
HEE Primary Care Workforce Commission – Evidence Submission of the NHS 

Confederation and National Association of Primary Care (NAPC) 

INTRODUCTION  

The NHS Confederation and National Association of Primary Care (NAPC) welcomes this 

opportunity to contribute to Health Education England’s Workforce Commission, which looks 

to identify models of primary care that will help to better support and meet the needs of our 

members across the NHS, support more integrated working between primary care and other 

services and overcome the barriers that our members tell us, currently inhibit them from 

implementing new models of care within the NHS. We look forward to continued involvement 

with the Commission’s ongoing work. 

The NHS Confederation is the only body to bring together the full range of organisations that 

make up the modern NHS to help improve the health of patients and the public. We are an 

independent membership organisation that represents all types of providers and 

commissioners of NHS services. We speak for the whole of the NHS on the issues that 

matter to all those involved in healthcare. We also reflect the diverse views of different parts 

of the healthcare system.  

The NAPC represents and supports the interests of all primary care professionals including 

general practitioners, nurses, practice staff, pharmacists, opticians and dentists.  

Our joint response builds on the principles laid down in previous work both organisations 

have done, including :  

 NAPC’s 7 Point Plan to deliver its priorities, empowering primary care to deliver 

patient centred population healthcare 

 NHS Confederation’s submission to the NHS England Improving General Practice 

consultation,  

 Evidence we jointly gave to the RCGP Inquiry into Patient Centred Care  

 The joint paper we published last year, ‘Not more of the same’ which calls for a 

change in the way the primary care workforce is modelled and trained.  

 Further to this our response also draws upon case studies drawn from interviews with 

NAPC members, which highlight some of the innovative tools and ways of working 

which are already being used to support those working in primary care to take a 

population health management approach and to better meets the needs of patients. 

SUMMARY  

Our members agree that the short-term need to develop the primary care workforce is clear 

and that medium- to long-term workforce planning requires an alternative approach – a 

patient-centred, population-based model. This requires an enhanced skill-mix, new 

capabilities, and regulatory and training curricular change. Financial modelling is also 

needed to understand the impact of such a change. 

The development of a future model for workforce requires a whole-system approach. This is 

already happening in London and Kent, Surrey and Sussex local education and training 

boards (LETBs) through the community education provider network model. 

In designing the new system, it is crucial to consider the following requirements: 

Purpose The new models of healthcare delivery will need to meet growing demands for 

access, keep people healthier for longer by preventing illness and promoting wellness, meet 
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changes in patient expectations, and deliver care to people with often complex conditions as 

part of a team, in an integrated manner. 

Environment The setting that care takes place in is important, recognising that an attractive 

environment has positive effects on the workforce as well as on the wellbeing of patients. 

Accessibility and the availability of a variety of different services at one location is also 

desirable. 

Capabilities The primary care workforce, including GPs, should be capable of taking a 

population health approach, including risk profiling. Training and development needs to 

ensure that staff can work as part of a team made up of different health and care 

professionals 

Systems Training, workforce planning, payment systems and contracts all need to be 

considered, to ensure that they are encouraging and not creating barriers to creating new 

models of care. Contracts will need to allow for more flexibility, enabling different 

professionals, particularly specialists and generalists, to work together to meet the needs of 

patients with complex conditions. 

Culture, behaviours and attitudes More multi-disciplinary working will require the cultural 

and behavioural barriers across sectors and professions to be broken down. Patients will 

need to be viewed more as partners in managing their own care. 

Leadership GPs and others in the wider primary care workforce need to be able to lead 

teams and make decisions in the new, more integrated, team-based environment. 

PRINCIPLES FOR THE FUTURE OF PRIMARY CARE WORKFORCE MODELS 

General Practice as part of the wider system of primary care   

We are pleased that the Primary Care Workforce Commission will look broadly across the 

whole of primary care, which includes ophthalmologists, community pharmacists, dentists 

and practice nurses as well as practice receptionist managers and GPs. We strongly 

recognise the importance of developing the role of general practice to support new models of 

care, but it is vital that general practice is understood as part of a much wider system of 

health proivision, which makes up primary care.  

We therefore highlight the definition of primary care, which has been developed by the 

NAPC, providing both a description of its form as a level in a health system and its strategy 

or philosophy for organising approaches to care (its function).  

The NAPC regards effective primary care as having four central features;  

1. The first point of contact for all new health needs  

2. Person-centered (holistic), rather than disease-focused, continuous lifetime 

care  

3. Comprehensive care provided for all needs that are common in a population  

4. Co-ordination and integration of care when a person’s need is sufficiently 

uncommon so to require special services or provision from another sector (secondary 

or tertiary care).   

Primary care provision is universally accessible, comprehensive and community based and 

is supplied by a multi-professional team, where these teams operate, many also include 



community health and social care professionals. It is accountable for addressing a large 

majority of both a person and a population’s health needs.  

These services are delivered in a sustained partnership with patients and informal 

caregivers, in the context of family and community and play a central role in the overall 

coordination and continuity of people’s care.  

We strongly support the view that the characteristics of primary care, identified in this 

description, should be used to their full advantage in order to better meet the needs of 

patients. We believe that in some cases it will be appropriate for general practice to take a 

coordinating role in an individual’s care. Our members have also suggested that this role 

could be done by other health care professionals, who have the necessary skills and who 

understand the importance of integrating care around the patient. They have cited GPs, 

community matrons and social workers as all being capable of taking on the role of 

coordinating care for those with complex long term conditions.  

Taking a Population health approach 

In our response to NHS England’s, ‘Improving General Practice’, we have argued for a more 

proactive approach from general practice, recognising that many of its characteristic features 

mean that it has great potential for improving the health and wellbeing of local populations. 

Our members take the view that by engaging more proactively with promoting the 

wellbeing of local populations, primary care can play an important role in meeting the 

challenges facing the NHS and reducing demand for services.  

The paper, 'Reclaiming a population health perspective', written by the Nuffield Trust in 

partnership with NAPC, provides a definition of what is meant by taking a population health 

focus within general practice. In summary, the paper defines population health as having an 

interest in the health and wellbeing of local populations or communities as well as individuals 

and families. Furthermore, it suggests this means focusing on the distribution of health within 

populations, being proactive about preventative care for the healthy, those at risk, as well as 

the chronically ill, and also thinking about the health of those who do not see their GP 

regularly. The paper identifies three key reasons for general practice being particularly well 

positioned to take this approach. These are:    

 general practice is the most accessed part of the NHS  

 the registered GP list, which is described as the 'basic tool' for a population health 

approach, providing GPs with a 'stable cohort of patients, who reside in a broadly 

defined geographical area'  

 the generalist tradition of general practice in the NHS, which sees individual patients 

in their wider context and allows GPs to be uniquely positioned  through working in 

local practices, where they are able to build and capitalise on their knowledge of their 

patients, contacts and community.  

Improving data and develop skills in risk profiling  

While most primary care professionals already understand risk profiling to be a fundamental 

part of their role, there are many different factors impacting on the ability of primary care to 

focus more on wellbeing and prevention in this way; notably, the availability and use of high-

quality data and risk profiling tools. Patient profiling and segmentation can be a powerful tool 

for identifying individuals at risk of developing a disease or of deterioration in an existing 

condition. The ability to identify potential need and intervene early can help in the short term, 

for example by preventing unscheduled hospital admissions, and in the longer term by 
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reducing the overall burden of disease in a population. Tools such as shared patient records 

across the health and care system can help better monitor and tailor interventions. 

We recognise the challenges in establishing effective disease and risk registers, including 

getting information on lifestyle indicators, like smoking and body mass index, which can 

predict the risk of future illness. Obtaining this kind of data across whole populations will 

clearly require imaginative approaches to identifying those at risk and collaborative working 

with other healthcare professions and partners from across the wider system. Clinical 

commissioning groups, which are expected to have a detailed understanding of their local 

populations’ health needs, have an important part to play in this, for example in 

commissioning risk and population profiling tools. Importantly, we also need to ensure that 

those working in primary care, including GPs, get the support and training to be able to use 

these tools effectively. 

In order for primary care to make the most effective use of risk and population profiling tools 

and to implement subsequent interventions to reduce need and demand, it will require 

greater collaborative working across practices within a CCG and with the wider health and 

social care system as well as with local authorities, many of which have already begun 

making use of population profiling tools themselves. Greater collaboration would allow the 

sharing of knowledge and data about the health and wellbeing of the population and 

individual patients. It would also enable resources, such as risk and population profiling 

tools, to be shared amongst practices, helping them to better understand and more 

effectively meet the needs of their community.  

In the paper ‘Reclaiming a population health perspective’, interviewees from NAPC’s 

membership offered examples of innovative approaches to identifying those at risk who do 

not attend a GP practice regularly, for example this case study which GPs and public health 

workers used a community setting –a supermarket to conduct instant health checks on 

members of the public.  

CASE STUDY EXAMPLE : SCREENING ON THE HIGH STREET  

Some of us from the practice took part in a project we did with the PCT, where we stood 
outside a supermarket near here on eight consecutive Saturdays and did some basic 
on-the-spot screening – blood glucose levels, blood pressure and so on – of people who 
were walking by and wanted to take part. We found abnormal readings in over 40 per 
cent of people, for example elevated blood sugar – nearly three quarters of those with 
elevated blood sugar had not been previously diagnosed and we referred them back to 
their GPs. A third of these people wouldn’t have been picked up by the NHS Health Check 
screening as they were outside the age range. I’m proud of the work we did. It shows what 
potential there is for outreach work, but also how many people we are missing, although 
I think a more systematic approach is needed in the future. (GP) 

 

CASE STUDY EXAMPLE : IMPROVING DATA FOR COPD CARE  

We are working with our local CLAHRC [Collaboration for Leadership in Applied Health 
Research and Care] to develop better data systems for COPD [chronic obstructive 
pulmonary disease]. People with COPD have to receive a lung function test as part of QOF 
[Quality and Outcomes Framework], but QOF doesn’t require the practice to record the 
actual result of the test, just whether it has been done. We have modified the local IT 
systems to allow the results of the test to be recorded, which we can combine with other 
data, to give us a much clearer picture of who has more severe problems that might need 
more intensive management. This is just the first step, as we plan to add other metrics that 
show the quality of COPD care as defined by NICE [the National Institute for Health and 



Care Excellence], but your average practice just doesn’t have time to plough through 168 
pages of NICE guidance to work out what it needs to do. The information will be fed back 
to practices and also to patients, to enable them to take better care of themselves. (GP) 

 

Ensure that primary care can facilitate the outcomes that patients want and more self-

management 

The primary care workforce should value the outcomes that are most valued by people 

themselves. It is vital that the conversation that clinicians have with people changes from 

“What is the matter ?” to “What matters to you ?”. Currently, conversations with patients 

focus on illness or injury, not on the person. This dehumanises them, by identifying them as 

their disease group. 

Current performance and outcome measures are largely focused around diagnosing, 

treating, managing or curing diseases. In many cases, these measures are of limited value 

to individuals and people would prefer outcome measures based around wellness, quality of 

life and experience.6 

Clinicians will need to think about patient outcomes in a different way. This will require 

enhancement of the GP training curriculum, which is not currently geared to preparing GPs 

to coach for health or have conversations with patients that enable them to identify what 

outcomes (not always medical outcomes) patients would like for themselves. Whilst many 

clinicians can do this, it is not widespread enough amongst different professionals within 

primary care, such as practice nurses and physicians’ assistants. 

Self-care needs to be part of joined-up health and social care training and 

development  

.As well as more participation by patients in defining their own health and wellness 

outcomes, we also believe in harnessing the power of people to improve their health through 

self-care. There is significant evidence, from Nesta and other organisations, that supported 

self-care improves outcomes and reduces costs. This is reinforced by the NHS 

Confederation who, with the Local Government Association, has called for: 

“a national sector-led programme to be set up which would give self-care parity with direct 

care delivery and which would support health and social care organisations to adopt 

participation and self-management approaches for all those people who would benefit. This 

should embrace all potential providers, including the third sector, social enterprises and 

private sector providers.” 

Supporting new collaborative models for primary care and beyond 

Significantly, most of our members have highlighted the need for greater system-wide 

collaboration to care for patients. They have suggested that it is unhelpful to speak about 

patient care in the framework of different sectors, such as primary care, secondary care, 

social care etc. and they recognise the need to integrate care effectively around the needs of 

the individual. This will require a change in behaviour’s as well as culture and relationships, 

with greater emphasis on collaborative working between professionals across the different 

sectors. It will also require a shift towards collective responsibility for patients, which would 

mean, for example, that GPs would need to be informed about hospital admissions of 

patients who are registered with their practices and supported by technological tools like 

patient record/data sharing across practices and hospitals. Our members support greater 



collaboration across the health and social care system, so that care is more integrated and 

learning and knowledge can be better shared across the system.   

We recognise the huge pressures that general practice is facing in terms of workload, 

particularly with the increasing numbers of patients suffering with long term conditions. 

However, our members have clearly highlighted to us the importance of ensuring improved 

access to general practice in order to reduce the demand on hospital services. We believe 

that developing innovative models of care and new staff roles within practices are both 

important ways of relieving some of these pressures. Furthermore, our members have also 

told us that they agree with several primary care organisations, who have suggested that the 

solutions lie in more collaborative working between practices across primary care, hospitals 

and community services as well as with the wider social services, local government, 

government departments and voluntary sector. Moreover, we argue that this collaboration 

should be enabled by greater alignment of financial incentives and through using technology 

more innovatively.   

Preventative services  

We are convinced that the scale of the challenges demands an even more imaginative 

approach, which involves paying much more attention to the provision of preventative 

services. This approach will undoubtedly mean collaborating more widely than just the NHS 

and will require thinking about non-health based solutions as well.  

In order to fulfil this ambition, general practice needs a better understanding of what different 

services and agencies can contribute and what community initiatives are already going on. 

This approach and similar approaches are already going on in several places, such as 

Halton, where Wellbeing Enterprises CIC and NHS Halton Clinical Commissioning Group 

have developed the CCG Community Wellbeing Practice initiative (CWP) in response to the 

need to address the social determinants of health and to develop innovative ways of 

improving population health outcomes through the primary care setting.  

The CWP approach centres on aligning community assets and resources around the GP 

practice, supported by a team of dedicated Community Wellbeing Officers who provide one-

to-one support to patients and help them navigate around a plethora of support in the 

community sector. They also provide a range of psychosocial support, such as life-skills 

training, a social prescribing programme, volunteering opportunities and training. 

We recognise that different models involving different agencies will be needed to suit the 

particular needs of specific communities and we have therefore encouraged NHS England to 

enable these models to be driven locally and support them to become more mainstream.    

Primary Care federations and encouraging wider NHS, local government, government 

agency and voluntary sector collaboration   

A key priority of the NAPC’s Seven Point plan is to support new models of primary care 

provision, through collaborative networks for the purpose of improving population health 

outcomes. It has developed the National Association of Provider Organisations (NAPO), 

representing 30 plus primary care federations to enable this through promoting and sharing 

of intelligence and best practice. NHS Confederation and NAPC’s members both agree that 

strategic alliances with other practices and providers in the local area, for example a network 

of GP practices, community pharmacies, local care providers, voluntary organisations etc, is 

key to taking a more systematic approach to population health. 
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Groups of practices and other primary care providers working in federated or networked 

organisations could allow for more pooling of resources and combined 'back office' functions, 

as well as helping to provide extended services (otherwise known as locally enhanced 

services).The RCGP, which has also called for this type of collaboration between GP 

practices1 suggests that these models can better enable the coordination of out-of-hours 

care, by pooling GP time across several practices and asking those GPs to work different 

shifts, covering longer hours.   

Primary care providers working together can also help better monitor and understand 

inappropriate variability in clinical performance through sharing comparative data and peer 

review. Even more importantly, working collaboratively and sharing ideas across federations 

and networks can help to enable new models of care and new staff roles to emerge, which 

better meet the healthcare needs of the local population and support people to manage their 

own health.   

We believe that federated models and other collaborative networks, are part of the key 

to enabling primary care to draw on the skills of a wider pool of multidisciplinary staff 

working across several primary care providers. This wider pool of staff could be 

engaged in various existing and new roles that help to free up GP time and resources, 

as well as helping to better meet the changing healthcare needs of the local 

population.  

Our members have also highlighted the need to work much more collaboratively across 

organisational and professional boundaries. This means, for example, enabling community 

nurses and practice nurses to work together to care for patients and enabling generalists 

and specialists to work more collaboratively to share knowledge. In order to make sure this 

happens we need to ensure there is flexibility in contracts, to allow specialists to move away 

from being hospital-based, to instead becoming an expert resource available to GPs in the 

wider community.  

In our paper, 'A primary care approach to mental health and wellbeing', we have highlighted 

the commissioning approach developed by Sandwell and West Birmingham CCG as one 

way of successfully collaborating across organisational boundaries to deliver care. The 

collaborative primary care model for wellbeing adopted by Sandwell works on the principles 

of co-location, integration and collaboration and is aimed at aligning mental and physical 

wellbeing. It uses a stepped approach, with different levels of care to ensure consistent flow 

of service users, graduating from low to high intensity, starting with self-help and one to one 

support in community settings and stepping up gradually to psychological interventions and 

liaison psychiatry. The framework inverts the current focus on the specialist needs of the few 

to more population wellbeing, prevention and primary care.    

Innovating to create new models of care and alternative professional roles that 

support integrated working   

Fundamental to ensuring primary care is able to provide the access and service that is 

required to meet population health needs, within the resources allocated, is the development 

of new innovative models of care delivery. This means encouraging and supporting general 

practice to develop and test new ideas. We believe that innovations will be better enabled by 

making funding available through greater alignment of funding across the healthcare 

                                                           
1 http://www.rcgp.org.uk/~/media/Files/Policy/A-Z-policy/The-2022-GP-A-Vision-for-General-Practice-in-the-
Future-NHS.ashx 
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economy, to create the financial flexibility necessary to allow for changes to be made to the 

way that care is delivered. It will also be reliant on empowering and enabling clinicians, 

through professional development and education and training, which specifically helps them 

to lead the changes and work more collaboratively to share ideas.  

We recognise and support the principle that many of the ideas and innovations which will 

provide better outcomes for patients within the resources available will involve making more 

effective use of existing practice staff and exploring the possibilities of using different kinds 

of staff in new ways. A variety of staff working in general practice, especially nurses, are 

already engaged in managing specific high risk patients and those with particular diseases, 

such as diabetes. This approach, as well as the introduction of an appropriate skill mix within 

traditional roles, is increasingly happening in some GP practices. For example, some GP 

practices have developed their reception staff to act as care navigators to sign post patients 

appropriately to local services. Others have developed their nursing teams to incorporate a 

wider variety of roles including health care assistants. Still others are using apprentices in 

innovative ways.  

CASE STUDY : A new outreach role for receptionists  

We are working with our local university and neighbouring practices to give some basic 
clinical training to 50 receptionists. When they are trained as patient liaison officers, they 
will be responsible for looking after a small group of patients, phoning them up, reminding 
them of appointments, picking up early on any problems they might have and signposting 
them on to the GP or nurse or other health professional if they need. I can’t coordinate all 
these sick patients myself in a small practice. It takes me away from my job. (GP) 
 

 

There is also the enormous potential for embedding new roles within general practice. For 

example some GP practices are using physician's associates and other paramedical roles to 

provide support to GPs by taking medical histories, performing examinations, analysing test 

results, diagnosing illness and in some case managing specific high-risk patients.  We think 

it is vital that general practice is supported to continue to innovate with staff roles in this way 

and to develop new ways of working. If this happens it may mean that the modelling of 

workforce numbers for general practice will need to be reviewed.  

There is an urgent need to focus on alternative professional roles that support integration, 

increase capacity and reduce admissions by freeing up GPs’ time to manage increasing 

complexity. Such roles include primary care physicians’ assistants, primary care paramedical 

staff and specialists (for example, community paediatricians, geriatricians and 

gynaecologists). We welcome the Shape of Training recommendations,8 which offer the 

opportunity for specialists with relevant qualifications and appropriate credentials to work in 

community and primary care settings, thereby enhancing the care of patients closer to where 

they live. 

Predicated on the biomedical model with care centred around health professionals and 

resources, changing service models, enhanced skill-mix, and regulatory change have the 

potential to meet the challenges of increasing capability and capacity in out-of-hospital 

services, improving quality for managing those with chronic and multi-morbid conditions and 

ensuring primary care physicians continue to provide generalist care to those most in need. 

The financial consequences of a differing approach need to be costed to understand its 

impact. 

Changes to Workforce planning and training  



In our joint paper ‘Not more of the same’, we have highlighted the need to create alternative 

workforce models in which workforce planning is based on population health needs as set 

out in the local Joint Strategic needs Assessment, taking into account other factors, such as 

new technologies, patient empowerment and wellness/self-care and alongside the 

introduction of  newly developed roles  which could help better meet demands such as 

primary care physicians’ assistants and primary care paramedics. We recognise that this 

would also require a change in the training curricula, to promote new competencies, for 

example, health coaching, quality improvement, understanding population health and health 

economics alongside regulatory changes to support and enable specialists working within 

the primary/community environment. 

Development of the GP training curriculum 

The GP training curriculum2 could be developed and enhanced. Changes might include 

training in understanding population health and health economics, supporting behaviour 

change through health coaching and enhanced leadership to support coordinating and 

managing teams.. 

More inter-professional learning 

We need to ensure that primary care training does not take place in a vacuum – it should 

work with the rest of the health and care system. It needs to have links with and knowledge 

of social care as well as the voluntary and community sector and its workforce. We need 

team players – if care is going to be delivered by multi-disciplinary teams, experts and 

generalists, then different professions need to be able to work together and understand each 

other. Inter-professional training will ensure that relationships and mutual respect are 

engendered across professions which can often seem to have very different cultures and 

structures. 

Community-based provider education networks (CEPNs) are supporting the development of 

high quality placements and educational opportunities in local communities. CEPNs are 

groups of primary and community care providers that come together with partner 

organisations (including local universities) to collaborate regarding workforce, education and 

training and expansion of placements. The membership of CEPNs could include (although 

not be limited to) GP practices, community pharmacies, community dentists, community 

optometry, community service providers, acute providers and higher education institutions. 

Community-based provider education networks ( CEPNs) 

CEPNs are supporting workforce planning locally, developing educational opportunities, 

supporting quality management and innovating in terms of education and training. 

It is anticipated that by 2018/19 the development of primary care education roles within 

Health Education England supported by CEPNs will: 

 support significant increases in primary care placements for undergraduate nurses 

 increase opportunities for primary care placements for community pharmacists and 

support evolution of the role of the community pharmacist 

 work with secondary care and higher education institutions to develop new roles such 

as primary care physician associates and paramedics • maintain and develop pre-

certification GP training and offer the whole range of educational interventions 

                                                           
2 See www.rcgp.org.uk/gp-training-and-exams/ gp-curriculum-overview.aspx 
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required to support return to practice as well as post-certification continuing 

professional development opportunities for established GPs 

 be linked in with the emerging Health Education England research and innovation 

strategy to support and learn from best practice 

 support and deliver education related to new service models in relation to integration 

around patient needs, wellness and enhanced. 

Role of Community pharmacy  

We would also like to highlight emerging evidence showing the potential role that other parts 

of primary care, in particular community pharmacy, can play in improving and maintaining 

health. The NHS Confederation paper, ‘Health on the high street, rethinking the role of 

community pharmacy’, which was produced by the task group of the Pharmacy and Public 

Health Forum, found that as trusted and professional partners in supporting individual, family 

and community health, sitting at the heart of communities, effective community pharmacy 

services have a significant and increased role to play in ensuring we have a sustainable 

healthcare system.   

The paper highlights the view that community pharmacy’s role not only extends to providing 

the essential services that they are required to, like public health campaigns, signposting 

prescription-linked healthy lifestyle advice and support for self-care, but that it can also 

deliver advanced services to support patients’ adherence to medicines, involving the 

provision of associated lifestyle interventions. Furthermore, the paper argues that community 

pharmacy can be commissioned to provide locally commissioned services, such as stop 

smoking services, emergency contraception and needle and syringe exchange services.   

However, in order to play this sort of role, community pharmacies require NHS England, 

CCGs and local authorities to develop a coherent approach to commissioning them, which 

balances national consistency and efficiency with local innovation and customisation to local 

services.  

Moreover, it will also require strategic investment and awareness raising amongst 

commissioners, providers, patients and the public about how it can help improve people’s 

health 

Using technological innovation and sharing data. 

We believe that using and innovating with technology has an important role to play in 

enabling general practice to improve outcomes and enabling more self-care. Within 

constrained resources technology has an important role in facilitating and enabling different 

parts of the system to collaborate more easily, as well as helping to ensure improved 

accessibility to services, which will in turn help to reduce pressures on the rest of the system.   

Our members agree with several organisations, including the BMA, who have called for 

general practice to offer more alternatives to face-to-face consultations, this includes virtual 

consultations and  dedicated telephone or Skype-like surgeries. We believe that general 

practitioners need to be encouraged and supported to develop new, innovative, secure ways 

of using technology to communicate with patients and make themselves more accessible to 

the population as a whole.   

From a patient's perspective, communication about care between different parts of the 

health service can often be poor. Much of this breakdown in communication or sharing of 

data can be laid at the door of incompatible IT systems. Having systems in place that do not 

talk to each other leads to a lack of clinical data on patients' arrival in hospital and post-



discharge. This is an issue that was not only highlighted by members. In our 2013 NHS 

Confederation-ADASS survey on integration, aimed at directors of adult social services and 

senior CCG leaders, the most frequently-cited factor holding up integration efforts was 'data 

and IT systems' with 64% saying they are an impediment to delivering integrated services3.  

A lack of data-sharing in the health service also occurs because of concerns surrounding 

data protection rules, due to a lack of understanding about what those rules mean. Senior 

people in the NHS and local authorities have highlighted employees' worries about 

breaching information rules and suggest this is as much to do with perception or lack of 

understanding, as worries over being disciplined.  

In our joint paper with the LGA we have also reflected these issues, particularly highlighting 

the lack of clarity on the legal framework for data-sharing and a plethora of guidance as 

being continued barriers to effective integration of health and social care. In order to address 

this, we have called on the Government to clarify the legal position and remove national 

barriers.  

If you require any further information with regards to this response, please email 

Matthew Macnair-Smith, Senior Policy and Research Officer, NHS Confederation at 

:Matthew.Macnair-Smith@nhsconfed.org 

 

 

 

                                                           
3 http://www.nhsconfed.org/priorities/latestnews/Pages/Poll-identifies-mixed-bag-of-challenges-to-
genuine-integration.aspx  
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