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Foreword

In November 2024, we visited 22 Primary Care Network (PCN) sites across seven Integrated
Care Systems (ICS) in five regions of England. Our objectives were to:
e engage the 22 PCNs in discussions about improving general practice data quality;
and
e understand everyday pressures, identify effective practices, and explore collaboration

between primary and secondary care.

We observed excellent teamwork and partnerships but also heard about the significant
workload generated in primary care during patient transitions between care settings. Poor
communication and inconsistent protocols often exacerbated these pressures. However, we

also learned from sites that had successfully tackled these challenges.

During the visits, several key requests emerged at the primary-secondary care interface,
including:
e Defined standards for roles and responsibilities.

e Strategies to manage workload and improve care between settings.

These issues are particularly urgent as winter brings increased healthcare demand.

Together with the GIRFT Clinical Operational Standards, which focuses primarily on

secondary care behaviours, we outline principles and standards to improve processes and
teamwork. The goal is to enhance patient care, reduce emergency department pressures,

cut elective waiting times, and support sustainable general practice.

We urge ICBs to review this document across the healthcare system and prioritise the
recommendations. Standardising practices will improve patient outcomes and foster stronger

working relationships between these two critical areas of healthcare.

Professor Tim Briggs Dr Claire Fuller Professor Stella Vig

Chair of GIRFT Programme,  Co-Medical Director — Deputy National Medical
National Director for Clinical Primary Care, NHS Director for Secondary Care
Improvement and Elective England and Quality, NHS England
Recovery, NHS England



https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf

Background and Context

On an average day in the NHS, approximately 1.43 million' people attend a GP appointment,
more than 426,0002 people attend an outpatient appointment, approximately 25,7002 people
call 999, more than 77,000 people attend an Emergency Department (ED), and over

18,000* are admitted into hospital as an emergency.

Before COVID-19, waiting lists for hospital care were increasing every year, but the
pandemic made this problem much worse. The number of RTT pathways where a patient
was waiting to start treatment at the end of May 2025 was 7.4 million. Some patients are on
multiple pathways. The number of unique patients is estimated to be around 6.2 million. Of

the 7.4 million cases on the list, 60.9% have been waiting up to 18 weeks.

The aim is to see 92% of patients within 18 weeks by the end of 2029. It is a huge task, but
one that is achievable with primary and secondary care working together. The focus will be
on improving the patient experience, whether in primary care or transitioning to or from
secondary care, ensuring that the process is smooth and that patients receive timely and

high-quality care.

This document outlines eight key areas for improvement as identified in the visits to be
applied across the healthcare system, including community and mental health services. It is
to be read in conjunction with the Red Tape Challenge recommendations as part of the 10-
year health plan® and will reflect changes required across the broader landscape of the NHS

to increase time for clinicians to care, by reducing bureaucracy.

Can the GP just

“We estimate 17.5 — 25% of our work is secondary care or secondary care related.”
(Frome PCN)

1 Appointments in General Practice - NHS England Digital

2 Provisional Monthly Hospital Episode Statistics for Admitted Patient Care, Outpatient and Accident and
Emergency data, April 2024 - January 2025 - NHS England Digital

3 NHS England » Monthly operational statistics — April 2025

4 Provisional Monthly Hospital Episode Statistics for Admitted Patient Care, Outpatient and Accident and
Emergency data, April 2024 - February 2025 - NHS England Digital

510 Year Health Plan for England: fit for the future - GOV.UK



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdigital.nhs.uk%2Fdata-and-information%2Fpublications%2Fstatistical%2Fappointments-in-general-practice&data=05%7C02%7Cr.gouveia%40nhs.net%7C3218d46f358041c69a7908dd8273f735%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638810156767460580%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=BgpZTMvjpNLtO%2F0mlk%2BxQMe7GoJ9E5vc3PyMT3Uv334%3D&reserved=0
https://digital.nhs.uk/data-and-information/publications/statistical/provisional-monthly-hospital-episode-statistics-for-admitted-patient-care-outpatient-and-accident-and-emergency-data/april-2024---january-2025
https://digital.nhs.uk/data-and-information/publications/statistical/provisional-monthly-hospital-episode-statistics-for-admitted-patient-care-outpatient-and-accident-and-emergency-data/april-2024---january-2025
https://www.england.nhs.uk/long-read/monthly-operational-statistics-april-2025/
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdigital.nhs.uk%2Fdata-and-information%2Fpublications%2Fstatistical%2Fprovisional-monthly-hospital-episode-statistics-for-admitted-patient-care-outpatient-and-accident-and-emergency-data%2Fapril-2024---february-2025&data=05%7C02%7Cr.gouveia%40nhs.net%7C3218d46f358041c69a7908dd8273f735%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638810156767527772%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=rArH5yZUaDbCGuDt5MFuVdbkQGkVqifX8279AUVXbhI%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdigital.nhs.uk%2Fdata-and-information%2Fpublications%2Fstatistical%2Fprovisional-monthly-hospital-episode-statistics-for-admitted-patient-care-outpatient-and-accident-and-emergency-data%2Fapril-2024---february-2025&data=05%7C02%7Cr.gouveia%40nhs.net%7C3218d46f358041c69a7908dd8273f735%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638810156767527772%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=rArH5yZUaDbCGuDt5MFuVdbkQGkVqifX8279AUVXbhI%3D&reserved=0
https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future

Areas for improvement
Joint working and behaviours — ICB-led

Improved communication at the interface of healthcare organisations is essential for effective
clinical care. It is critical that the interface is seen as an equal partnership and of value to
both. To support that, ICBs should ensure there is:
o Clarity on how secondary care can contact primary care at each PCN/practice to
discuss acute patients.
o Clarity on how primary care can contact secondary care to discuss patients for
potential urgent referral or who have just been discharged.
e An easy way for all clinical staff and new starters to understand the protocols being
used for Advice and Guidance (A&G), elective and acute referrals. They may want

to consider developing an interface learning module.

Many systems have been working hard to improve relationships between primary care and
secondary care for some time with many fantastic examples of improved care.
Understandably the most mature systems are often those with a 1:1 relationship between the
trust and the ICB e.g. Lincolnshire and Gloucestershire. There are a number of common

principles and best practices as highlighted below:

Interface agreements

Agreeing ways
of working

Community of Practice

H Induction programmes
Board level considerations Reflecti ng SU ppO rt'”g

Educational sessions

behaViOU r Relationship building

Oversight

Board accountability
Cross-system leadership

“You said, we did” Encouraging
Theme analysis and comms

Contract cha nge

Identifying Ul
. Case escalation
ISSUES

Resolution

Liaison officers
Broker conversations




ICBs might also want to consider introducing liaison roles, running “improvement weeks” or
other activities involving the ICB, primary and secondary care that can accelerate working

together and change at the interface.

Clarity for patients on who to contact and where to go for help

Despite more than 1.4 million people attending general practice in England every day, and
monthly increases in patient satisfaction of access to general practice, there remains a public
perception that it is difficult to access a GP appointment to the extent that many people
attend ED when they have an urgent health need as they believe they will not be able to be

seen in primary care or do not know how to make an appointment.

ICBs should work with their population to make sure that it is clear which part of the system
to access and when (e.g. ED, 999, 111, general practice, out of hours, community pharmacy
and self-care), as well as asking GP surgeries to work with their patient participation groups
to ensure that patients know how to contact the practice appropriately either in person, on

the phone or digitally, and reinforce that they are the first port of call with medical issues.

Advice and Guidance (A&G) and referrals

A&G offers an expert consultant opinion to general practice, enhancing patient care, cutting
down on unnecessary referrals, and providing community-based support, without the need

for face-to-face consultations.

Our visits revealed a mixed picture, with some areas having well-established pathways.
However, some PCNs reported that the A&G process can be cumbersome due to the

administrative workload associated with manual paperwork.

Some of the problems include missing information, requests to resubmit whole forms rather
than accepting the missing data, slow responses, unnecessary test requests, requests for

tests not available in primary care, and repeating the same work.

A&G and referral processes could be improved by:
e Simplified and standardised referral forms - if required.
e |f the outcome of A&G is an onward referral, then primary care will be informed of
the outcome, with any appropriate advice to support the patient while they wait. No

further documentation from primary care will be required to facilitate the referral.




e |If a received referral to secondary care is not appropriate, then the reason for the
rejection should be clearly noted, along with advice and communication to the
referrer and the patient on what to do next.

e |f a patient needs to be referred to a different specialist within the hospital or to other
organisations like home care support teams, that will be managed by secondary

care.

Further details on e-RS

In e-RS, the initiator of an A&G request can authorise the responding provider to convert
an A&G request to a referral if considered appropriate. If this has not been done, then the
request will need to be returned to primary care to convert/create a referral. If it has been
done, and the responder converts the request to a referral, there is a mandatory field to be
completed to pass information back to the requestor. This may be different for other A&G

systems in use.

Whoever converts the request to a referral can refer to any service on e-RS that would
have been available to the requesting primary care organisation (and possibly some
additional services that the provider has made available internally, if it is the provider

converting). This may be different for other A&G systems in use.

Secondary care enquires

From the PCN test site audits, practices reported 17% - 25% of all calls to GP practices were
related to long waiting time for hospital appointments because symptoms may have
changed, or patients may be asking for their care to be expedited or transferred to the

private sector.

As described in the Reforming elective care plan, providing information to patients about

waiting lists is the responsibility of secondary care providers. Secondary care services need
to deliver a reliable and interactive method to answer patient queries directly, whether they
are admin or clinical questions, and have a clear route for escalation (phone number for both
admin and clinical issues). It is critical that phones are staffed to answer these queries and
escalated appropriately to the clinical teams if necessary, and an appropriate response

made to the patient.



https://www.england.nhs.uk/long-read/publication-of-the-plan-to-reform-elective-care-for-patients/

Relying on answer phones and voicemails to fulfil this function does not work as patients

have no confidence that their calls will be returned, and so subsequently phone their GP.

Press 3...

“QOur local trust has a patient helpline so when patients phone us (the GP surgery)

regarding a hospital appointment or waiting list inquiry, there is an option on our phone
system to “press 3” to redirect the patient’s call.”
(Gloucestershire PCN)

Tests and diagnostics

e The secondary care clinician is responsible for organising tests for ongoing care at
the time of their appointment which can be requested and performed on the day
such as blood tests, and mid-stream urine samples (MSUs).

e The secondary care clinician should take responsibility for ordering and organising
follow-up diagnostics for patients that remain under their care.

e The secondary care clinician must provide patients with the Med 3 form (Fit for work
certificate) for the duration of the time they are expected to be off work. This should
be part of ward discharge and discharge lounge checklists to prevent patients

presenting at their GP practice post-discharge.

Prescribing and discharge letters

This was another area where PCNs saw duplication of work, and with improvement would
result in better patient flows and an enhanced experience with the following standards:

e Secondary care should prescribe medication for 28 days where clinically
appropriate on discharge and refer patients to the pharmacy discharge medicines
scheme. Commencement of new medication in an outpatient setting should be for
28 days where clinically appropriate. This is recommended in the Red Tape
Challenge and in anticipation ICBs should agree and communicate a standardised
guideline locally.

e Timely communication is essential to optimise patient safety. ICBs should work to
deliver the Red Tape Challenge-recommended timeframes for both clinic letters and
discharge summaries.

» |CBs should work with Trusts to design and use a standardised

discharge letter template to enable consistency and aid GP practices to




clearly see diagnosis and actions required. |If done correctly, this will

also support reading summaries electronically in the future.

e Liaison roles between primary and secondary care make communication, escalation
and resolution easier and should be in place in each trust.

e Similarly, the inclusion of community sessions, where appropriate, within consultant
job plans can also support communication, understanding and education between

professionals.

Royal Berkshire NHS Foundation Trust introduced a liaison role (Primary Care
Partnership Manager) in 2014, to act as a conduit between primary and secondary
care. Over the years the role has been adapted and improved to suit the needs of the

system, taking on operational, strategic and transformational work — including
developing primary care webpages, two-way shadowing project, improving discharge
summaries and pathway re-design work.

Surgical optimisation

Another area where a set of principles would be helpful is in relation to optimisation of
patients prior to surgery. National guidance on earlier screening, risk assessment and health
optimisation sets out requirements in relation to patients due to have inpatient surgery; many

areas are also adopting these approaches for patients having day case surgery.

However, it is recognised that having a clear-cut set of principles about where responsibility
for optimisation rests is not straightforward. It is dependent on local commissioning
arrangements and can also be condition specific. We also recognise that the thresholds for
day-to-day condition management in primary care may be different to thresholds used to

reduce the risk of perioperative complications and/or cancellation of surgery.

It is proposed that:

e Work should be done nationally, led jointly by the national perioperative care
programme, the national primary care team and the national interface workstream, to
determine core principles for:

o responsibility for pre—referral optimisation,
o optimisation needs identified through early screening and optimisation,
o needs identified at pre—operative assessment for local agreement at ICB level.




Where urgent patient concerns are identified preoperatively, through uncontrolled or
acute medical health conditions, that may result in cancellation or postponement of
surgery, secondary care teams will arrange urgent referral for the treatment required
to avoid unnecessary cancellations of elective patients, working collaboratively with
primary care and keeping primary care informed, to get the most appropriate and
timely care for patients.

Long term conditions that are managed in primary care should remain the
responsibility of primary care teams. Where there is an opportunity for modification of
long-term conditions to reduce perioperative risk, there is benefit in highlighting the
patients that could benefit from intervention and support earlier in the pathway,

sometime before the estimated surgical date.

Urgent and Emergency Care (UEC)

Primary care should be the first port of call for most patients (including 111, urgent
treatment centres (UTCs), late opening pharmacies, etc). Ongoing care for long
term conditions should be primary care-led, involving the wider MDT to support the
patient.

Primary care should regularly review care home residents and make sure there is
an up-to-date advance care plan. Where appropriate, primary care along with the
care home multidisciplinary team should be the first point of contact in response to
deterioration. Primary care working with ambulance and community services should
generally be able to support residents in their care home.

Primary care should utilise community services where available e.g. MSK, ENT,
frailty services.

Consider alternatives to ED prior to hospital referral e.g. hot clinics, SDEC, UTC,
hotline, or utilise community services where available e.g. MSK, ENT, frailty
services, urgent community response and hospital at home (virtual wards). GIRFT
have developed the Alternatives to ED (A-tED)/Frailty Alternatives tools to help

systems and healthcare providers to measure, rate and compare the accessibility,
availability and opening hours of patient-facing services which are on offer as
alternatives to attending the ED in their area.

Multi-disciplinary single points of access (SPoA), led by senior clinical decision-
makers, should provide clinical support and care coordination to ambulance

services and care homes. Underpinned by appropriate capacity in the community
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https://gettingitrightfirsttime.co.uk/ated-ata/
https://gettingitrightfirsttime.co.uk/ated-ata/
https://gettingitrightfirsttime.co.uk/ated-ata/
https://gettingitrightfirsttime.co.uk/ated-ata/

sector, this will reduce avoidable ambulance dispatch and conveyance and enable
patients to remain in their own home.

e Primary care should administer time-critical medicines in the acutely ill before
transfer to ED.

e For patients who have been referred to and accepted by secondary care, primary
care remain responsible for the care of patient until the patient is received in
hospital.

e Trusts should also look to support this collaborative approach with consultant
sessions in the community and to consider liaison roles which make escalation and
resolution easier.

e |CBs to support appropriate local interface forums to enable both strategic evolution
and the “unblocking” of local, more operational issues.

e When patients are discharged from an acute admission, primary care should review
and action discharge summary recommendations within two working days of

receipt.

Gloucestershire PCN have a monthly frailty MDT in place using a virtual whiteboard
which highlights patients at risk of moderate to severe frailty. All practices are given 30
minutes to present, helping to remove barriers and duplication and improving patient
safety — includes virtual ward discharge review.

Lincolnshire Interface Collaborative have a fortnightly meeting chaired by the LMC
Medical Director with representation from the acute, community and mental health

trusts. The group maintain a log to capture issues, identify themes, and priorities. The
group are also exploring the opportunity of a bespoke interface e-learning module for
all clinical staff to improve people’s understanding and knowledge of the interface, or

cross-over, between primary and secondary care. The collaborative is also exploring a
12-month pilot for a GP liaison role in secondary care and have a dedicated Medical
Director (RO) lead for primary/secondary care interface.
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Thanks to the 22 PCNs for their time and input:

Humber & North Yorkshire ICB MERIDIAN HEALTH GROUP NEL PCN

WHITBY COAST & MOORS PCN

HOLDERNESS PRIMARY CARE HOME PCN

SOUTH HAMBLETON & RYEDALE PCN

Suffolk and North East Essex ICB COLCHESTER MEDICAL GROUP PCN

RANWORTH PCN

BARRACK LANE & IVRY STREET PCN

TENDRING PCN

South Yorkshire TOWNSHIPS 1 PCN

ROTHER VALLEY SOUTH PCN

SEVEN HILLS PCN

GPA1 PCN

Somerset ICB FROME PCN
MENDIP PCN

Gloucestershire ICB CHELTENHAM CENTRAL PCN
ROSEBANK PCN

North Central London ICB WEST AND CENTRAL PCN

BARNET 3 PCN

KENTISH TOWN SOUTH PCN

Lincolnshire ICB LINCOLN HEALTH PARTNERSHIP PCN

IMP PCN

APEX PCN
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