouse

GP

Wayne Knight

Dorchester Road

GP

Kate Meacham

Royal Crescent Surgery

PM

Ann Klust

Wyke Regis Health Centre

PM

Leonie Edwards

Bridges Medical

PM

Carole Woodward

PM - Abbotsbury Road

PM

Claire Collins

Dorset CCG

…

Jenny Campbell

Dorset CCG

…

Luna Hill

Dorset CCG

Principal lead for the west

Ian Rowe

RIC / PACS Manager

RIC / PACS Manager

Fiona Wotherspoon

Diabetes Consultant

…
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Locality meeting attendees (3/5)
Locality

Purbeck

Poole
Central

Name

Organisation

Job Title

David Haines
Jan Burt
Caroline Dallenger
James Jackson
Di McLaughlin
Simon Pinder
Nat Ritchie
Jenny Whittle
Stephen Horsnell
Patrick Seak
Emma Bentley
David Broadley
Hilary Clark
Christina Cleworth
Lorraine Hunt
Rachel McCready
Graham Moyse
Mark Nelms
Tony Newman
Jill Tobin
Simon Watkins
Cath Woodman
Tricia Hocking

Swanage
Wool
CCG
Bere Regis
CCG
CCG
Swanage
Wareham
Corfe Castle
Adam
Poole Town
Rosemary
Poole Town
Adam
Rosemary
Evergreen Oak
Adam
Carlisle
Dr Newmans'
Carlisle
Evergreen Oak
CCG
Admin

GP
GP
Project Officer
GP
Locality lead
Business intelligence
PM
GP
GP
GP
PM
GP
GP
PM
PM
PM
GP
GP
GP
GP
GP
Principal locality lead
…
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Locality meeting attendees (4/5)
Locality

Poole
Central
(Cont’d)

Poole North

Poole Bay

Name

Organisation

Job Title

Emer Forde
Sara Froud
Andy Hadley
Rigo Pizarro
Emma Seria-Walker
Chris Johnson
Vanda Campbell
Abbie Mousely
Jean Frangleton
David Goodworth
David Richardson
James Leyland
Andrew Purbrick
Moira Kjoy
Chris McCall
Fiona Pickering
Hussein Syed
Andy Rutland
Gerard Roberts
Rob Schuster Bruce
Gillian Brindle
Celia Canter

Poole Town
Poole Central Locality
Dorset CCG
Dorset CCG
Dorset CCG
Adam
EMIS
EMIS
Birchwood
Birchwood
Canford
Canford
Hadleigh
Hadleigh
Hadleigh
Harvey
Harvey
Lilliput
Madeira
Westbourne
CCG
CCG

…
…
Head of IM&T
Primary Care Development
Deputy Director
IT&data manager
Strategic Manager
Lead account manager
GP
GP
GP
GP
GP
GP
GP
GP
GP
GP
GP
GP
Locality lead
Locality lead
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Locality meeting attendees (5/5)
Locality
Central
Bournemouth

North
Bournemouth

East Bournemouth

Christchurch

Name

Organisation

Job Title

Nigel Cowley

Denmark Road

GP

Adam Sawyer

Gervis Road

GP

Peter Blick

Swanage

GP

Tom Knight

Northbourne

GP

Carol Linnard

Alma

GP

Andrew Barraclough

Alma

GP

Deborah Perry

Denmark Road

GP

Jo Phillimore

Village

GP

Sheena Vickery

Village

GP

Simon Flack

Talbot

GP

Karen Loftus

Alma

GP

Judith Young

Talbot

GP

Jon Turner

Talbot

GP

Ni'man Mufeed

Providence

GP

Paul French

…

GP

Linda Thompson

Oakridge

GP

Richard Jenkinson

Burton & Brans gore

GP

Claire Richards

Orchard

GP

Ravin Ramtohal

Highlife

GP

Pam Jones

Highlife

GP
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Locality data sources (1/13)
Locality

West Dorset

Practice

Workforce
data source

Calculation for GP WTEs

Other AHP WTEs

Practice manager

Opening hours
data source

Charmouth

GP practice
manager

Total numbers of sessions per Total actual hours of work per
week multiplied by 250 minutes week divided by weekly
and divided by 2250 minutes (4 working hours of 37.5
hours and 10 minutes per
session as per BMA)

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Lyme Regis

GP practice
manager

Total numbers of sessions per Total actual hours of work per
week multiplied by 250 minutes week divided by weekly
and divided by 2250 minutes (4 working hours of 37.5
hours and 10 minutes per
session as per BMA)

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Lyme Bay

GP practice
manager

Total numbers of sessions per Total actual hours of work per
week multiplied by 250 minutes week divided by weekly
and divided by 2250 minutes (4 working hours of 37.5
hours and 10 minutes per
session as per BMA)

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Barton House

GP practice
manager

Total numbers of sessions per Total actual hours of work per
week multiplied by 250 minutes week divided by weekly
and divided by 2250 minutes (4 working hours of 37.5
hours and 10 minutes per
session as per BMA)

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Maiden
Newton

GP practice
manager

Total numbers of sessions per Staff number given directly by
week multiplied by 250 minutes practice
and divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Portesham

GP practice
manager

Total numbers of sessions per
week multiplied by 250 minutes
and divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total numbers of sessions per Total contracted hours of work
week multiplied by 250 minutes per week divided by weekly
and divided by 2250 minutes (4 working hours of 37.5
hours and 10 minutes per
session as per BMA)

GP practice
manager

Bridport
Medical

GP census
2013/14

Staff WTEs directly from GP
census

Not available

NHS choices
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Not available

GP practice manager
GP practice manager
GP practice manager
GP practice manager
GP practice manager
GP practice manager
GP practice manager
GP practice manager
GP practice manager
NHS choices

Locality data sources (2/13)
Locality

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Corbin
Avenue

GP practice
manager

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Cranborne

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)
Staff number given directly by
practice

Not available

Staff number given directly by
practice

GP practice
manager

Old
Dispensary

GP practice
manager

Staff number given directly by
practice

Not available

Staff number given directly by
practice

GP practice
manager

Orchid house

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Penny's Hill

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Quarter Jack

GP practice
manager

Staff WTEs directly from GP
census

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Verwood

GP practice
manager

Number of WTEs given directly
by practices

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Village
Medical

GP practice
manager

Staff number given directly by
practice

Staff number given directly by
practice

Staff number given directly by
practice

GP practice
manager

Walford Mill

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

West Moors

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

East Dorset
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Locality data sources (3/13)
Locality

North Dorset

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Abbey View

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Apples

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Bute House

GP census
2013/14

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Eagle House

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Gillingham

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Newland

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Stalbridge

GP census
2013/14

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Not available

Not available

NHS choices

Sturminster

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Whitecliff

GP practice
manager

Staff WTEs directly from GP
census

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Not available

GP practice
manager

Yetminster

Practice
website

Staff WTEs directly from GP
census

Not available

Not available

NHS choices
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Locality data sources (4/13)
Locality

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Atrium

GP practice
manager

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Broadmayne

GP practice
manager

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Cerne Abbas

GP practice
manager
GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)
Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)
Number of WTEs given directly
by practices
Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)
Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)
Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)
Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)
Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)
Staff WTEs directly from GP
census

Number of WTEs given directly
by practices
Total contracted hours of work
per week divided by weekly
working hours of 37.5

Number of WTEs given directly
by practices
Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager
GP practice
manager

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)
Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Not available

Not available

NHS choices

Cornwall

Fordington

GP practice
manager

Milton Abbas

GP practice
manager

Prince of
Wales

GP practice
manager

Puddletown

GP practice
manager

Queens
Avenue

GP census
2013/14

Mid Dorset
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Locality data sources (5/13)
Locality

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Abbotsbury

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Bridges

GP practice
manager

Staff number given directly by
practice

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Cross Road

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Dorchester
Road

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Lanehouse

GP practice
manager

Total numbers of sessions per
week multiplied by 250 minutes
and divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total numbers of sessions per Total contracted hours of work
week multiplied by 250 minutes per week divided by weekly
and divided by 2250 minutes (4 working hours of 37.5
hours and 10 minutes per
session as per BMA)

GP practice
manager

Melcombe
Avenue

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Royal
Crescent

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Royal Manor

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Wyke Regis

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Weymouth
and Portland
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Locality data sources (6/13)
Locality

Purbeck

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Bere Regis

GP practice
manager

Staff number given directly by
practice

Not available

Staff number given directly by
practice

GP practice
manager

Corfe Castle

GP practice
manager

Staff number given directly by
practice

Staff number given directly by
practice

Staff number given directly by
practice

GP practice
manager

Sandford

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Swanage
Health Centre

GP practice
manager

WTEs given directly by
practice

Not available

Staff number given directly by
practice

GP practice
manager

Wareham
Health Centre

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Wellbridge

GP practice
manager

Total numbers of sessions per Total actual hours of work per
week multiplied by 250 minutes week divided by weekly
and divided by 2250 minutes (4 working hours of 37.5
hours and 10 minutes per
session as per BMA)

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager
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Locality data sources (7/13)
Locality

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Adam

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Longfleet

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Staff number given directly by
practice

GP practice
manager

Poole Town

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Carlisle

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Rosemary

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total actual hours of work per
week divided by weekly
working hours of 37.5

GP practice
manager

Evergreen
Oak

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total actual hours of work per
week divided by weekly
working hours of 37.5

GP practice
manager

Dr Newman's

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total actual hours of work per
week divided by weekly
working hours of 37.5

GP practice
manager

Poole
Central
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Locality data sources (8/13)
Locality

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Birchwood

GP practice
manager

Staff number given directly by
practice

Staff number given directly by
practice

Staff number given directly by
practice

GP practice
manager

Canford

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total actual hours of work per
week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Hadleigh

GP practice
manager

WTEs directly
from GP census

Staff number given directly by
practice

Not available

GP practice
manager

Harvey

GP practice
manager

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total numbers of sessions
multiplied by 250 minutes and
divided by 2250 minutes (4
hours and 10 minutes per
session as per BMA)

Total actual hours of work per
week divided by weekly
working hours of 37.5

GP practice
manager

Poole North
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Locality data sources (9/13)
Locality

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Heatherview

GP census
2013/14

Staff WTEs directly from GP
census

Staff number from practice
website

Staff number from practice
website

NHS choices

Herbert
Avenue

GP census
2013/14

Staff WTEs directly from GP
census

Staff number from practice
website

Staff number from practice
website

NHS choices

Lilliput

GP census
2013/14

Staff WTEs directly from GP
census

Staff number from practice
website

Staff number from practice
website

NHS choices

Madeira

GP census
2013/14

Staff WTEs directly from GP
census

Staff number from practice
website

Staff number from practice
website

NHS choices

Parkstone

GP census
2013/14

Staff WTEs directly from GP
census

Staff number from practice
website

Staff number from practice
website

NHS choices

Poole Road

GP census
2013/14

Staff WTEs directly from GP
census

Staff number from practice
website

Staff number from practice
website

NHS choices

Wessex

GP census
2013/14

Staff WTEs directly from GP
census

Staff number from practice
website

Staff number from practice
website

NHS choices

Westbourne

GP census
2013/14

Staff WTEs directly from GP
census

Staff number from practice
website

Not available

NHS choices

Poole Bay
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Locality data sources (10/13)
Locality

Central
Bournemouth

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Denmark
Road

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Holdenhurst

GP census
2013/14

Staff WTEs directly from GP
census

Not available

WTEs given directly by
practice

NHS choices

James Fisher

GP practice
manager

WTEs given directly by
practice

WTEs given directly by
practice

Not available

GP practice
manager

Moordown

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Panton / St
Leonard's

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

St Albans

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Woodlea

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices
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Locality data sources (11/13)
Locality

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Alma

GP practice
manager

Number of WTEs given directly
by practices

Number of WTEs given directly
by practices

Number of WTEs given directly
by practices

GP practice
manager

Banks and
Bearwood

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Staff number given directly by
practice

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Durdell's

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Kinson Road

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Leybourne

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Northbourne

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Talbot

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Village

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Staff number given directly by
practice

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

North
Bournemouth
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Locality data sources (12/13)
Locality

East Bournemouth

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Beaufort
Road

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Boscombe

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Crescent

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Littledown

GP census
2013/14

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Marine and
Oakridge

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Providence

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Shelley Manor GP practice
manager

Staff number given directly by
practice

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Southbourne

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

GP census
2013/14
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Locality data sources (13/13)
Locality

Christchurch

Practice

Data Source

Calculation for GP WTEs

Other AHP WTEs

Practice Manager

Opening hours

Barn

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Burton &
Brans gore

GP practice
manager

Staff number given directly by
practice

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Farmhouse

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Grove

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Orchard

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager

Stour

GP census
2013/14

Staff WTEs directly from GP
census

Not available

Not available

NHS choices

Highlife

GP practice
manager

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

Total contracted hours of work
per week divided by weekly
working hours of 37.5

GP practice
manager
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