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Foreword 
The Health Inequalities National Support Team (HINST) has chosen to prioritise this topic as 
one of its ‘How to’ guides for the following reasons: 

• It offers the potential to systematically improve the outcomes from evidence-based 
treatment of patients with potentially killer conditions, on a scale that could enable 
the individual patient quality improvements to add up to a population level change. 
Chronic disease registers are an ‘industrial scale’ undertaking, but often the capacity 
and capability of the workforce to manage them is not specifically addressed. 

• Specifically within the ‘Christmas tree’ diagnostic it addresses the following components: 

– equitable resourcing (8), recognising that modelling the expected need will identify 
the investment necessary to manage that need effectively – particularly important in 
practices with the most deprived catchments 

– adequate service volumes (11), recognising that currently this will not be the case in 
many practices. 

• Action in this area of work will help contribute to the Quality and Productivity 
Challenge by: 

– remodelling the workforce to make full use of the NVQ-level skill mix for routine 
tasks, freeing up the time of higher-skilled professionals while maintaining or 
improving quality 

– ensuring that full use is made of chronic disease registers to maximise the potential of 
effective and evidence-based primary and secondary prevention interventions, thereby 
minimising future illness and high-cost management of conditions (e.g. strokes, heart 
failure, chronic renal disease, amputations, blindness) and in addition using these 
contacts with patients to promote initiatives to support healthier individual lifestyles. 

• Successful adoption of processes similar to those outlined here would demonstrate 
good use of World Class Commissioning (WCC) competencies: 

– assess needs (5) 

– stimulate provision (7) 

– innovation (8). 
1 
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CoNTeXT 
Many people with important health needs, including those with chronic problems, fail to 
present with them to health services. Chronic diseases require management, and unless 
those people at high risk or with an established disease are identified and registered, they 
will not be able to benefit from interventions such as primary and secondary prevention. 
There is therefore a need for health services to be proactive in seeking out people who 
already have a disease or are at a high risk but are accessing services sub-optimally or not 
at all. By using prevalence models to identify gaps between expected and actual numbers 
of people on chronic disease registers (e.g. the Quality and Outcomes Framework (QOF) 
and cancer registers), it is possible to identify practices where more systematic work 
is necessary to identify those at high risk through practice records or by outreach into 
communities and to support them to attend for screening and possible treatment. 

Once on the register, however, the process has only just begun. The purpose of being 
included on the register is to facilitate systematic and active management of patients 
using evidence-based protocols. This will involve care planning, regular reviews and 
monitoring, and self-management training and support. Each registered patient will, 
therefore, generate a commitment of staff time on an ongoing annualised basis. 

This industrial scale register management programme will, however, have workforce 
implications that are often not considered or addressed. There is a need to take into 
account the necessary scale of activity and balance the skills mix across the workforce to 
obtain cost effective, sustainable systems. The development and implementation of an 
evidence-based approach to health workforce planning are necessary steps to achieving 
access to best practice chronic disease management. 

A national framework is being developed to describe and improve the workforce 
planning and development process in order to meet local, regional and national needs. 
There are a number of public and private sector tools that can help organisations in 
workforce planning. 

There are a number of best practice tools and techniques enabling commissioners to 
effectively plan and ensure that workforces are of the right size, with the right skills, 
and organised in the right way within an agreed budget to deliver and provide the best 
possible care. Many other tools and techniques exist. 

• A resource designed for staff involved in planning and developing the workforce to 
deliver services to meet the public health agenda: www.healthcareworkforce.nhs.uk/ 
resources/public_health/public_health_workforce_development_resource_pack.html 

• A six-step methodology to support the decision-making process, ensuring 

that workforces are sustainable and realistic and fully support delivery: 

www.healthcareworkforce.nhs.uk/resource_library/latest_resources/
�
six_steps_refresh.html
�
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• The Organisation Development Services (ODS) Population Centric model, which 
uses change management principles to underpin an integrated approach to service 
planning, financial planning, commissioning services and, most importantly, designing 
the workforce of the future: www.odsuk.com/ourclientsandservices.html 

• A seven-stage framework that provides a systematic method of reviewing the skills mix 
and roles within a service: www.healthcareworkforce.nhs.uk/ffc/login.php 

• The new workforce planning process gives primary care trusts (PCTs) and localities 
a role in leading and focusing on medium- and long-term strategic issues. However, 
regional bodies have a key role to play by working together to ensure the sustainability 
and mainstreaming of such a way of working as there may be good value in 
commissioning education and training on a local or regional basis. 

How To Model THe CoMMuNITy-BaSed 
PrIMary Care workForCe 
The model will enable you to estimate the community-based primary care health 
workforce needed to deliver best practice in chronic disease management and 
prevention. You need to model each chronic disease separately, as each will need a 
different level of capacity to deliver care. However, allowance will need to be made for 
co-morbidities, with the same patient appearing on a number of registers. The model 
describes the local population need and combines data about the health status of the 
practice population by disease category with best practice guidelines in order to estimate 
the clinical skill requirement or competencies for the practice. 

The translation of the skill requirement into a service requirement can then be modelled, 
incorporating various assumptions about the occupation group needed to deliver 
nominated competencies. The service requirement, when compared with current service 
delivery, illustrates the gap or surplus in services. 

In order to make changes after you have modelled the primary care workforce, it is 
important that the PCT and practice-based commissioning (PBC) groups own the 
process. High performing practices may be more likely to take on board the methodology 
and approach, while the poorer performing and weaker practices may not, so the gap 
will widen further. Best practice suggests that: 

• the PCT should carry out the modelling on behalf of each practice, and discuss their 
business plans to meet local need 

• the PCT/practice-based commissioning group should commission training programmes 
for all staff on an ongoing basis (to accommodate staff turnover), while the practices 
should employ staff as they become appropriately trained. 

Critical to the success of this model is working in partnership with staff, local services, 
commissioners, finance and workforce colleagues at both a local and PCT level. 

http://www.odsuk.com/ourclientsandservices.html
http://www.healthcareworkforce.nhs.uk/ffc/login.php
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MeTHodology 
Step 1 

Define the local population to understand the population need and identify any critical 
needs, especially in terms of health inequalities (e.g. hard-to-reach groups, demographics). 

Step 2 

Establish or reinforce partnership working and include service commissioners and staff. 

Step 3 

Draw down an estimated prevalence of the disease that might be expected by PCT/ 
practice, and compare this with the actual number on the register. This will identify the 
potential number of people with an established disease or at high risk of developing the 
disease per PCT/practice and the number not yet on the disease register or receiving 
appropriate care. For further details on prevalence models, see Appendix. 

Step 4 

Identify what a ‘good package of care’ will look like and how much practice time per 
patient this will take on an annual basis. For example, for newly identified patients with 
cardiovascular disease (CVD), studies have estimated that in the first year this is around 
40 minutes per patient, reducing to 20 minutes in the second and subsequent years.1 

Step 5 

Multiply the potential number of people with an established disease or at high risk of 
developing the disease per PCT/practice and not yet on the disease register or receiving 
appropriate care by the appropriate amount of time to ensure a ‘good package of care’. 
By doing this, it will be possible to approximate the total staff person hours of activity 
required per PCT/practice per year per register. 

Step 6 

Amalgamate each disease area to map the screening, identification, clinical intervention, 
maintenance and evaluation elements of the registers. This will then provide a 
comparator for each practice to be able to compare the probable requirement for staff 
time with the actual staffing hours available. Table A shows a sample of a practice-by-
practice analysis identifying those patients with a history of chronic heart disease (CHD) 
or stroke who have not had a comprehensive CVD assessment and medications review 
and identifying the additional nursing hours required to deliver these services. Table B 
amalgamates these data further by expressing the cumulative totals and percentages for 
each PBC group. 

4 
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Step 7 

Map the existing workforce and undertake a baseline assessment of current skills. 
In many cases it will be clear that staff time available will not be sufficient to sustain 
active register development and management. In such cases it will be necessary to 
examine alternative workforce strategies. 

Example 

The aim in this example was to estimate the additional whole-time equivalent (WTE) 
nurse time needed in each of four PBC groups. From clinical audit analysis, it was found 
that around half of all cardiovascular disease (CVD) patients on GP registers had not had 
a comprehensive CVD assessment and medications review. The PCT wanted to ensure 
that this was achieved for all CVD patients but knew that there would be a shortfall in 
nurse workforce and clinic time to achieve it. The modelled CVD estimates allowed an 
estimation of each PBC group shortfall and the PCT employed a specialist nurse team as 
part of a task force in each PBC group and paid for some additional nurse clinic time in 
each practice in order to deliver the 40 minutes per patient. Once the initial CVD reviews 
had been completed over the course of a year or so, practices then had to maintain 
patients’ ongoing 20 minutes per year reviews within their existing resources. The PCT 
also undertook a more detailed practice-by-practice analysis to compare the distribution 
of nurse hours employed by GPs in relation to the modelled disease burden. This helped 
to pinpoint where practices would struggle and would need additional help (and at PBC 
level to inform considerations of equitable resourcing). 

Table A: Sample of the detailed practice-by-practice analysis 

Practice 

(1) 

Total 
list 

(2) 

Est 
CHD 

(3) 
CHD 
total 
list 

(4) 
Est 

CHD or 
stroke 

(5) 

CHD or 
stroke 

(6) 

At risk 

(7) 
Additional 

nursing 
hours

 1 4,172 231 5.5% 285 6.8% 116 134.0
 2 238 8 3.4% 11 4.6% 4 5.0
 3 4,450 206 4.6% 272 6.1% 103 125.0
 4 6,152 351 5.7% 432 7.0% 176 203.0
 5 15,296 181 1.2% 260 1.7% 91 117.0
 6 9,091 413 4.5% 540 5.9% 207 249.0
 7 10,032 498 5.0% 653 6.5% 249 301.0
 8 7,442 212 2.8% 292 3.9% 106 133.0
 9 2,307 133 5.8% 161 7.0% 67 76.0 

10 8,473 366 4.3% 480 5.7% 183 221.0 
11 10,157 440 4.3% 582 5.7% 220 267.0 
12 5,448 219 4.0% 295 5.4% 110 135.0 

(1) Number of patients registered with the practice.  (2) Estimated number of patients on CHD register.  (3) % of (1) estimated to be 
on CHD register.  (4) Estimated number of patients on CHD or stroke register.  (5) % of (1) estimated to be on CHD or stroke register. 
(6) Number of patients who have not had a comprehensive CVD assessment and medications review.  (7) Additional nursing hours 
required to deliver assessments/reviews to patients in (6). 
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Table B: PBC amalgamation of practice-based information 

PBC 

(1) 

Total 
list 

(2) 

Est 
CHD 

(3) 
CHD 
total 
list 

(4) 
Est 

CHD/ 
stroke 

(5) 

CHD/ 
stroke 

(6) 

At 
risk 

(7) 
Additional 

nursing 
hours 

(8) 

Nurse 
WTE Cost 

A 123,748 6,275 5.1% 7,896 6.4% 3,142 3,679 3.1 £93,000 
B 161,884 8,612 5.3% 10,878 6.7% 4,314 5,064 4.3 £129,000 
C 119,331 5,670 4.8% 7,501 6.3% 2,843 3,450 2.9 £87,000 
D 140,390 5,097 3.6% 6,731 4.8% 2,554 3,096 2.6 £78,000 

(1) Number of patients registered with the practice.  (2) Estimated number of patients on CHD register.  (3) % of (1) estimated to be 
on CHD register.  (4) Estimated number of patients on CHD or stroke register.  (5) % of (1) estimated to be on CHD or stroke register. 
(6) Number of patients who have not had a comprehensive CVD assessment and medications review.  (7) Additional nursing hours 
required to deliver assessments/reviews to patients in (6).  (8) Additional WTE nursing time required to deliver (7). 

Step 8 

The necessary workforce requirements will probably necessitate a review of the skill 
mix required for the various components of the package of care. For example, many 
GP practices/PCTs have been able to use staff at level NVQ3 and above (healthcare 
assistants, care technicians) to carry out routine reviews, freeing up practice nurse time 
for more complex practice. 

Step 9 

Facilitate effective communication with all staff regarding this new provision. Consider 
any implications for patients and engage representatives in development when required. 

Step 10 

Complete a task/intervention analysis and identify the range and scope of new roles and 
ways of working. 

Step 11 

Develop a skills and knowledge portfolio using tools such as the Calderdale Framework 
in order to review the appropriate skills mix. 

Step 12 

Remodel the register workforce requirement by practice and PBC group/PCT to account 
for alternative staff deployment, allowing for appropriate skill mix being deployed to 
appropriate tasks. 

Step 13 

Identify and ensure that appropriate training and development programmes are in place 
to fully prepare and regularly update practitioners in new and modified roles. If education 
provision is unclear, liaise with PCT and/or regional workforce development colleagues. 

6 
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Step 14 

Monitor uptake and identify ongoing training needs as part of the annual performance 
review and development process. 

Step 15 

Consider the sustainability of this new way of working and any medium- to long-term 
implications. 

CaSe STudIeS 
NHS Sheffield (Sheffield CIRC Programme) 

NHS Sheffield focused on the workforce requirements as the core component of a 
multi-faceted programme to improve CVD case identification and disease prevention. 
It focused on those practices where prevalence was above average for the city (a target 
group of 54 practices) 

• CVD prevalence modelling was compared with the numbers on practice registers at 
baseline. Practices aimed to improve their registers in order to attain at least 90% of 
the expected number, using patient records and hospital discharge data. 

• A local university was commissioned to undertake a training needs assessment of 
primary care nurses’ competencies in providing CVD clinical management. This 
showed that a reasonable level of knowledge was not matched by the confidence to 
apply that knowledge in clinical practice. 

• Nurse training programmes were commissioned with the aim of enabling nurse-led 
management of CVD in primary care (involving both practice and community nurse 
teams), including behaviour change and psychological support. 

• The PCT provided limited duration clinical practice mentoring and support to develop 
confidence and establish systematic working. 

• The prevalence modelling and patient contact time requirements from randomised 
controlled trial evidence were combined to estimate nursing resource need in each 
practice. A comparision with existing nurse resources identified workforce gaps, and 
PCTs then worked with practices to address those gaps. 

• A target was set for practices to achieve at least 80% coverage of secondary 
prevention indicators (for example, blood pressure), as shown by clinical audit, 
within a two-year time frame (this target has largely been exceeded). 

key outcomes 

• In total, the programme resulted in approximately 8,000 more cases of established 
CVD being identified and included in practice registers. 

• Nurse-led CVD management is now the norm. 

• The inequality gap in premature CVD mortality has reduced by approximately 50% 
between the most and least deprived population quintiles in Sheffield. 

• This model was subsequently applied to diabetes management. 
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The competencies and training audit used to inform the nurse continuing professional 
development programme was hugely informative for the subsequent approach. The 
key point was that training alone is not sufficient to change clinical practice. In the 
study, nurses perceived a clinical risk associated with managing CVD patients and 
needed mentoring-type support to develop confidence in their ability – for example, 
some nurses would not advise a patient to increase their physical activity because they 
(falsely) believed it to increase risk for coronary heart disease patients, whereas in 
reality it has a strong risk-reducing effect. 

Some GPs are still not confident about prescribing beta-blockers in heart failure cases 
because they consider that they are contraindicated in such cases (which used to be 
the thinking). Undertaking some form of assessment of people’s confidence to apply 
knowledge is very helpful, and it should be recognised that clinical mentoring or other 
clinical change management support will often be needed in order to effect real change 
in practice. If this is not provided, people are trained, come back to clinic, and then 
carry on doing what they have always done. 

NHS Nottingham City 

NHS Nottingham City modelled the numbers of patients expected to be on registers 
by practice, and multiplied the numbers by an annual average staff time requirement. 
These figures were then used to establish the workforce requirement, and estimates of 
how the skills mix (e.g. use of NVQ 3 Care Technicians) could make the system more 
cost effective and sustainable. The PCT has now commissioned ongoing training for 
cadres of such staff, which are subsequently employed by GPs. It was recognised that 
GPs under pressure may find such a process too problematic on their own. 

8 
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NHS Tower Hamlets 

NHS Tower Hamlets has taken the care package approach to improving primary care. 
The resulting care package for diabetes represents what clinicians view as the gold 
standard. The package is broken down into detailed components, including assessment, 
annual reviews, care planning, medication reviews, etc. The staffing needed to deliver 
the care package is built on predicted need (expected prevalence, demographics, etc.), 
the skills required for each activity, and who would be most suitable to deliver that 
activity in a primary care setting. 

The skills mix is quantified and compared with the existing workforce, and costs are 
derived from the gap. The diabetes care package resulted in doctor, nurse, healthcare 
assistant and administration workforce increases, with the greatest increases in the 
nurse and healthcare assistant groups. The model is outlined in the following diagram, 
using diabetes patients as an example. 

Model predicts staff and costs required to serve the population based on 
demographics, disease prevalence and best care assumptions 

How many diabetics are in the popln? 

10,360 diabetics 

*Assumes: 7 clinical sessions/week, 3 hours/session, 40 weeks per year 
Source: Annual appts per case: 2003 UK doctor consultations by selected ICD10 groups, Compendium of Health Statistics (2007); appt length: Penny Dash; GP 

salary, Laing & Buisson NHS Financial Report 2007 (FY05/06) 
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GP 

(£000) 
Best package of care 

Annual appts per case: 4.3 
Appt length: 20 min 
Staff mix: 
• GP–  25% 
• Practice nurse–  25% 
• Other–  50% 

What does the local popln look like? 

NonBangladeshi

Bangladeshi 

F M 

242,000 residents 

How prevalent is diabetes in this popln? 

Bangladeshi uplift: 1.20 (type I), 1.35 (type II) 
Deprivation uplift: 1.25 (4th & 5th quintiles) 

4.28% 

What staff mix is required to serve this 
popln? 

9 GPs + 9 NPs 

What staff costs will the PCT incur? 

£1.21m 

Staff assumptions 

Annual clinical hrs*: = 820 
GP salary = £290,000 
NP salary = £34,400 
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aPPeNdIX 
The health needs of a population derive from the prevalence of diseases, i.e. the numbers 
of people suffering from different types of illness. 

A robust and well-researched disease prevalence model (DPM) can help identify and 
address those needs. Looking only at the numbers of patients currently being treated for 
a disease does not show its real prevalence and impact on the population’s health. 

At any given time, there are many people who have a disease but are not aware 
of it because it has not yet been diagnosed. DPMs provide estimates of underlying 
prevalence derived from survey work, population statistics and scientific research on 
the risk factors for each disease. This enables an assessment of what might be the real 
needs of communities and facilitates calculation of the level of services needed and of 
the investment required to provide the appropriate level of resources for prevention, early 
detection, treatment and care, should this be the case. DPMs can also be used to support 
case-finding by identifying those areas where detection rates are low and targeting 
enhanced diagnostic activity in those areas. 

It should be recognised that the current models only generate reasonable estimates of 
prevalence extrapolated from available national level data. There may be problems, 
especially in relation to communities with unusual demographics, and a reasonable level 
of suspicion should be maintained, particularly at practice level. The data should be used to 
generate questions about completeness of registration. These can then be tested, including 
through triangulation, e.g. analysing emergency admissions; mortality/major event 
audits (see the HINST guide ‘How to Undertake a Retrospective Cardio-Vascular Disease 
Mortality Audit’). 

The Association of Public Health Observatories has developed, and continues to refine, 
prevalence models for some long-term diseases. These models are available online at www. 
apho.org.uk and are relatively easy to use. 

NHS Comparators also provide practice-level estimates of prevalence for a number of 
diseases. These are available at www.ic.nhs.uk/nhscomparators 

reFereNCeS 
1	� Campbell NC, Thain J, Deans HG et al (1998) Secondary prevention clinics for 

coronary heart disease: randomised trial of effect on health. BMJ 316:1434–1437. 

10 

http://www.apho.org.uk
http://www.apho.org.uk
http://www.ic.nhs.uk/nhscomparators


How to model need and develop a workforce plan to manage 
chronic disease registers as an industrial scale process 

11 

auTHor aNd aCkNowledgeMeNTS 
Written by: 

Ann Goodwin, Deputy Head 
Health Inequalities National Support Team 
hinst@dh.gsi.gov.uk 

Acknowledgements: 

Angela Pengilly, Programme Management Office 
Tower Hamlets Primary Care Trust 

Dr Jeanelle de Gruchy, Deputy Director of Public Health 
Nottingham City PCT 

John Soady, Public Health Principal – Directorate of Public Health 
NHS Sheffield 

Karen Payne, Policy Workforce Stream Lead – Workforce Planning 
Department of Health 

If you want more information on the examples contained in this guide please contact 
HINST on 0207 972 3377 or email hinst@dh.gsi.gov.uk 

mailto:hinst@dh.gsi.gov.uk
mailto:hinst@dh.gsi.gov.uk

	302681_HINST_HowToGuide5_acc.pdf
	Foreword
	Context
	How to model the community-based primary care workforce
	Methodology
	Case studies
	Appendix
	References
	Author and ackknowledgements




