


This overview tells our story of the last 18 months - our 
collective achievements, challenges and our legacy for the 
future as we work towards a sustainable model of primary 
care in Warrington. 

The Prime 
Minister’s 
Challenge 
Fund in 

Warrington



GPs’ Top Ten Priorities for Primary Care

1. Access, demand and capacity

2. Medicines management and prescribing

3. Nursing and residential homes

4. Primary care quality – what is the ‘Warrington Offer’

5. Whole system/right care – role of primary care in the effective utilisation
of the whole system resource through system integration

6. Complex care including long term conditions (and cancer rehab interface)

7. Promoting prevention and self-care

8. Mental health

9. Workforce

10. Public engagement and communications in primary care. 

Let’s start at the 
very beginning …..

In 2013, GPs in Warrington identified ten 
priorities to address the challenges faced by 
primary care. 



A Primary Care Working Group, comprising GPs from across 
the town, developed a plan to implement the 

‘primary care home’ model 
of care as the best way to meet these challenges – populations 
of around 30,000 registered patients.

They recognised that the GP registered list was the key to 
joined, up integrated care and that looking beyond the practice 
walls was the best way to create sustainable primary care.

Investment was identified by the CCG to support the 
transformation, with the aim of creating 2-3 primary care 
homes in the first instance, followed by a roll out to all GP 
practices.  



However, thanks to a successful bid to the Prime Minister’s Challenge 
Fund (PMCF), external investment of £5.3m was awarded to Warrington 
in 2014 to support the planned transformation of primary care.

This allowed increased scale and pace of change and at no cost to the 
health economy.

PMCF

£5.3m
investment 

into 
Warrington



Warrington GPs set up a ‘special purpose vehicle’ to contract with NHS 
England to deliver the requirements of the PMCF, and to create a vehicle 
for collaborative primary care provision at scale.

This led to the formation of a GP-led Community Interest Company (CIC), 
referred to as Warrington Health Plus, that gained the social enterprise 
mark.

Representatives from each GP Federation and each GP cluster were 
nominated to join the CIC Board as directors, along with representatives 
from Warrington CCG and Warrington Borough Council. The newly formed CIC Board developed 

Principles of Practice to govern their decision 
making and behaviour



Warrington CCG consulted 
their membership on the 
formation of clusters of GP 
practices and clusters 
were formed to work 
‘beyond the practice walls’



The clusters brought together 3 to 5 
practices, sometimes for the first time.  

They worked together, supported by 
project managers from Warrington Health 
Plus, to identify the needs of their 
combined registered populations and 
plan a project that would benefit their 
patients.

The projects tested out new ways of 
working and provided a vehicle for the 
development of the clusters.



Each project supported one or more of 
the ambitions of Warrington Health Plus -
to provide patients with their usual GP 
practice services PLUS:

 More focus on keeping healthy & 
taking care of yourself and your 
family

 More care closer to home
 Health and wellbeing services being 

more joined up
 More co-ordinated care
 Improved access to services by GP 

practices working together Let’s take a look at 
these projects …………………………………



Care Co-ordination
Central West Cluster

Residents with complex needs offered a holistic assessment either in their own 
homes or at the practice by a care coordination nurse who could provide 
information and refer them to the appropriate services for their needs.

500+
vulnerable patients 
assessed (initial and 
follow up 
appointments)

Over 25%
referred to other 
agencies for support 
to promote 
independence & 
wellbeing

Legacy:
• Endorsed value placed by patients and carers in a single 

point of contact - someone who can spend time with 
them, listen to their needs and help them to access the 
support they need

• Medicines reviews highlighted many opportunities to 
minimise prescribing costs and also reduce the risks 
associated with side effects or drug interactions.

• Strong relationships built with 3rd sector partners
• Foundation for town-wide care co-ordination

“Warrington Home Improvement Agency has had many referrals from the Care Coordination team 
and we’ve been able to help in a number of ways. We’ve helped those with mobility needs to move 
round their homes more safely, we’ve tidied up gardens, fitted energy saving light bulbs and even 
helped with applications for funding towards new furniture. Working together in this coordinated 
way has benefits for those Warrington residents with greater care needs and we hope we can 
continue to work so closely in the future.”



Community Cardiology Service
Central East Cluster

8
weekly Cluster 
Community 
Cardiology sessions 
since the service 
started

50+
ECGs undertaken in 
cluster practices 
using a new remote 
ECG interpretation 
service

Offers patients with suspected heart failure the opportunity to be 
examined in a community setting by a specialist GP

“The development of this new approach to care has offered a great opportunity to work more 
closely with clinical colleagues at Warrington Hospital and use the specialist skills of our Cluster GP 
with a special interest and experience in cardiology.  Great to make the most of local expertise and 
great to be able to offer patients a cluster-based service.”

Legacy:
• A model of integrated primary and secondary care that 

could be applied to the care of patients with any long 
term condition

• A shared common interest that has brought cluster 
practices together, building relationships and 
understanding of what’s required to deliver services 
across practices



Children’s Care Closer to Home
Central North Cluster

Children with minor illnesses being seen more quickly by a 
dedicated Advanced Paediatric Nurse Practitioner (APNP) 
within a general practice setting.  Plus a Family Nurse 
Practitioner supporting families that need more  support 
than a one-off GP appointment.

“It is great being able to offer patients an alternative to seeing a GP and on the same day too.  Our 
patients are delighted with the service and this extra capacity is releasing time within GP practices 
for other areas of work.” 

400+
Extra appointments 
a month for children 
within the cluster

98%
of those using the 
service would highly 
recommend it to 
friends and family

Legacy:
• Sourcing an appointment system that allows direct 

booking across practices and by patients
• Patients introduced to new roles, offering alternative 

health professionals to the traditional GP appointment
• Patients encouraged to self manage and access 

appropriate community support



Guided Care
North & East Clusters

Offering patients with two or more long term conditions a combined holistic 
annual assessment of their medical, social and psychological care needs, working 
in partnership with public health to help patients manage their own conditions 
where this is possible.

“Mr A and I have a great rapport. We built this up over a number of visits and by keeping in contact 
over the telephone. Being in regular contact and seeing Mr A more than once means that we got to 
know one another. This allowed other issues to come to light which may not have been identified 
with just one consultation. This, for me, is the biggest benefit of the Guided Care project, and it is so 
rewarding to see."

1000+
patients with two or 
more long term 
conditions who could 
benefit within these 
Clusters

70%
of national health & 
social care spend on 
people with one or 
more long term 
conditions

Legacy:
• Patients empowered to manage their own 

conditions more independently
• Improved access to and knowledge of resources in 

the community that could benefit patients
• Changed practice to single, combined assessment
• Developing clinical workforce with new skills
• Strong working relationships with Public Health’s 

wellbeing mentor service



In addition, a number of Warrington-wide 
initiatives are starting to make a real 
difference, improving the health and 
wellbeing of our patients.



Care Home Service
Currently operational in South, North, 
West, Central North and Central West Clusters

Keeping vulnerable residents well and comfortable , living in 
their usual place of residence, by offering choices, working 
collectively and planning care to prevent crises.  

“As a GP, I get time to get to know the residents and their families. We can talk about their 
wishes for the future and can focus on making residents feel better. Time is very precious in 
General Practice, but by having this extra time to see residents in their care home, I get to 
know their interests and wishes. We get to focus on making residents feel better. "

700+
vulnerable residents
assessed

106
Pharmacy reviews –

saving £17,919 of 
drugs costs so far

Legacy:
• The development of a scheduled approach to MDT 

delivery of care to vulnerable residents
• Building capacity to support residents & their 

families make choices & decisions about their life & 
care

• Enhanced skills amongst all professional groups 
caring for care home residents

• Strong partnership developed with community 
provider

• Evaluation measuring wider ROI reports in 2016



Improving Access 
Warrington-wide

Improving access to routine bookable appointments across Warrington to 
make it easier for patients to get an appointment when they need one.

1000+
extra appointments 
a month

98%
of patients would 
recommend the 
service to their 
friends and family

Legacy:
• Understanding and resolving the issues involved in 

developing a service across 26 practices
• An IT solution that allows real time continuity of 

patient care
• Data sharing agreements and increased confidence in 

data being shared to care
• Strong partnership with community services provider
• A precedent for patients accessing services beyond 

their ‘GP practice walls’ at a central location
• Learning taken forward through the CCG primary 

care strategy

“This service is a real benefit to our patients. It can be very difficult for some people to access GP 
appointments because often they are working, which is why we are offering improved  access to 
those who find it hard to see their own GP within hours”.



Collaborative Clusters
Warrington-wide

Wrapping community, social care, mental health and third sector services 
around our GP practice clusters to deliver care closer to home in a joined 
up way, delivering the ‘primary care home’

“Five staff engagement workshops have been held, and more planned, to agree plans for each 
cluster. There is already a commitment to better communication, and use of multi-disciplinary 
team meetings to coordinate care for complex patients. These discussions are also helping social 
care work closer with community nursing teams. The outcome will be better use of joint resources 
serving the cluster populations.”

7
New style primary 
healthcare teams 
planned to join up 
care

16
GP practices with 
new social care roles 
in practice by the 
end of March 2016.

Legacy:
• Multi-agency partners engaged and committed to working together to join up services for patients 

through the clusters’ registered lists
• Clusters will give partners a more effective and simple way to work with practices - through seven 

teams rather than to 28 practices direct
• New primary healthcare teams will deliver integrated care

& care coordination for both complex cases, and to 
prevent escalation for those with lower level needs

• Clusters are acting as the foundation of system 
transformation across Warrington, building a platform 
for the whole health and social care system to think 
differently about the delivery of care



Alignment with Secondary Care
Warrington-wide

Together we can develop new  ways  of working between 
primary and secondary care with clinical leadership at the 
heart.

“It was fantastic seeing so many clinicians enthusiastically wanting to be part of our future 
transformation journey. From the feedback we’ve had it certainly looks as if we achieved our 
objectives to provide the opportunity to build relationships, share and develop ideas of how we 
could work differently, and  identify the top priority areas for further work to take forward.”

100+
Clinicians from 
across Warrington 
brought together to 
discuss new ways of 
working

3
Priority areas for 
focussed discussion 
in the next few 
months

Legacy:
• New working relationships between clinicians in 

primary & secondary care
• Enthusiasm & interest in working together to 

develop new care pathways
• Task and finish groups, made up of clinicians and 

commissioners, to transform the urgent care and 
diabetes pathways and identify practical ways to 
bring clinicians together regularly.



All our projects have been 
supported by a number of 
enablers, all funded by the PMCF.

Extra investment of £1.2m allowed 
us to invest in a range of 
Information, Management & 
Technology enablers.

Risk Stratification
All practices have access to and been trained to use the Sollis risk stratification tool to help 
plan care more proactively & assist in practice returns.

Supporting Multi-Disciplinary Team Working
New mobile devices to improve electronic access and sharing of information between 
health professionals, to facilitate safe care.

Access & Demand Planning Tool
Supporting practices to streamline and interpret patient demand patterns to help improve 
appointment systems.

Single Care Record
Preparatory work to support the Warrington Health system develop a single care record.

GP Practice WiFi
Improving access to the web throughout Warrington’s GP practices.

GP Check-in & Media Screens
Enhancing patient experience within GP practices.



To enable cross-cluster working, 
detailed legal and data sharing 
agreements have been needed.

These took some time to develop 
and agree between practices.  Now 
practices are signed up, we have a 
legacy of signed agreements that 
form the legal basis for working 
‘beyond the practice walls’.

Interpractice agreements
Legal agreements signed by practices within each cluster and across the town 
allow clinicians to care for patients from each others’ practices.  

Sharing information to care
Having access to patients’ health records is 
essential to provide safe and effective care.  

Providing dedicated time and resource has given 
practices the knowledge and confidence to sign 
data sharing agreements that have made this 
possible.



We’ve also invested in developing and 
strengthening primary care.

We’ve done this by providing…………..

Cluster Support
Dedicated staff working with clusters to develop cluster-based projects 
and working relationships between practices.

Large Scale Change Training
Support from NHSiQ to embed the principles of large scale change to 
improve our chances of success.

Practice Manager Shared Learning Sessions
With a programme devised by the Practice Managers themselves, 
these sessions have strengthened the Practice Manager support 
network and improved and shared knowledge to build capacity.

Productive General Practice Programme
Helping general practice continue to deliver high quality care whilst 
meeting increasing levels of demand and diverse expectations.



The future  
So what happens now as 
the PMCF funding comes 
to an end?

The Prime Minister’s Challenge Fund has come to end but our work 
hasn’t!

Warrington Health Plus is here to stay as a new GP provider 
organisation and in January 2016, we take over caretaker 
responsibility for 13,000 patients at three GP practices, a very 
exciting new venture.

We are really looking forward to continuing to support the 
Warrington Health and Social Care economy, acting in the interests 
of Warrington residents.



We’d like to end 
with a big

Thank 
you!

We believe that with the added support of the Prime Minister’s 
Challenge Fund (PMCF), we have created a strong legacy for the 
continued development of primary care within Warrington.

Nothing would have been possible however, without the vision, 
enthusiasm and commitment of GPs, practice staff and our partners, 
in working together to do things differently.

A massive thank you to everyone who has  contributed.  It’s not 
always been easy but the journey has built the relationships between 
practices that will be the enduring legacy and the foundation of wider 
system reform.




