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AGENDA 
 

1 Welcome and Introduction 

 Gateshead and Newcastle CCG 
A Sullivan, Acting Chair 
 

 

2 Apologies for Absence 
 

3 Declarations of Interest 
 

4 Minutes of the previous meeting held on 29 November 2016 Enclosure 

5 Matters arising from the minutes and action log Enclosure 

6 Question Time 
Members of the public may raise issues of general interest that relate to items 
on the agenda.  The chair’s discretion is final on the matters discussed and 
timescale 

 
7 

 
Items of Governance and Assurance  
 

 

7.1 Informal/Temporary List Closure Guidance 
NHS England 

Enclosure 

7.2 Update from Primary Care Commissioning Committee 
Development Session held on 15 November 2016 
D Cornell 

Enclosure 

7.3 Updated Terms of Reference 
D Cornell 

Enclosure 

7.4 GPFV Reception Training 
D Burnicle 

Enclosure 

7.5 Finance Update 2016/17 
D Chandler 

Enclosure 
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7.6 NHS Propco Primary Care Estate 
D Chandler 
 

Enclosure 

8 Items for Information Only  

8.1 Operational Plan Annex on GPFV Enclosure 

8.2 GP Strategy and Implementation Group – minutes from last 
meeting held on 16 November 2016 

Enclosure 

8.3 Workforce Update – minutes from last meeting held on 9 
November2016 

Enclosure 

8.4 CQC Update Report – Published Outcomes Enclosure 

9 Any Other Business 
 

10 Date and Time of Next Meeting 
31 January 2017, Bede Tower, 17:05  
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Primary Care Commissioning Committee 

Minutes of the meeting held on  

Tuesday 29 November 2016 

Bede Tower, Burdon Road, Sunderland SR2 7EA. 

 

Present:  Mr Chris Macklin, lay member primary care commissioning 
(chair) 

   Mr David Gallagher, chief officer 

   Mrs Aileen Sullivan, lay member patient and public involvement  

   Dr Ian Pattison, clinical chair – to 5:40pm 

   Mr David Chandler, chief finance officer 

   Dr Geoff Stephenson, primary care adviser 

   Mrs Debbie Burnicle, deputy chief officer 

   Dr Karthik Gellia, executive gp 

 

In Attendance: Ms Deborah Cornell, head of corporate affairs 

Mrs Fiona Brown, director of people services, Sunderland City 
Council. 
 

 Mrs Denise Jones, NHS England 

Mr Kevin Morris, chair of Healthwatch 

Mrs Jackie Spencer, senior commissioning manager 

 Miss Alison Greener, minutes 

 

2016/69 Welcome and Introductions 
 
Mr Macklin welcomed everyone to the meeting of the primary care 
commissioning committee.  
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Following the development session it was agreed Mrs Ann Fox would be 
invited to be a member of this group as chair of the primary care quality 
group.  Mrs Fox had been unable to attend the meeting today but had 
confirmed she would be attending going forward. . 

 
 
2016/70 Apologies for Absence 

 
Apologies for absence were received from Mrs Tracey Johnstone, head of 
primary care, NHS England. 
 

 
2016/71 Declarations of Interest 

 
None were received at this point of the meeting. 
 
 

2016/72 Minutes of the previous meeting held on 27 September, 2016 
 

The minutes of the meeting held on 27 September had the following 
amendments to be made:- 
 

 Mrs Tracy Johnstone to be removed from the in attendance list 

 P2 Item 2016/62 should state (£3 per head) 
 
Following these amendments, the minutes were agreed as a true record. 

 
 
2016/73 Matters Arising from the Minutes and action log 
  

There were no matters arising. 
  
 
2016/74 GP Extended Access 
 

Mrs Burnicle presented the report.  She had hoped to bring the confirmed 
position to this meeting prior to it going to the executive but it had not 
been possible due to timescales.  A paper would be submitted to the 
executive committee on 6 December for a decision.  It would then come 
back to this committee in January 2017 for information.   
 
The proposal had been influenced by the urgent care strategy and the 
multi-specialist community provider out of hospital work.  There were two 
themes which were the general practice (GP) extended access 
requirement and the local requirement from the GP strategy 
implementation group.   
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The paper included what was required nationally, what was important to 
Sunderland and how this could be secured.  There were a number of 
options about how this could be done, i.e. formal procurement.   
 
The monies identified were in addition to the current delegated budget of 
£6 a head from April 2017 and would be recurrent to provide extended 
access from April or, at the latest, September 2017 if the CCG was in a 
transformation area, which it was.  There was access to pump priming this 
financial year at £1.50 a head to provide for routine and urgent, evening 
and weekends where local needs determined it.  Conversations were still 
taking place about what this would be and how it could be accessed.  The 
proposal for Washington and the North localities was signed off under the 
scheme of delegation and discussions were underway with Coalfields as 
they would also like to be involved.  Dr Pattison noted this was quite an 
undertaking considering the current situation with general practice.  Mr 
Macklin felt that it demonstrated the commitment within general practice 
and that this was possible.   

 
ACTION: GP extended access paper to come to this committee in 

January 2017 following the executive committee meeting 
being held on 6 December. 

 
 
2016/75 Cancer Improvement Scheme 
 

Mrs Burnicle presented the paper for support and consideration of the 
Sunderland primary care cancer improvement scheme. 

 
Proposals were put in place around the use of some of the primary care 
underspend via incentive payments this financial year.  The GP strategy 
implementation group had considered the proposal and it recommended 
that proposals over £200k would need to come to this committee.  This 
was discussed in the locality meetings with the support from the GP 
executive lead and the CCG’s medical director Dr Bradford.  They were 
challenged on whether the amount of money was appropriate for the work 
required and assurance was given that there was a clear incentive for this 
year but the funding would be recurrent.   
 
Dr Gellia noted that on the national website the criteria was quite lengthy.  
He felt it was a good project to do for patient care but there could be a 
huge challenge on time.  Dr Pattison agreed with this.  He had experience 
from this as a practice previously and there was feedback on two urgent 
cancer referrals resulting in approximately 15% cancer diagnosis where 
they were encouraged to improve to a 3% conversation rate.  This 
equated to 3 in every 100 within the two week rule which was a 
contracting issue.  Dr Pattison felt appropriate referrals should not just 
look at percentage.  Almost everyone has to go through the two week rule 
and care should be taken that the two week referral is captured within the 
document.   
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Mr Morris was unsure how outcomes would be evaluated and asked if 
there was a plan for an evaluation and how effective it would be.  Mr 
Macklin felt it would be difficult to evaluate but there was an awareness 
that improvements could be made on cancer outcomes.  One issue was 
early intervention and it was noted that the CCG was not performing well 
on that.  Dr Stephenson noted that this was about standard of care and 
felt the objectives made sense.  He had slight reservations about 
excessive referrals and asked if practice profiles were intended to be 
shared which would help look at behaviours as well as giving an indication 
of where practices were on the spectrum.   
 
Dr Gellia noted that an objective measurement could be undertaken by 
looking at the person and age of cancer through the two week pathway.  
There could be a significant audit undertaken of patients not diagnosed 
through two week pathway.  There was an online template available which 
could be used but it was quite extensive and may be time consuming to 
complete  
 
Mrs Burnicle stated that each of the areas would require some evaluation.  
The underspend in the GP budget was protected for general practice and 
being considered by the GP implementation strategy group.  Mrs Burnicle 
highlighted that the strategic area had been agreed within the CCG and 
this would help pump prime some of the work.  Dr Stephenson felt there 
was a lot of work to be done in a very short timescale.  Mrs Hope 
confirmed that stage one was almost complete and there was time on the 
TITO timetable in December for this.  Mr Macklin asked if some of the 
timelines could be flexible and Mr Chandler stated that this had been done 
before so to a degree they could be.  Dr Stephenson expressed concern 
around this as some practices already did this within the time span and Dr 
Pattison also noted that some practices who had engaged with the 
process had received visits (30 practices).  There needed to be some 
assurance that the process was correct.  Mrs Burnicle did not feel that 
there were large numbers in each practice but it was agreed that timelines 
would not be publicised.   
 
The committee CONSIDERED AND SUPPORTED the proposal and 
agreed the outcomes of the scheme should be shared with all practices to 
encourage transparency of information, activity and profiles. 

 
 
2016/76 Fulwell Medical Centre List Closure 
 

An application had previously been received from Fulwell Medical Centre 
to close its list for a period of 11 months.  At that time the committee 
agreed to a six month list closure on the condition that the practice must 
provide evidence they were actively seeking support from elsewhere. 
 
Mrs Burnicle confirmed that the practice did not want to apply to extend 
their closure and therefore their list would reopen at the end of the 11 
month period. 
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The committee NOTED that the practice did not wish to apply for an 
extension of their list closure. 

 
 
2016/77 Update from Primary Care Commissioning Committee Development 

Session held on 15 November 2016 
 
 Ms Cornell provided a verbal report from the primary care commissioning 

committee development session which was held on the 15 November.   
 

The purpose was to look at the terms of reference, roles and responsibility 
and membership to ensure it was correct and effective in terms of 
commitment as well as ensuring quality versus contracting performance.  
The proposal for the committee to have a delegated financial limit was 
also discussed and it had been agreed a proposal would be taken to the 
audit committee and governing body for approval.  A full report from the 
development session would be available at the next committee.   

 
 Key actions from the sessions included the addition of Mrs Fox to the 

membership and the agreement that the committee needed a delegated 
limit.  Mr Gallagher advised he would take a paper to the audit committee 
to explain the rationale for the committee having a delegated limit.  The 
timings of the meeting were also discussed and agreed it would be 
appropriate to alternate with the governing body so a review of the 
corporate calendar would be done and new dates and times sent out. 

 
Mr Macklin noted the very positive session which would help move 
forward. 
 
ACTION: Development session report to come back to the January 

meeting 
 

Terms of reference to be updated following development 
session 
 
Mr Gallagher to prepare a report for the audit committee 
regarding the application of a delegated limit for this 
committee 

 
 The committee NOTED the update. 
 
2016/78 Primary Care Commissioning Finance Report 
 

Mr Chandler presented a summary of the financial position of the 
delegated general practice budgets as at month seven for the period 
ending 31 October 2016. 
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There was currently an underspend showing on the quality outcomes 
framework APMS, enhanced services and GP services.  Proposals on 
how this could be utilised were included within the report.  
 
Mr Chandler also provided an update on the NHS Property Services 
(NHSPS) premises issue.  He explained that in 2014/15, practices had 
been charged based on historic charges.  In 2015/16 this had moved to 
actual charges which included service charges i.e. electric, gas, 
maintenance etc, which had resulted in significant increases for some 
practices.  This increase applied to practices in NHS property buildings 
only.   
 
For 2016/17, practices were being charged based on estimates of actual 
costs.  This had created a number of concerns and issues within the 
practices occupying NHSPS premises and questions had been raised as 
to whether these new bills were accurate.  Mr Singh had been working 
with practices on this and had visited almost all of the practices that had 
identified possible incorrect bills or that required more information to justify 
the new charges.  Another issue related to the evidence regarding long 
standing agreements for subsidies.  Mr Singh was currently gathering 
information on this and was working with Mr Campbell in NHS England 
and it was hoped this would be resolved soon. 
 
Mrs Burnicle stated that, for new space not currently occupied, there 
would be the formula in terms of the subsidy applied for.  Mr Chandler 
noted this would be a fairer system and that these funds had not 
delegated to the CCG but were held by NHS England.   
 
Dr Stephenson expressed concern that a number of practices could get 
into financial difficulties as a result of these new charges.  Some practices 
were not currently investing at the moment and this included careerstart 
nurses as they were not willing to commit to further spending until this had 
been resolved.  Mr Chandler recognised the need to progress this as soon 
as possible.  Mr Macklin suggested asking Dr Pattison to update practices 
at the TITO as to where things were at.   
 
Mr Gallagher also suggested communicating to practices on this, as well 
as the additional spending plans and finalising the primary and urgent 
care systems.  As there was currently an underspend, more money may 
be needed to be put into the urgent care centres to help provide additional 
routine slots.  Mr Gallagher noted that it was part of the urgent care work 
and that the public would be made aware of what was open, when it was 
open and hours of opening.   

 
The committee NOTED the financial position of delegated general 
practice budgets for the period ending 31 October 2016 and the additional 
non-recurrent spending proposals.  It was also suggested that an update 
on the estates issue be included in Dr Pattison’s introduction at the TITO. 
 



 NHS Official Item 4 

Page 7 of 8 

 

ACTION: Mr Chandler to ensure that Dr Pattison givens an update 
on the estates issue and practices at the December TITO 

 
 

2016/79 Operational Planning Guidance re General Practice 
 

Mrs Burnicle updated the committee that operational planning guidance 
had been received and the timescale for the submission of plans was very 
tight.  However she noted the only difference with this submission was in 
light of the general practice forward view which had a submission date of 
23 December.  This would show how the CCG planned to deliver the 
general practice forward view which would include an annex to the 
operational plan regarding extended hours in light of the recent guidance.  
This would be shared in the January meeting.   
 
ACTION: Copy of the 23 December operational planning guidance re 

general practice submission, including the annex on the 
general practice forward view to be brought to the January 
meeting 

 
 
2016/80 General Practice Forward View Position Statement 
 

The general practice forward view position statement was RECEIVED for 
information. 

 
2016/81 Ex Service Personnel 

 
The ex service personnel report was RECEIVED for information.   
 
 

2016/82 GP Strategy and Implementation Group – minutes from last meeting 
 
The notes of the general practice strategy and implementation group 
meeting held on 26 October 2016 were RECEIVED for information. 
 
 

2016/83 Workforce Update – minutes from last meeting 
 
The notes of the general practice workforce steering group meeting held 
on 5 October 2016 were RECEIVED for information. 
 
 

2016/84 CQC Published Reports 
 
The update on CQC published reports were RECEIVED for information. 
 
 

2016/85 Any Other Business 
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None was received. 
 
2016/86 Date and time of next meeting 
 The next meeting will be held on Tuesday 31 January, 2017 at 17:05. 
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 NHS Sunderland CCG Primary Care Commissioning Action Log 29 November 2016 
 
 
 

Minute Reference Action Point Lead Timescale 

2016/37 Fulwell Medical Centre 
List Closure 

An update on how the practice is seeking 
assistance on their shortage of GPs within the 
practice following approval in May for a 6 months 
list closure 

Mrs Burnicle November meeting 

2016/63 Mr Chandler to provide an update on the 
increased building charges from NHS Property 
Services and the impact on the affected 
practices. 

Mr Chandler Complete 

2016/64 Mrs Stephens to feedback the CCG’s concerns 
in relation to the practice resilience funding and 
how this is being managed. 

Mrs Stephens Complete 

2016/69  Mrs Fox to be invited to future primary care 
commissioning committee meetings. 

Ms Greener ASAP 

2016/74 GP Extended Access Paper to come to the primary care 
commissioning committee following decision 
made at the 6 December executive committee 
meeting 

Mrs Burnicle January meeting 
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2016/77 Primary care 
commissioning committee 
development session 

Full report to come back to the January meeting. Ms Cornell January meeting 

 Terms of reference to be updated following 
development session 

Ms Cornell January meeting 

 Mr Gallagher to prepare a paper for the audit 
committee to apply for a delegated limit 

Mr Gallagher Next audit committee 

2016/78 Finance update 
including current position 
regarding estates 

Mr Chandler to ensure that an update on the 
estates issue is given to Dr Pattison for inclusion 
in his TITO introduction 

Mr Chandler December TITO 

2016/9 Operational planning 
guidance 

Operational planning guidance – copy of the 23 
December submission to be brought to the 
January meeting 

Mrs Burnicle January meeting 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance  

 
PRIMARY CARE COMMISSIONING COMMITTEE 

 
31 January 2017 

Report Title: 

 
NHS England Commissioner Guidelines For 
Responding To Requests From Practices To 
Temporarily Suspend Patient Registration  

Purpose of report 

The purpose of this paper is to provide a summary to the Committee of the attached NHS England 
Commissioner Guidelines for Responding to Requests from Practices to Temporarily Suspend 
Patient Registration, Appendix 1, 

Key points, risks and assurances 

 
Formal List Closure 

 Paragraph 29, Schedule 6, Part 2 of the NHS (GMS Contracts) Regulations (as amended) 
allows for a Practice to request permission from its commissioner to close it list to new 
patients; 

 As the Commissioner, there is a duty to ensure the availability of Primary Care Services to 
patients, the impact on neighbouring practices and the difficulties faced by the practice 
requesting to close the list; 

 If a formal list closure is approved this is for a period not less than three months and no 
more than 12 months. 

 
‘Informal’ or ‘Temporary’ List Closure 

 The GMS and PMS contract do not allow for ‘Informal’ or ‘Temporary’ list closures; 
 Paragraph 17, Schedule 6, Part 2 does allow for the practice to refuse the registration of a 

patient providing this is based on non-discriminatory grounds; 
 This guidance distinguishes the refusal of a patient based on the patients circumstances 

as in Paragraph 17, to that of the practices circumstances; 
 The guidance recognizes that practices may experience unforeseen pressures which can 

be reasonably resolved in the short term, however may be perceived to be a risk to ‘safe 
patient care’ by accepting new patients. 

 
Process to be Adopted 

 Practices should be encouraged to contact the Commissioner at the earliest opportunity to 
work together and agree the support required; 

 Commissioner to engage the LMC; 
 Facilitate actions by the practice to ensure the list is reopened within the time agreed; 
 Actions should consider support from the Resilience Programme or use of section 96, e.g. 

diagnostic/review of the difficulties faced; 
 If the practice is unable to reopen at the agreed time the commissioner may agree an 

extension to the ‘Informal’ or ‘Temporary’ list closure, alternatively the Commissioner may 
agree to consider an application to close the list on a Formal basis. 

 



    

Recommendation/Action Required 

 
The Committee is asked to note the contents of the NHS England Commissioner Guidelines for 
Responding to Requests from Practices to Temporarily Suspend Patient Registration. 

Sponsor/approving director   
 
Christine Keen, Director of Commissioning, NHS 
England Cumbria and North East 

Report author 
  
Jennifer Long, Primary Care Assistant Contract 
Manager, NHS England Cumbria and North East 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties  

CO2:  Maintain financial control and performance targets  

CO3: Maintain and improve the quality and safety of CCG commissioned services  

CO4: Ensure the CCG involves patients and the public in commissioning and reforming services   

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning 

Any relevant legal/statutory issues 

NHS England National Policy 

Are the identified risks on the risk register?  

 
None Identified 

 
If issue/report has been previously reviewed please specify meeting and date 

 
N/A 

 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
N/A  



    

 
 
 
 

Has there been appropriate 
clinical engagement?  

N/A 

Any current or expected 
impact on patient 
outcomes/experience? 
 

N/A 

 
Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   

N/A 
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Commissioner Guidelines for Responding to Requests 
from Practices to Temporarily Suspend Patient 

Registration. 
 
 
Version number: 1 
 
First published: December 2016 
 
Updated: (only if this is applicable) 
 
Prepared by: Primary Care Commissiong, NHS England 
 
Classification: OFFICIAL 
 

Promoting equality and addressing health inequalities are at the heart of NHS 
England’s values. Throughout the development of the policies and processes cited in 
this document, we have: 
·         Given due regard to the need to eliminate discrimination, harassment and 
victimisation, to advance equality of opportunity, and to foster good relations between 
people who share a relevant protected characteristic (as cited under the Equality Act 
2010) and those who do not share it; and 
·         Given regard to the need to reduce inequalities between patients in access to, 
and outcomes from healthcare services and to ensure services are provided in an 
integrated way where this might reduce health inequalities 
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1. Formal List Closure 
 

The GMS and PMS contracts allow for a Practice to request permission from its 
commissioner to close its list to new patients (Paragraph 29 of Schedule 6, Part 2 
of the NHS (GMS Contracts) Regulations (as amended). This option exists to give 
practices a degree of workload control over the management of their services, 
particularly when there is unusual and sustained demand from patients or in 
situations of workforce or recruitment difficulties that affect a practices ability to 
provide services to an acceptable and safe standard.  
As the commissioner also has a duty to ensure the availability of primary care 
services for the resident population it has certain powers with regard to these 
requests including agreeing to the length of the closure and the conditions that 
would need to exist to trigger a re-opening of the list. The commissioner will also 
need to consider the availability of alternative provision for new patients and any 
impact on neighbouring practices. Following changes to the formal list closure 
process in 2012 the commissioner does not have the power to halt practices’ 
delivery of additional and/or enhanced services as a means to reduce practice 
workload thereby keeping the patient list open. Therefore list closure no longer 
carries such financial consequences for the practice as it was once thought to 
have and allows practices to continue to deliver holistic care to registered 
patients. 
When a practice does formally close its list, the requirement is to close between 
three and twelve months; not less than three months. An approved closure notice 
must specify what the time period is.   

 
 

2. ‘Informal’ or ‘Temporary’ List closure 
 

While the GMS and PMS contracts do not allow for a ‘temporary’ or ‘informal’ list 
closure they do allow for a practice to refuse individual patient applications for 
inclusion in a contractors list of patients providing there are reasonable non-
discriminatory grounds to do so (paragraph 17 of Part 2 of Schedule 6). See 
appendix A. In this guidance we distinguish a patient refusal on a case by case 
basis, based on the patient circumstances, from a refusal to allow a patient to 
join the list because of the circumstances surrounding the provider and so do not 
consider paragraph 17 to be appropriate in these circumstances. 
Practices can however suffer unforeseen pressures which can reasonably be 
predicted to be short term. In these circumstances there may be a real or 
perceived risk to ‘safe patient care’ by accepting more new patients onto the list 
and action to address this by the practice should be received by the 
commissioner as a trigger for support and help 
NHS England has seen a significant rise in the number of practices suspending 
registration on a temporary basis causing a significant problem for patients, 
neighbouring practices and commissioners in some areas. 
 
 
Practices do not exist in isolation so when a practice restricts new patient 
registration, this has an impact not only on patients, but on neighbouring 
practices. It is for these types of circumstances that the formal list closure 
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procedure exists; to allow for a considered and managed approach to list 
management across all practices  
 
Because of the potential impact of “temporary suspension” NHS England 
encourages practices to open a dialogue with their commissioner as early as 
possible when considering temporary suspension  
 
These guidelines for commissioners, describe the circumstances where a 
temporary suspension by the contractor of patient registration may be 
appropriate and the conditions that should govern that decision such that the 
roles and responsibilities of both parties are not compromised. 

 

3. Overview of current activity 
 

The increase in temporary suspension of patient registration is a symptom of 
rising pressure in primary care, which creates a risk to patients, neighbouring 
practices and the commissioner; however the risk to patients being registered 
with an oversubscribed practice should also be taken into account.   
 

 

4. Facts/Principles 
 

Addressing practices seeking to ‘Informally’ or ‘Temporarily’ suspend patient 
registration onto their list should be in the context of the General Practice Forward 
View and NHS England’s commitment to supporting practices in difficulty.   
However, NHS England has a duty to ensure that patients have access to primary 
care.  

 Core services includes operating an open list by fact of regulation and is 

how NHS England ensures access to services; the NHS Act confers a duty 

on the commissioner to ensure the provision of services 

 Any actions considered by the commissioner should ensure, system wide, 

safe, quality and accessible core services to patients and be proportionate 

and sensitive to the providers concerned. 

 NHS England and CCGs as Commissioners  have a responsibility to 

address health inequalities  

 Commissioners and providers must work together to ensure compliance 

with the Equality Act, ensuring the rights of those with protected 

characteristics are not directly or indirectly compromised.   

 Good medical practice states that if a GP is aware that patient safety is 

being compromised, then they have a professional duty to act 

 The unintended impact of any action needs to be considered in relation to 

both registered patients and unregistered patients in the locality as well as  

the impact on other local providers both primary (GP and pharmacy) and 

secondary care  
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 The commissioner has the right to assign patients throughout the period 

that the list is not formally closed having due regard to the quality and 

safety of services and the reasons behind the list closure in the first place 

 

5. Issues to be taken into consideration 

NHS England acknowledges that things can rapidly change within practices.  
These may include for example; 

 An immediate and unpredicted shortfall in the availability of staff e.g. 

through sickness or a delay to a staff appointment 

 An unpredicted surge in demand 

 An unexpected event affecting a practices ability in the short term to 

provide the full range of services normally available e.g. a flood or a fire 

(See Force Majeure provisions of the standard GMS, PMS and APMS 

contracts).  

 Impact on a practice of an unfavourable CQC inspection where remedial 

action temporarily affects normal service provision 

In some circumstances the action required to remedy a problem may take several 
months and in others just a few weeks for example, a planned short term 
suspension of registration as part of a recovery plan through the vulnerable 
practice programme.  Alternatively, practice capacity may be temporarily 
compromised by premises development or IT upgrades. Under these 
circumstances it would be usual to expect planning and communication with 
patients in advance with a specific start and end date and disruption measured in 
weeks not months 
In all but exceptional circumstances Practices should approach the commissioner 
in advance so that an action plan that minimises the impact on patients can be 
considered jointly at the earliest opportunity and so that immediate support from 
the commissioner can be put into action. A request to temporarily suspend patient 
registration should be considered by the commissioner as a trigger for support as 
it should for a formal application to close the list 
This guidance does not prescribe what length of time an approval of a temporary 
list suspension is appropriate as this will vary depending on the circumstances.  
The key words are unpredictable and/or short term. In circumstances where there 
is a known history of difficulty in recruitment including the availability of locums or 
the circumstances affecting the practice can be predicted to last longer e.g. a 
planned refurbishment or a rebuilding programme scheduled to last month’s say 
following a flood or a fire, the formal list closure procedure should be encouraged. 
In both cases the practice’s eligibility for support through the Practice Resilience 
Programme should be considered by the commissioner.  
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6. Process to be adopted 
 

All practices should be encouraged to contact their commissioner at the earliest 

possible opportunity i.e. at the point that suspension to registration is being 

considered so that the provider and commissioner can work together to agree what 

support is required.  

 
At this point commissioners should 

 seek to understand the reasons behind the action 

 engage the LMC at the time of a decision as the LMC also carries a 

responsibility for representing all their affected parties  

 Facilitate what action needs to take place by the practice and/or by the 

commissioner for the list to be re-opened. If actions can reasonably be 

expected to take longer than 3 months then the Practice should be 

asked to make a formal application to close its list.  

 
Actions should trigger consideration of the practice resilience programme or use 
of section 96 e.g. a diagnostic/review of the difficulties faced and recommended 
action 

 
At the end of the agreed period where temporary suspension of patient 
registration has occurred, the list would normally re-open. There are only two 
alternative outcomes; 
 

1) If the situation is almost resolved for example an appointment has been 

made but the post not yet filled (for example by a week or two later) an 

extension to the temporary arrangement can be negotiated 

2) Despite support to deliver an action plan the practice continues to feel 

compromised. The commissioner should then consider an application for 

formal list closure, which will require wider consultation.  The parties will 

need to agree the status of the practice list during the formal process, 

whether, having regard to all local circumstances, the practice should 

continue to operate a temporary suspension to patient registration.  

These guidelines have been drafted in recognition of the immediate pressures 
facing some practices; they do not however sanction the term ‘open but full’.  
Where a practice is failing to engage with the commissioner, and unilaterally 
seeking to determine its own restrictions on patient access, without consideration 
of the impact on patient access generally or the implications for neighbouring 
practices, then contractual action may need to be considered  
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Appendix A; paragraph 17 of Part 2 of Schedule 6 
Refusal of applications for inclusion in the list of patients or for 
acceptance as a temporary resident 

 

17.—(1) The contractor shall only refuse an application made under paragraph 15 or                

16 if it has reasonable grounds for doing so which do not relate to the applicant’s 
race, gender, social class, age, religion, sexual orientation, appearance, disability or 

medical condition.  

(2) The reasonable grounds referred to in paragraph (1) shall, in the case of 

applications made under paragraph 15, include the ground that the applicant does 

not live in the contractor’s practice area.  

(3) A contractor which refuses an application made under paragraph 15 or 16 

shall, within 14 days of its decision, notify the applicant (or, in the case of a child or 

incapable adult, the person making the application on their behalf) in writing of the 

refusal and the reason for it.  

(4) The contractor shall keep a written record of refusals of applications made 

under paragraph 15 and of the reasons for them and shall make this record 

available to the Primary Care Trust on request. 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
PRIMARY CARE COMMISSIONING COMMITTEE 

 
31 January 2017 

Report Title: 
 

Committee Development Session Summary report  
 

Purpose of report 

To provide the committee with a summary report of the development session held on 15 November 
2016. 

Key points, risks and assurances 

The purpose of the development session was to provide an opportunity for members of the primary 
care commissioning committee to review its effectiveness and provide assurance to the governing 
body that the structure and membership of the committee were still accurate to enable it to deliver 
the delegated function on behalf of the governing body. 
 
The session covered the following objectives: 
 

 To review the terms of reference 

 To review roles and responsibilities of members 

 To review the effectiveness of the committee and relationship with other committees 

 Quality v contract performance – how do we address this? 

 Future proofing – do we need to make changes going forward? 

 Should the committee have a delegated limit 

 
The members undertook group work discussions to focus on key areas of development for the 
committee such as a review and understanding of member roles, effectiveness of the committee in 
delivering its required functions and responsibilities and future proofing the committee going 
forward. 
 
The outcome of the discussions is detailed in the attached report and the agreed actions are 
highlighted in section 5.  
 

Recommendation/Action Required 

The committee is asked to receive the report for information and note the actions  
 

Sponsor/approving director   

Chris Macklin, Lay member for Primary Care 
Commissioning and Chair  
Debbie Burnicle 
Deputy Chief Officer 

Report author Deborah Cornell, Head of Corporate Affairs 

Governance and Assurance 
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Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties  

CO2:  Maintain financial control and performance targets  

CO3: Maintain and improve the quality and safety of CCG commissioned services  

CO4: Ensure the CCG involves patients and the public in commissioning and reforming services   

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

Statutory guidance relating to conflicts of interest and best practice guidance in relation to 
governance 

Are the identified risks on the risk register?  

None identified  

 
If issue/report has been previously reviewed please specify meeting and date 

Not applicable  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
No 

Has there been appropriate 
clinical engagement?  

Yes as part of the membership of the committee 

Has there been/or does there 
need to be any patient and 
public involvement? 

Not applicable – development session only 

Any current or expected 
impact on patient 
outcomes/experience? 
 

Not applicable – development session only  

Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   

GPs and stakeholders included as part of the committee 
membership and attendance. 
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Committee 

Development Session 
 
 

Summary Report and Action Plan 
 
 
  

15 November 2016 
 

 

 

 

 

Deborah Cornell 

Head of Corporate Affairs  
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1. Introduction and purpose of the session 
 

The purpose of the development session was to provide an opportunity for members 

of the primary care commissioning committee to review its effectiveness and provide 

assurance to the governing body that the structure and membership of the committee 

were still accurate to enable it to deliver the delegated function on behalf of the 

governing body. 

 

Mr Macklin, chair, welcomed everyone to the first development session of the 

committee and set out the purpose of the session.  The aims of the session were: 

 

 To review the terms of reference 

 To review roles and responsibilities of members 

 To review the effectiveness of the committee and relationship with other 

committees 

 Quality v contract performance – how do we address this? 

 Future proofing – do we need to make changes going forward? 

 Should the committee have a delegated limit 

 

The session was attended by: 

 

Chris Macklin Lay member, Chair  Aileen Sullivan Lay member, PPI 

David Gallagher Chief Officer Kevin Morris Chair of 
Healthwatch 

Ian Pattison Clinical Chair Tracey Johnstone NHS England 
representative 

David Chandler Chief Finance Officer Alison Greener  PA to Debbie 
Burnicle (notes) 

Debbie Burnicle Deputy Chief Officer  Deborah Cornell Head of Corporate 
Affairs (facilitator) 

 
Apologies were received from Dr Karthik Gelia and Ms Fiona Brown, Sunderland City 
Council. 
 
A copy of the agenda is attached at appendix A.  

 
 

2. Getting to know each other 
 

The session began in the form of an icebreaker.  Members were presented with a 

number of pictures and asked to select a picture of their choice and explain what it 

was and what it represented to them. 

 

2.1 What is our role? 

 

The group were asked to describe what they thought their individual roles were in the 

committee and how they contributed to its effectiveness. 
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Name Role 

Alison Greener  Administrative support to the committee  

Deborah Cornell  Governance adviser to ensure that the committee operates 

effectively and discharged its functions appropriately, especially in 

relation to governance issues.  

Aileen Sullivan 

 

As PPI representative, to ensure that patients had been considered 

in the commissioning decisions and their views taken into account. 

Also consideration from a quality and safety perspective and to 

provide the lay member challenge generally.   

David Gallagher  

 

Ensure delivery of the delegated function, managing conflicts of 

interest, as well as linking in with the rest of CCG work.  

Contributing, challenging and participation for right outcomes for 

patients. 

Dr Ian Pattison  

 

 

GP expertise, overall strategy and delivery.  Seek assurance 

around the delivery of the function and ensure good governance 

principles are adhered to as part of his CCG chair role.    

Tracey Johnstone  NHS England role had changed.  At the beginning she was there 

as an adviser but now more as critical friend.  Brings historic 

experience and knowledge of current issues.  

David Chandler  

 

 

In a leadership role by supporting the general direction of primary 

care.  From a financial perspective, assists with governance, 

reporting, decision making, and developing strategy through value 

for money. 

Kevin Morris 

 

Felt he did sometimes question his role, but ultimately he felt he 

was there to represent the voice of patients or to make sure the 

voice of patients was taken into consideration, asking awkward 

questions when needed.  

Chris Macklin 

 

As chair his role was to lead the committee, ensure its 

effectiveness and provide assurance on delivery to the governing 

body.  To ensure there were clear objectives and the effective 

delivery of them.  Demonstrate accountability to the governing body 

through clear communication. 

Debbie Burnicle 

 

As director lead for general practice her role was to steer and 

deliver the commissioning agenda for general practice.  To ensure 

that work was being delivered appropriately, sense checking and 

re-steering as appropriate. Ensure any decisions made are in line 

with the CCG’s strategy.  

 

 

Mr Macklin noted that the committee had evolved and acknowledged the good work 

that Mrs Sullivan had undertaken in chairing the meeting when it was established until 

he took over as chair in September 2015.   

 

Ms Cornell noted that other CCGs were currently going through this now and she had 

been asked for advice on several occasions as Sunderland CCG was at a more 

advanced stage of the journey.   
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Mr Macklin noted the critical hurdle had been to develop and agree the general 

practice strategy which had helped provide a clear focus for the committee.   

 
 

3. Exercise 1 – Mirror Mirror 
 

Ms Cornell introduced this exercise which was aimed at reflecting on what the 

committee was set up to deliver and how it had achieved this over the past 18 months.  

Copies of the terms of reference and previous minutes were available for review if 

needed.    

 

The committee was divided into 2 to discuss a number of questions/statements that 

had been proposed for consideration.  The questions and statements were as follows 

with the feedback from the 2 groups detailed underneath as follows:  

 

 Our discussions are focused and relevant to our purpose and aims 

 Healthwatch Chair felt comfortable now to ask questions and challenge 

 NHS England (NHSE) view – we do this well 

 

 I/we understand how the PCCC should manage conflicts of interest: 

 Fully agree 

 Chair – as get the chair’s governance pack   
 We are all comfortable with this  

 

 Reports provide sufficient and appropriate information to fulfil our PCCC roles: 

 Need to flag things with the Healthwatch chair earlier re: engagement plans 

– as whilst public might be engaged, the Healthwatch chair not always 

aware until the committee meetings 

 Same with other partners – Sunderland City Council, OSC etc 

 

 The agendas for our meetings are realistic for the timescales 

 Agreed by all 

 

 What role/function do we/should we perform in addressing contract quality and 

contract performance 

 Yes we should perform this as it is part of our role 

 Oversight plus action 

 Need a balance between the QSRC and PCCC – how do we join this up?  

 Needs further development 

 Not just the PCCC’s role/responsibility 

 Role of the primary care quality group (around assurance) – how does this 

link with the PCCC?  Unclear what its current status is and the link to PCCC 

 Role is evolving 

 Need to include quality representative on the committee – Ann Fox and/or 

Claire Bradford? To give an overview of primary care quality issues 
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 Do we need a CCG contracting and performance representative on the 

committee? – needs more consideration as this function is provided by the 

NHSE primary care contract management team 

 

 How well have we achieved our desire to increase quality, efficiency, productivity 

and value for money: 

 Remove administrative barriers  - internal/external communications 

 6 out of 10 – much more to do  

 

 Do we have/need relationships/links with other committees/groups 

 Yes - links with all 

 Primary care quality review group delivery 

 Yes - QSRC 

 

 We make collective decisions on the review, planning and procurement of PMC’s 
services in Sunderland: 

 Fairly comfortable with this 

 More reflection on governance/decision-making and clarity of 

roles/responsibilities 

 Agree 

 NHSE ↔ CCG 

 

 I/we understand the role of the PCCC 

 Yes – all agree  

  

2.1 Parked Issues 

 

Role of LA – attendance, not joined up, commitment, impact of the multi-specialist 

community provider (MSCP) as LA representation had not been consistent lately. 

 

2.2 Key themes  

 

 The key themes coming out from the group work were:  

 

 Need to share key documents across committees 

 Look at how information is shared as a senior team – is there a gap? 

 Quality versus contract a big issue: clarification on the role of primary care 

quality group (create quality, monitoring etc) 

 Wider quality wide issue – how do we measure this as a committee? 

 Understanding contract performance 

 General practice five year forward view impact 

 Reactive rather than proactive – need to change 

 Key quality metrics – is the committee sighted on the real quality issues? 

 The committee was very focussed  
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 Still evolving 

 
 
2.3 General discussion feedback 
 

Mr Macklin referred to the parked issue and the role of the local authority (LA).   

Ms Fiona Brown, executive director of people, had been occasionally attending 

although there was often no LA representative.  Mr Gallagher stated this issue was not 

unique to the committee and was a symptom of the significant change the LA was 

currently undergoing but acknowledged this needed to be raised. Mr Macklin felt this 

was a gap in a lot of the discussions that had taken place in the committee.   

 

Dr Pattison noted that as the CCG was working towards an MSCP contract, especially 

with regards to the joint commissioning arrangements, their participation in the 

discussions was crucial.  

 

Mr Macklin noted that the area with that had sparked the greatest debate in his group 

was addressing the issue of quality of contracting and the role of primary care quality 

group.  Although this group was evolving, there was insufficient understanding on what 

it did and how it would provide assurance so the general consensus was that this was 

a gap.  

 

Mr Gallagher agreed with this and felt quality needed to be more linked to the work of 

the committee.  Mrs Burnicle also suggested that contract performance should be 

included and Mr Gallagher agreed that more needed to be done with regards to this 

which included monitoring, recognising and intervening.   

 

Mr Chandler noted a high level overview of finance was given at each meeting to 

provide assurance regarding current finances.  He queried whether the committee 

should be receiving the same level of information regarding performance and whether 

the CCG was investing wisely to improve those areas.   

 

Mrs Sullivan referred to the quality framework recently been published by NHSE as 

she had received a summary of at a quality, safety and risk committee (QSRC) 

meeting previously. She felt it would be useful to have Mrs Fox on the committee given 

her role as director lead for quality to provide assurance to the committee (this was 

discussed in more detail in the section 4).  Although Mrs Sullivan was chair of the 

QSRC and a member of this committee, it was not her role to be the link between the 

two committees from a management perspective.  

 

Mr Macklin noted that the committee had a dual role of being supportive but also 

addressing issues when they arose.  Mrs Johnstone felt the committee undertook this 

dual role well and added that from the many committees she attended, the PCCC in 

Sunderland was always very focussed.   
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Mr Morris noted that he was sometimes not aware of patient and public involvement 

until receiving papers for the meeting and Mrs Sullivan agreed. Mrs Burnicle assured 

that that both Mr Morris and Mrs Sullivan would be made more aware in the future.  

Mrs Burnicle advised the communication and engagement strategy for the joint 

working with City Hospitals Sunderland (CHS) and South Tyneside NHS Foundation 

Trust (STFT) was available and she would share this with them both. 

 
Mr Gallagher noted that the CCG was a small organisation to be able to share 

information more easily with Healthwatch and lay members but was aware this was 

not always being done as well as it should be.  He felt a review with the senior team 

may need to be undertaken to help improve this 

 
 

4. Exercise 2 – Art of Delegation 
 

A proposal had recently been to the Audit Committee to amend the CCG’s scheme of 

reservation and delegation to give the committee a delegated limit.  This would allow 

the committee to make financial decisions without the reliance on the individual limits 

of the chief officer and chief finance officer. 

 

Ms Cornell had asked the audit committee to consider what limit they felt may be 

appropriate without duplicating the role of the executive committee.  The audit 

committee had not supported the proposal and had asked for clearer rationale to be 

presented to them at their next meeting in January 2017 as to why a limit was needed. 

 

Ms Cornell asked the members to discuss what the rationale for the committee having 

a limit was, as well as considering the future direction of the committee and what it 

should look like.    

 

The following questions were posed to the members:  

 Currently we operate without delegated limit - how does this impact our role 
and function? 
 Needs to be firmer/clearer 
 Clinical influence? 
 Lots of rework 
 Need an ‘evolutionary step’ 
 If yes, what limit? – needs clarifying 
 What happens if CO/CFO not there? 

 

 What does/should the future of our committee look like? 
 Any changes to the terms of reference? 
 Membership 
 Actions needed to get us where we want to be? 

 
 
4.1 Key themes 

 

 Agreement that a limit was needed – set £500k, equates to £1.75 per head (DCo) 
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 Review frequency of meetings: hold in between the governing body rather than on 

the same day (minimum of 6 per year) 

 More development sessions were needed – add to the corporate calendar (DCo) 

 Ann Fox/Claire Bradford  to be included in the membership to be on committee to 

provide a link with the quality agenda (Chris) 

 GPs membership – leave as 2 

 Update the terms of reference to reflect the above (DCo) 

 Statutory guidance to be check to ensure the committee can be given a limit (DCo) 

 More detail for Healthwatch and lay members to keep them informed/give 

background (DB) 

 

 

4.2  General discussion feedback 

 

4.2.1 Delegated limit 

 

Mr Chandler noted that when the committee was originally established, it was not a 

delegated limit purposely.  Dr Pattison highlighted that this was to try to minimise 

conflicts of interest and having multiple points of decision-making within the 

organisation.  The committee was primarily established as an expert ‘critical friend’ to 

ensure conflicts were managed appropriately and robustly and to make 

recommendations to the executive committee and governing body.    

 

Mr Macklin added that at the initial inception of the committee, the boundaries were 

not clear but 18 months later they now were and that by having a reasonable 

delegated limit it would enable the committee to fulfil its functions more effectively.  

Mrs Burnicle highlighted that management of the general practice budget was a core 

function of the committee, as well as making decisions for the review of services.  In 

doing these, it would suggest it now needs a delegated limit.  In addition, relying 

solely on the chief officer and chief finance officer was not deemed to be a robust 

process as there was the risk that one or both of them may not be present.  

 

The committee was established so it would not have a clinical majority due to 

conflicts of interests; however this is not now deemed to be such an issue due to the 

CCG having robust conflicts of interest arrangements in place.  

 

Mrs Burnicle also highlighted by having a delegated limit, this would help reduce the 

amount of re-work currently in relation to having to take things to either executive 

committee or governing body in addition to this committee.  Timing was also a factor 

as this could cause unnecessary delays and there tended to be less understanding 

when issues were presented for ratification at the executive committee and governing 

body and therefore she queried why a primary care commissioning committee was 

needed if that was the case.  Dr Pattison stated it brought more visibility and 

transparency to the wider clinical members, as well as better management of 

conflicts. 
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Mr Macklin acknowledged the decision of not having a delegated limit initially, but 

time had now moved on.  Dr Pattison asked if any decision had been made by the 

committee that had not been ratified as this may cause a governance risk.  Ms 

Cornell stated there had not been many had as they were generally approved under 

the individual delegated limits of the chief officer and chief finance officer which, 

whilst not a risk as such, was not deemed to best practice from a governance 

perspective.    

 

Ms Cornell shared some examples from other CCGs where primary care 

commissioning committees had delegated limits, in particular South Tees CCG. 

 

Mr Gallagher felt it was not necessary a governance risk but was a bind and caused 

an administrative burden through the duplication of work.  As long as there was 

careful consideration regarding the limit, he did not see any reason as to why the 

committee could not have one as it would most likely be lower than the joint limit of 

himself as chief officer and the chief finance officer.   

 

Dr Pattison asked Ms Cornell about what this meant from a governance perspective 

and she stated that it was not good practice to rely on 2 individuals to act on behalf of 

the committee.   

 

The audit committee chair had felt that statutorily this committee should not have a 

budget.  Mr Macklin advised he did not think this it was an issue statutorily and was 

disappointed with the audit committee stance.  He advised he would speak to the 

audit committee chair about this.  He clarified this was about the committee having 

the practical ability to progress issues without the need for it to be presented 

elsewhere for ratification. 

 

Dr Pattison asked if the terms of reference of the other CCGs with delegated limits 

had been approved by NHS England as part of their delegation arrangements.  Ms 

Cornell noted they had and therefore it was not an issue for the committee to have 

one.  CCGs are required to have a primary care commissioning committee but how it 

operated within the governance structure was the responsibility of each individual 

CCG. 

 

Following the above discussion, the members agreed the committee should here was 

an agreement that the primary care commissioning committee have a delegated limit 

of £500k which equated to £1.75 per head of population.  

 

4.2.2  Timing of meetings 

 

It was agreed that it would be more beneficial if the committee meetings took place 

prior to the governing body meeting, especially if the committee makes 

recommendations for items to go there for approval.  Therefore alternate months with 
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the governing body would make more sense and also help the ccg team manage the 

demands of both committees more effectively. 

 

The frequency of the meetings was discussed as the terms of reference state they 

should not be less than 8 times per financial year.  It was agreed that the current 

number was right but can be improved by alternating with the governing body.  It was 

agreed that it would be helpful to have at least one development session per year. 

 

4.2.3 Terms of reference 

 

It was agreed that Mrs Ann Fox, director of nursing, quality and safety should be 

included on the membership to provide a more robust link with the quality agenda.  It 

was suggested that she could alternate with Dr Claire Bradford as the CQC quality 

link.  Mr Macklin will speak to both Mrs Fox and Dr Bradford regarding this.  

 

5. Action Planning and Next Steps 
 

The agreed actions from the session are detailed below: 
 

 Action Responsible Timescales 

1 The issue of representation and attendance 
to the committee to be raised with the local 
authority.  

Mr Gallagher  Following the 
meeting  

2 Mrs Burnicle to send Mr Morris and Mrs 
Sullivan a copy of the communication and 
engagement strategy on the joint working 
between CHS and STFT 

Mrs Burnicle Following the 
development session  

3 A review with the senior team on how 
information was being shared with 
Healthwatch and lay members 

Mr Gallagher  March 2017 

4 Discussion with the audit committee chair 
regarding her views on the committee having 
a delegated limit.   

Mr Macklin 31 January 2017 

5 Statutory guidance to be checked with 
regards to whether the committee can have a 
delegated limit or not 

Ms Cornell 31 January 2017 

6 A rationale paper to be drafted for the audit 
committee with a suggested delegated limit of 
£500k equating to £1.75 per head. 

Ms Cornell 31 January 2017 

7 Mrs Ann Fox to be included in the 
membership as the quality link and Dr 
Bradford as CQC link – alternating 
attendance at meetings  

Mr Macklin Following the 
meeting  

8 Committee meetings to remain bi-monthly but 
to alternate with governing body 

Ms Cornell April 2017 (new 
corporate calendar) 

9 A development session to be held once a 
year and included in the corporate calendar 

Ms Cornell April 2017  
(new corporate 
calendar) 

10 Terms of reference to be updated to include 
the changes agreed in the session 

Ms Cornell  
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Mr Macklin thanked everyone for attending the session and felt it had been a very 

useful and informative session to allow the committee time out to focus on its 

effectiveness and to look towards the future.  

 

He thanked Ms Cornell for a well facilitated development session.  She had kept the 

session on track and achieved the objectives set out at the beginning of the session. 

 

Mr Macklin asked that the actions above be progressed within the specified 

timescales. 
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Appendix A 

 
 

 

 

 

Primary Care Commissioning Committee Development Session 

15 November 2016, 9.30 – 11.30 

Tom Cowie Suite, Pemberton House  

 
 

AGENDA 
 
 

Aim: Objectives of the day are to:   

 Review the terms of reference 

 Review roles and responsibilities of members  

 Review effectiveness of the committee and relationship with other 
committees 

 Quality v. contract performance – how do we address this? 

 Future proofing – do we need to make changes going forward? 

 Should the committee have a delegated limit?  
 
 

9:30  Welcome and purpose of session    Chris Macklin 
 
9:35  Introduction from members     Group work 

 picture perfect 
 
09.45  What is our role      Deborah Cornell 
 
10.00  Exercise 1 

 mirror mirror       Group work 
 
10.30  Feedback 
 
10.40  Exercise 2 

 art of delegation     Group work 
 
11.10  Feedback 
 
11.20  Action planning and next steps    Chris Macklin 
 
11.30  Close session  
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

PRIMARY CARE COMMISSIONING COMMITTEE 

 

31 January 2017 

Report Title: 

 

Amended Terms of Reference  

 

Purpose of report 

To provide the committee with an amended version of the terms of reference. 

Key points, risks and assurances 

The committee held its first development session in November 2016 to undertake a review of its 

effectiveness and provide assurance to the Governing Body that it is exercising its delegated 

functions appropriately and in line with its roles and responsibilities as set out in its terms of 

reference.   

 

The aims of the session were:   

 To review the terms of reference 

 To review roles and responsibilities of members 

 To review the effectiveness of the committee and relationship with other committees 

 Quality versus contract performance  

 Future proofing 

 A delegated limit for the committee 
 

A full report of the development session is covered by a separate agenda item. 

 

The terms of reference were discussed in detail at the session and as a result, some changes to 

the membership were recommended.  It was recognised that the committee needed to establish 

stronger links in relation to the quality agenda and how the committee gained assurance from the 

newly established primary care quality review group going forward.   

 

As a result, a recommendation was made to expand the membership to include the director of 

nursing, quality and safety to establish stronger links with the quality agenda and ensure the 

committee gained further assurance in relation to this.  It was also suggested that the medical 

director was part of the membership due to her work with practices and the Care Quality 

Commission and attendance could be alternated between the two to provide a wider perspective 

on quality. 

 

The attached terms of reference have been revised to reflect these changes and highlighted in 

yellow for ease of reference.       

Recommendation/Action Required 

The committee is asked to: 

 Review and approve the amended terms of reference; 

 Recommended their submission to the Governing Body for formal approval.  



PCCC TOR_v2 DRAFT 

   2 
 

Sponsor/approving director   
Chris Macklin, Chair 

Debbie Burnicle Deputy Chief Officer 

Report author Deborah Cornell, Head of Corporate Affairs 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties  

CO2:  Maintain financial control and performance targets  

CO3: Maintain and improve the quality and safety of CCG commissioned services  

CO4: Ensure the CCG involves patients and the public in commissioning and reforming services   

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

As specified in the terms of reference. 

Are the identified risks on the risk register?  

None identified 

 

If issue/report has been previously reviewed please specify meeting and date 

Previous version of the terms of reference approved by the committee and Governing Body in 

October 2015 

Equality analysis completed 

(please tick)  
Yes  No  N/A  

Key implications 

Are additional resources 

required?   

 

None identified  

Has there been appropriate 

clinical engagement?  
Yes as part of the development session  

Has there been/or does there 

need to be any patient and 

public involvement? 

Not applicable  

Any current or expected 

impact on patient 

outcomes/experience? 

Not applicable  

Has there been member 

practice and/or other 

stakeholder engagement if 

needed?   

Not applicable 



PCCC TOR_v2 DRAFT 

   3 
 

 

 

 

 

 

 
 

 

Primary Care Commissioning Committee 

 

Terms of Reference 

  

 

1. Introduction  

 

1.1 Simon Stevens, the Chief Executive of NHS England, announced on 1 May 

2014 that NHS England was inviting CCGs to expand their role in primary care 

commissioning and to submit expressions of interest setting out the CCG’s 
preference for how it would like to exercise expanded primary medical care 

commissioning functions.  One option available was that NHS England would 

delegate the exercise of certain specified primary care commissioning functions 

to a CCG.     

 

1.2 In accordance with its statutory powers under section 13Z of the National 

Health Service Act 2006 (as amended), NHS England has delegated the 

exercise of the functions specified in schedule 2 to these terms of reference to 

NHS Sunderland CCG. The delegation is set out in Schedule 1.  

 

1.3 NHS Sunderland CCG (the CCG) has established this Primary Care 

Commissioning Committee (the committee). The committee will function as a 

corporate decision-making body for the management of the delegated functions 

and the exercise of the delegated powers.    

 

1.4 It is a committee comprising representatives of the following organisations:  

 

 NHS Sunderland CCG 

 NHS England 

 Sunderland City Council 

 Sunderland Healthwatch  
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2. Statutory Framework  

 

2.1 NHS England has delegated authority to the CCG to exercise the primary 

medical care commissioning functions set out in schedule 2 in accordance with 

section 13Z of the NHS Act.  

 

2.2 Arrangements made under section 13Z may be on such terms and conditions 

(including terms as to payment) as may be agreed between NHS England and 

the CCG. 

 

2.3 Arrangements made under section 13Z do not affect the liability of NHS 

England for the exercise of any of its functions. However, the CCG 

acknowledges that in exercising its functions (including those delegated to it), it 

must comply with the statutory duties set out in Chapter A2 of the NHS Act and 

including: 

a) Management of conflicts of interest (section 14O); 

b) Duty to promote the NHS Constitution (section 14P); 

c) Duty to exercise its functions effectively, efficiently and economically 

(section 14Q); 

d) Duty as to improvement in quality of services (section 14R); 

e) Duty in relation to quality of primary medical care services (section 14S); 

f) Duties as to reducing inequalities (section 14T); 

g) Duty to promote the involvement of each patient (section 14U); 

h) Duty as to patient choice (section 14V); 

i) Duty as to promoting integration (section 14Z1); 

j) Public involvement and consultation (section 14Z2). 

 

2.4 The CCG will also need to specifically, in respect of the delegated functions 

from NHS England, exercise those set out below: 

 

 Duty to have regard to impact on services in certain areas (section 13O); 

 Duty as respects variation in provision of health services (section 13P).  

 

2.5 The committee is established as a committee of the Governing Body in 

accordance with schedule 1A of the ‘NHS Act’.  
 

2.6 The members acknowledge that the committee is subject to any directions 

made by NHS England or by the secretary of state.  

 

 

3. Role of the committee   

 

3.1 The committee has been established in accordance with the above statutory 

provisions to enable the members to make collective decisions on the review, 
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planning and procurement of primary medical care services in Sunderland, 

under delegated authority from NHS England.  

 

3.2 In performing its role the committee will exercise its management of the 

functions in accordance with the agreement entered into between NHS England 

and NHS Sunderland CCG, which will sit alongside the delegation and terms of 

reference. 

 

3.3 The functions of the committee are undertaken in the context of a desire to 

promote increased co-commissioning to increase quality, efficiency, productivity 

and value for money and to remove administrative barriers.  

 

3.4 The role of the committee shall be to carry out the functions relating to the 

commissioning of primary medical care services under section 83 of the NHS 

Act.  

 

3.5 This includes the following: 

 GMS, PMS and APMS contracts (including the design of PMS and APMS 

contracts, monitoring of contracts, taking contractual action such as 

issuing branch/remedial notices, and removing a contract); 

 Newly designed enhanced services (‘local enhanced services’ and 

‘directed enhanced services’); 
 Design of local incentive schemes as an alternative to the Quality 

Outcomes Framework (QOF); 

 Decision making on whether to establish new GP practices in an area; 

 Approving practice mergers; and 

 Making decisions on ‘discretionary’ payment (e.g., returner/retainer 
schemes). 

 

3.6 The CCG will also carry out the following activities: 

a) To plan, including needs assessment, primary medical care services in 

Sunderland; 

b) To undertake reviews of primary medical care services in Sunderland;  

c) To co-ordinate a common approach to the commissioning of primary care 

services generally; 

d) To manage the budget for commissioning of primary medical care services 

in Sunderland.     

 

 

4. Geographical coverage   

 

4.1 The committee will cover the CCG area of Sunderland CCG.   

 

 

5. Membership 
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5.1 The committee shall consist of:  

 

 lay member (chair) 

 lay member 

 chief officer 

 chief finance officer 

 GPs x 2 

 deputy chief officer  

 director of nursing, quality and safety/medical director  

 

 *The CCG chair will be an ex-officio member.           

 

5.2 The chair of the committee shall be a lay member to avoid any conflicts of 

interest and to provide a direct link to the governing body.  

 

5.3 The vice chair of the committee shall also be a lay member to avoid any 

conflicts of interest and to provide a direct link to the governing body. 

 

5.4 The following will be invited to attend the committee to provide additional 

expertise and to support alignment in decision-making across the local health 

and social care system in Sunderland but will not have a voting right reflecting 

their independence:  

 

 Sunderland City Council representative  

 Local Healthwatch representative 

 NHS England  

 

5.5 Other representatives may be invited to attend as deemed necessary by the 

chair.  

 

 

6. Meetings and voting   

 

6.1   The committee will operate in accordance with the CCG’s standing orders. The 

head of corporate affairs, as secretary to the committee, will be responsible for 

giving notice of meetings. This will be accompanied by an agenda and 

supporting papers and sent to each member representative no later than 7 

days before the date of the meeting. When the chair of the committee deems it 

necessary in light of the urgent circumstances to call a meeting at short notice, 

the notice period shall be such as s/he shall specify.  

 

6.2 Each member of the committee shall have one vote.  The committee shall 

reach decisions by a simple majority of members present, but with the chair 
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having a second and deciding vote if necessary. However the aim of the 

committee will be to achieve consensus decision-making wherever possible.     

 

 

7. Quoracy 

 

7.1 The quoracy of the committee shall be half of the membership and include:   

   

 at least one lay member or vice chair  

 at least the chief officer or chief finance officer 

 at least one GP   

 

7.2 Where a conflict of interest arises which prevents the GPs from being involved 

in the discussion and/or voting on any matters, and/or the quoracy of the 

meeting or for individual agenda items cannot be maintained, the quoracy for 

the meeting will be: 

 

 at least the chief officer or the chief finance officer; 

 at least one lay member  

 

 

8. Frequency of meetings   

 

8.1   Meetings of the committee will be held monthly and not less than 8 times per 

financial year. There will be no more than 10 weeks between meetings.  

Members will be expected to attend each meeting.  

 

8.2 Meetings of the committee shall:  

 

a) be held in public, subject to the application of 23(b); 

b) the committee may resolve to exclude the public from a meeting that is 

open to the public (whether during the whole or part of the proceedings) 

whenever publicity would be prejudicial to the public interest by reason of 

the confidential nature of the business to be transacted or for other special 

reasons stated in the resolution and arising from the nature of that business 

or of the proceedings or for any other reason permitted by the Public 

Bodies (Admission to Meetings) Act 1960 as amended or succeeded from 

time to time.   

 

8.3 Members of the committee have a collective responsibility for the operation of 

the committee. They will participate in discussion, review evidence and provide 

objective expert input to the best of their knowledge and ability, and endeavour 

to reach a collective view.  
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8.4 The committee may delegate tasks to such individuals, sub-committees or 

individual members as it shall see fit, provided that any such delegations are 

consistent with the parties’ relevant governance arrangements, are recorded in 

a scheme of delegation, are governed by terms of reference as appropriate and 

reflect appropriate arrangements for the management of conflicts of interest. 

 

8.5 The committee may call additional experts to attend meetings on an ad hoc 

basis to inform discussions. 

 

8.6 Members of the committee shall respect confidentiality requirements as set out 

in the CCG’s standing orders.  

 

8.7 The committee will present its confirmed minutes to the Cumbria and North 

East area team of NHS England and the Governing Body of the CCG each 

month for information, including the minutes of any sub-committees to which 

responsibilities are delegated under paragraph 27 above.   

 

8.8 The CCG will also comply with any reporting requirements set out in its 

Constitution.  

 

8.9 It is envisaged that these terms of reference will be reviewed from time to time, 

reflecting experience of the committee in fulfilling its functions. NHS England 

may also issue revised model terms of reference from time to time.  

 

 

9. Accountability of the committee  

 

9.1   The committee will be a sub-committee of the governing body and therefore be 

accountable to the governing body and subject to the CCG’s scheme of 
reservation and delegation. 

 

9.2 For the avoidance of doubt, in the event of any conflict between the terms of 

this scheme of delegation and terms of reference and the standing orders or 

standing financial instructions of any of the members, the latter will prevail.  

 

 

10. Procurement of agreed services   

 

10.1 The CCG will make procurement decisions as relevant to the exercise of its 

delegated authority and in accordance with the detailed arrangements 

regarding procurement will be set out in the delegation agreement and in line 

with the CCG’s financial scheme of delegation.  

 

 

11. Decisions   
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11.1 The committee will make decisions within the bounds of its remit and in line 

with the CCG’s financial scheme of delegation and approved budgets. 
 

11.2 The decisions of the committee shall be binding on NHS England and NHS 

Sunderland CCG.     

 

 

Date approved by committee: tbc  

 

 

Date approved by Governing Body:  tbc 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance  X 

 
Primary Care Commissioning Committee 

 
31 January 2017 

Report Title: 
 

General Practice Forward View 
Training of Reception and Clerical Staff 

Purpose of report 

The purpose of this report is to provide the Primary Care Committee with an update on 
how the national GP Forward View funding for training of reception and admin will be spent 
in 2016/2017 and the additional funding the CCG is putting into this from primary care 
slippage.   

Key points, risks and assurances 

The national funding allocated to Sunderland CCG for 2016/2017 is £25k and the 
additional SCCG funding from the delegated budget will be £125k. 
 
The GP Alliance will hold the funding to organise the delivery of training to practices for 
document management.  
 
The decision to award the funding was made via a delegated decision by the Deputy Chief 
Officer under the scheme of delegation both due to the speed required to use the 
underspend in 2016/17 and secure the provider of training and in light of the £0 delegated 
budget for the Primary Care Committee.  The proposal was discussed at and 
recommended by the General Practice Strategy Group. 
 

This report outlines the two areas of training general practice have the opportunity to 
undertake as part of the General Practice Forward View.   
 

 Active Signposting by reception staff with the benefits to both practices and patients 

 Correspondence management by clerical staff with the benefits to both practices 
and patients 

 Funding attached to this training from 2016/17 to 2020/21 

 Criteria for use of this funding with assurance that the right provider is used in line 
with NHSE recommendations 

 
In light of the lack of a national specification for the signposting element and the timeframe 
for implementation, it was agreed that this element would be the focus for the national 
funding due next year.  The CCG was also keen to await the outcome of each practice 
reviewing the 10 High Impact Interventions, with a final report overall due in March 2017.  
One of the interventions relates to signposting. 
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Recommendation/Action Required 

 

The Committee are recommended to receive the report for information  
 

Sponsor/approving director   Debbie Burnicle, Deputy Chief Officer 

Report author Jackie Spencer, Senior Commissioning Manager 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties x 

CO2:  Maintain financial control and performance targets x 

CO3: Maintain and improve the quality and safety of CCG commissioned services x 

CO4: Ensure the CCG involves patients and the public in commissioning and reforming services  x 

CO5: Identify and deliver the CCG’s strategic priorities x 

CO6: Develop the CCG localities x 

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning x 

Any relevant legal/statutory issues 

None 

Are the identified risks on the risk register?  

 
No risks identified 

 
If issue/report has been previously reviewed please specify meeting and date 

 None 

Equality analysis completed 
(please tick)  

Yes  No  N/A x 

Key implications 

Are additional resources 
required?   

 

 25k allocated to CCG from NHSE 

 125k allocated to programme from primary care 
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delegated budget underspend 

Has there been appropriate 
clinical engagement?  

Yes via locality meetings and general practice strategy group 

Any current or expected 
impact on patient 
outcomes/experience? 
 

Practices who have already implemented this training report 
they are often able to take speedier action on some issues.  
More detailed coding of clinical information in the GP record 
results in improved monitoring and management of certain 
conditions. 

  

 
Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   

All member practices have been approached re this 
programme and interest from 20 has been noted.  Engagement 
will continue with other practices via CCG Locality Team and 
GPAlliance federation.  
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Primary Care Commissioning Committee 
31 January 2017 

General Practice Forward View 
Training of Reception and Clerical Staff 

 
1. Purpose of the Report 

The purpose of this report is to provide the Primary Care Committee with an 
update on how the funding for training of reception and admin will be spent in 
2016/2017 and the additional funding the CCG is putting into this from primary 
care slippage.  The funding allocated to Sunderland CCG for 2016/2017 is £25k 
and the additional funding will be £125k.  CCGs will be required to report how this 
fund is spent as part of their wider reporting of GP Forward View activity, to ensure 
that all money intended for supporting general practice reaches general practice. 
 

2. Background  
As part of the General Practice Forward View, a new five year £45m fund has 
been created to contribute towards the costs for practices of training reception and 
clerical staff to undertake enhanced roles in active signposting and management 
of clinical correspondence.  The intention is to support every practice to have the 
opportunity to train their staff to undertake one or both of these enhanced roles, 
through funding towards training and backfill costs. 
 
2.1 Active Signposting by reception staff 

This provides patients with a first point of contact which directs them to the 
most appropriate source of help.  Web and app-based portals can provide 
self-help and self-management resources as well as signposting to the most 
appropriate professional.  Receptionists acting as care navigators can ensure 
the patient is booked with the right person first time.  
 
Reception staff are given training and access to a directory of information 
about services, in order to help them direct patients to the most appropriate 
source of help or advice.  This may include services in the community as well 
as within the practice.   

 
2.1.1 Benefits for practices 
This innovation frees up GP time, releasing about 5% of demand for GP 
consultations in most practices.  It makes more appropriate use of each team 
members’ skills and increases job satisfaction for receptionists. 
 
2.1.2 Benefits for patients 
It is easier for patients to get an appointment with the GP when they need it, 
and shortens the wait to get the right help 
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2.2 Correspondence management by clerical staff 
A member of clerical staff in the practice is given additional training and 
relevant protocols in order to support the GP in clinical administration tasks.  
All incoming correspondence about patients from hospitals is processed by a 
member of the clerical team.  They will have received training to deal with 
most letters themselves.  Working against standard protocols developed in-
house and refined through continuous improvement, the member of the team 
reads the letter, enters details into the patients’ record and takes appropriate 
follow-on action.  In some cases this involves other members of the team, or 
booking the patient an appointment. 
 
2.2.1 Benefits for practices 

Using this system, 80-90% of letters can be processed without the 
involvement of a GP, freeing up approximately 40 minutes per day per 
GP.  For the clerical team, job satisfaction is often increased as well. 
 

2.2.2 Benefits for patients 
Practices who have already implemented this training report they are 
often able to take speedier action on some issues.  More detailed 
coding of clinical information in the GP record results in improved 
monitoring and management of certain conditions. 
 

3 Funding 
The funding available for the training of Reception and Clerical Staff over five 
years is detailed in the table below:- 
 

Year National Fund Total Allocated to CCG for 
practices (amount 
per patient) 

SCCG total 

2016/17 £5m £0.09 £25k 

2017/18 £10m £0.18 £49k 

2018/19 £10m £0.18 £49k 

2019/20 £10m £0.18 £48k 

2020/21 £10m £0.18 £48k 

TOTAL £45m £0.79 £219 

 
Funding can be allocated for training in the two areas as stated above:- 
 

 Active signposting by reception staff 

 Correspondence management by clerical staff 

The funds may be used for any of the following:- 

 The cost of purchasing training 

 Backfill costs for practices to cover staff time spent undertaking training 

 Support in kind for practices for planning this change or undertaking training 
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Other training needs for clerical and reception staff (e.g. customer service, 
information governance, understanding Read or Snomed codes, safeguarding) 
remain the responsibility of the employer, and are NOT covered by this funding. 
 
3.1  Criteria for use of this funding 

In liaison with their practices and the LMC, CCGs will agree how best to 
distribute money for practices. Many CCGs are adding their own investment 
to the fund, as well as working with practices and other CCGs to arrange 
training to groups of practices. 
 
The CCG and their practices may use any training provider they deem 
appropriate but the training must meet the following criteria:- 
 
3.1.1 Training staff in active signposting for patients 

Active signposting requires the receptionist to be skilled and confident in 
sensitively ascertaining the nature of the patient’s need and exploring 
with them safe and appropriate options. These options will usually 
include sources of advice and support outside the practice as well as 
within, and will often be drawn from a directory of services. 
 

3.1.2 Essential features to look for:- 

 Inclusion of a focus of red flag symptoms which require urgent 
medical attention 

 Skills developments to ensure staff are confident in communicating 
available options. 

 Opportunities to hear from receptionists already using active 
signposting. 

 Support for the practice to develop its own directory of services, 
including the opportunity to learn from other practices’ examples. 

 
3.1.3 Training staff in document management 

Correspondence management involves clerical staff coding incoming 
clinical correspondence, taking actions where appropriate, including 
forwarding it to another member of the team, or passing the letter to a 
GP for action if a clinical decision is required. It is a more advanced task 
than document processing or coding alone. It requires clerical staff to be 
skilled and confident to make decisions about how to code a letter and 
its contents in the patient record, how to use an approved protocol for 
deciding which letters need to be sent to a GP and with what level of 
urgency, and when to ask for help. 
 

3.1.4 Essential features to look for 
 

 Support for the practice to develop its own internal systems including 
a safe and appropriate protocol to guide staff, a system of 
supervision (especially for the early stages of implementation) and 
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regular audits of safety and effectiveness. This should include the 
opportunity to learn from other practices’ examples. 

 Opportunities for practice managers, GPs and staff to hear from 
others who are already working in this way. 

 
4 Directory of training providers 

To date there are 3 providers in the directory of training providers on the NHS 
England website, NHS England have confirmed that the training provided meets 
the criteria as listed above. Two of these organisations provide document 
management training and one is in the process of developing an accredited 
training package to deliver the active signposting training. 

 West Wakefield Health and Wellbeing – Training for active signposting 

 HERE – Training for document management 

 AT Medics – Training for document management 
 

5 Workflow Optimisation 2016/2017 
 

Workflow Optimisation is the training developed by one of the recommended 
providers (HERE) whom the Alliance have engaged to start this piece of work 
following the GPFV.  For 16/17 it is recommended that the Alliance hold the 
funding to organise the delivery of training to practices for document management.  
This training will consist of a comprehensive training package and supporting 
materials, to train members of the GP practice clerical team to read code and 
action incoming clinical correspondence according to a framework based on safe 
practice protocols.   
 
The package includes; 

 Signed MoU (preparation required, expectations, and benefits) 

 Manuals and Protocols  

 E-Learning tool  

 CPD accreditation 

 WebEX GP Champion support  

 Forum – Moodle (E-Learning and Forum functionality) 

 Classroom training– 4 days + ½ day GP Champion training  

 Site visits/ WebEX offered as ongoing support  

 On-going online, telephone + WebEX support to trainers, to embed the learning 

The training will be held in a central venue in Sunderland, and will start with 
approximately 20 practices in 16/17 with ongoing training for the other practices in 
17/18. 
 

6 Next Steps 
In future years the CCG will look to source signpost training for admin and 
reception staff once there is more direction from NHSE and we have had time to 
engage practices and respond to the outcomes of each practice reviewing the 10 
High Impact Interventions.  A full report on the outcome of the review is due in 
March 2017 and one of the 10 interventions is signposting.  The Committee 
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supported the use of £500k slippage in 2016 to free up time for each practice to 
review the best practice within the 10 high Impact Interventions. 
 
The Primary Care Committee will be kept fully up to date with any progress and 
outcomes. 
 
 

7.  Recommendation 
 

The Committee are recommended to receive the report for information  
 

 
 
Author:     Jackie Spencer, Senior Commissioning Manager 
 
Sponsoring Director: Debbie Burnicle, Deputy Chief Officer 
 
Date:    20th January 2017 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
PRIMARY CARE COMMISSIONING COMMITTEE 

 
 31st January 2017 

Report Title: 

 
Sunderland CCG Primary Care Commissioning 

Finance Report – Mth 9 
 

Purpose of report 

 
The purpose of this report is to present the Primary Care Committee a summary of the financial 
position of delegated general practice budgets as at month 9 (for the period ending 31st December 
2016).  

Key points, risks and assurances 

 

 Key issue is to ensure the CCG meets its financial duties for 2016/17. 
 

 The report provides assurance that the year to date and financial outturn position is in line 
to achieve those duties.  
 

 Risks to delivery are documented within the report.  
 

Recommendation/Action Required 

 
Members are asked to: 
 

 Note the financial position of delegated general practice budgets for the period ending 31st 
December 2016. 
 
 

Sponsor/approving director   David Chandler, Chief Finance Officer  

Report author Tarryn Lake, Deputy Chief Finance Officer 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties 


CO2:  Maintain financial control and performance targets  

CO3: Maintain and improve the quality and safety of CCG commissioned services  

CO4: Ensure the CCG involves patients and the public in commissioning and reforming services   
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CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

None  

Are the identified risks on the risk register?  

 
No 

 
If issue/report has been previously reviewed please specify meeting and date 

No 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
None 

Has there been appropriate 
clinical engagement?  

N/A 

Any current or expected 
impact on patient 
outcomes/experience? 
 

No  

 
Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   

N/A  

Version Date Comments  

1.0 Draft 19/01/2017   TL initial draft 

2.0 Draft 20/01/2017 DC approved 

3.0 Draft   

4.0 Final   
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Primary Care Commissioning Committee  
Financial Report for the period to 31

st
 December 2016  

(Month 9) 
 
1. Purpose of Report  

 
The purpose of this report is to present the Primary Care Commissioning 
Committee with the summary financial position for delegated general practice 
budgets for the period ending 31st December 2016 and the forecast year end 
position for 2016/17. 
 
 

2. Summary Financial Performance 
 

The summary financial performance for delegated general practice budgets for 
the period ending 31st December 2016 is outlined below.  
 
Category Budget 

(£'s)

Actual

(£'s)

Variance

(£'s)

Annual 

Budget 

(£'s)

Forecast 

Outturn

(£'s)

Variance

(£'s)

General Practice - GMS 16,109,892 16,195,156 85,264 21,480,246 21,553,452 73,206

General Practice - PMS 2,906,775 2,893,892 -12,883 3,875,747 3,861,015 -14,732

General Practice - APMS 1,525,563 1,246,496 -279,067 2,034,110 1,779,318 -254,792

QOF 3,220,973 2,864,702 -356,271 4,295,100 3,879,443 -415,657

Enhanced Services 1,356,512 944,835 -411,677 1,809,779 1,289,534 -520,245

Premises Cost Reimbursement 2,414,619 2,429,179 14,560 3,220,118 3,253,496 33,378

Dispensing/Prescribing Drs 139,906 143,082 3,176 186,830 186,989 159

Other GP Services 1,499,388 1,254,132 -245,256 1,997,086 1,862,742 -134,344

Primary Care Reserves 0 0 0 217,864 1,164,560 946,696

1% Held Reserve 0 0 0 395,120 395,120 0

Total Delegated GP Budgets 29,173,628 27,971,474 -1,202,154 39,512,000 39,225,669 -286,331  
 
 The CCG is currently forecasting an underspend of £286k on delegated general 
practice budgets for 2016/17.   
 
The General Practice – GMS, General Practice – PMS and General Practice – 
APMS budgets reflect the core contract payments for 2016/17. There is a 
forecast underspend on APMS budgets which is due to the in-year expected 
savings from the reprocurement of contracts.  

 
The budget in relation to Quality Outcome Framework (QOF) payments is 
currently forecasting an under spend of £416k. The forecast underspend relates 
in the main to the reversal of 2015/16 accruals following confirmation of QOF 
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achievement by practices. The 2016/17 budgets for QOF have been rebased in 
line with 2015/16 achievement and is currently forecasting breakeven for 
2016/17.   
 
The Enhanced Services budget is currently forecasting an underspend of £520k 
for 2016/17. Part of this is due to slippage of £262k on the 2015/16 accrual for 
the unplanned admissions DES achievement. £173k of this slippage is due to the 
accrual for 2015/16 being based on weighted list size however the payments to 
practices are actioned based on raw list size. The slippage is a one off non 
recurrent benefit to the position and is due to a calculation error as opposed to 
underperformance by practices against the DES. The further slippage of £89k is 
due to actual achievement by practices for 2015/16 being less than expected. 
The budget for 2016/17 for this DES has been set based on raw list size of 
practices and is therefore being forecast appropriately in the 2016/17 forecast 
assumptions. 
 
In addition, there is a forecast underspend of £213k on the extended hours DES. 
This is due to slippage on the 2015/16 accruals following confirmation of actual 
payments and forecast slippage on the 2016/17 DES. The forecast slippage in 
2016/17 is due to three practices declining to provide extended hours (one 
practice in coalfields locality and two practices in east locality) and an assumption 
that practices who did not sign up in 2015/16 will not sign up in 2016/17. 
 
There are some further minor variances on enhanced services such as LD and 
the dementia DES following confirmation of the achievement levels of practices 
for 2015/16. This dementia enhanced service ceased at the end of 2015/16 and 
the funding has been reinvested into global sum payments made to practices in 
line with national contract agreements.  
 
 
Enhanced Services Budget 

(£'s)

Actual

(£'s)

Variance

(£'s)

Annual 

budget 

(£'s)

Outturn

(£'s)

Variance

(£'s)

Dementia 0 11,797 11,797 0 11,797 11,797

Extended Hours 406,089 246,293 -159,796 541,733 328,393 -213,340

Learning Disabilities 52,992 42,340 -10,652 70,880 36,105 -34,775

Minor Surgery 269,694 263,108 -6,586 359,885 351,291 -8,594

Unplanned Admissions 610,740 374,297 -236,443 814,594 552,615 -261,979

Violent Patients 15,264 5,639 -9,625 20,369 7,519 -12,850

Choice GP 754 375 -379 1,000 500 -500

Intrapartum Care 979 985 6 1,318 1,313 -5

Total 1,356,512 944,835 -411,677 1,809,779 1,289,534 -520,245  
 

The Premises Cost Reimbursements forecast is based on actual rent, rate and 
waste charges expected in 2016/17.  
 
Other GP Services include expected charges for seniority, maternity and 
sickness cover, suspended GP’s and sterile products. This budget is currently 
forecasting an underspend which is partly due to the reversal of unutilised 
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2015/16 accruals and underspends in 2016/17.  As agreed previously in the 
committee, Sunderland CCG has entered into a risk share agreement with other 
CCGs in the North East to mitigate against any unexpected variances in 
expenditure in this area.  As previously discussed, the nature of the expenditure 
in this category means the forecast can be volatile if unexpected sickness, 
maternity or suspensions occur. The risk share agreement has had the effect of 
reducing the forecast for Sunderland CCG and should reduce volatility in the 
forecast.   
 
Primary Care Reserves are currently forecasting an over spend of £947k. The 
forecast for primary care reserves assumes expenditure on investments as 
follows:  
 

 GP Career Start scheme - £110k  

 MH practitioner service - £14k  

 GP trainer and undergraduate practices funding - £25k  

 LIS or Ex Service Personnel - £286k 

 LIS for Cancer - £285k 

 Workflow optimisation pilot - £150k 

 Washington Locality Phlebotomy Pilot – 13k 

 North Locality Pilot of Workforce Tool – 4k 

 North Locality Pilot of Nurse / HCA Appraisal System - £20k 

 Management Costs for Career Start Schemes - £14k 

 Training support to practices - £46k  

 0.5% contingency to manage risk - £198k 
 

It is assumed that the 0.5% contingency will be utilised in 2016/17 to manage any 
pressures as they arise.    

 
3. Recommendation  
 

Members are asked to: 
 

 Note the financial position of delegated general practice budgets for the 
period ending 31st December 2016. 
 

 
 Tarryn Lake  
 Deputy Chief Finance Officer  
 Sunderland CCG 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
PRIMARY CARE COMMISSIONING COMMITTEE 

 
31st January 2017 

Report Title: 
 
NHS Property Services – Primary Care Estate 
 

Purpose of report 

 
The purpose of this report is to provide an update to Primary Care Commissioning Committee on 
issues relating to primary care estate owned by NHS Property Services.   
 

Key points, risks and assurances 

 

 The key issue is to ensure primary care services are not adversely impacted due to financial 
pressures arising from the changes in charging policies adopted by NHS Property Services.  

 

 Risks and assurances are documented within the report.  
 

Recommendation/Action Required 

 
Members are asked to:  
 

 Note the update provided on primary care estate issues.  
 

 Note the various option for the provision of subsidies to practices in NHSPS properties and 
note that further detail of the impact of each option will be provided to the committee at a 
later date to inform decision making.  
 

 Approve the establishment of the proposed group to oversee applications from practices for 
subsidies.  

 

Sponsor/approving director   David Chandler, Chief Finance Officer 

Report author Tarryn Lake, Deputy Chief Finance Officer 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties 
 

CO2:  Maintain financial control and performance targets  

CO3: Maintain and improve the quality and safety of CCG commissioned services  
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CO4: Ensure the CCG involves patients and the public in commissioning and reforming services   

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

N/A 

Are the identified risks on the risk register?  

 
Yes - 1709 

 
If issue/report has been previously reviewed please specify meeting and date 

The report has been considered by the January 2017 Executive Committee, where it was noted 
that further detail would be needed on impact before a decision could be made about the options.  
The need for a group was also questioned in terms of practice time required when the selected 
option would dictate the case for each practice and the potential for the LMC to be on the group.  
The proposer felt this approach would help with NHSE support for the financial assistance  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
None 

Has there been appropriate 
clinical engagement?  

Executive Committee GPs and Strategic Practice Manager and 
Nurse engaged at January 2017 Executive Committee meeting 

Any current or expected 
impact on patient 
outcomes/experience? 
 

N/A   

 
Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   

N/A   

Version Date Comments  

ACV1.0 19/01/2017 TL Initial Draft 

ACV2.0 20/01/2017 DC Final 

ACV3.0   
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Primary Care Commissioning Committee 
NHS Property Services – Primary Care Estate 

 
1. Purpose of report  

 
The purpose of this report is to provide an update to Primary Care 
Commissioning Committee on issues relating to primary care estate owned by 
NHS Property Services (NHSPS). In addition the committee is asked to note the 
different options of allocating subsidies to practices.  Finally the committee is 
asked to approve for the establishment of a group in the CCG to oversee 
applications from practices for subsidies.   
 

2. Context and background 
 

Following the demise of Primary Care Trusts (PCTs), properties owned by 
Sunderland PCT transferred to NHSPS.  In the period 2013/14 and 2014/15 
NHSPS continued to charge providers using the estate based on historical 
charges previously raised to tenants by the PCT.  Funding from the PCT for 
primary care estate costs not charged to tenants (effectively subsidies from the 
PCT) transferred to NHS England (NHSE).  As such NHSPS charged NHSE for 
the residual costs of properties not recovered from tenants.  
 
In 2015/16 NHSPS changed their policy to start to charge providers based on 
actual costs for properties in order to move to a full cost recovery approach as 
opposed to the historic arrangements outlined above.  Generally practices had 
taken occupancy of what at the time was PCT property without a formal long term 
contract or lease that guaranteed continuation of subsides and as such NHSPS 
have removed their benefit from practice bills. This resulted in the practices 
occupying NHSPS estates experiencing significant increase in costs for facilities 
management (FM) and service charges (SC). These increases have also 
incorporated increases due to inflation and / or changes in infrastructure in 
NHSPS which have increased overall estates costs in Sunderland.  Note, there 
were also increases in rent and rates charges to practices from this change 
however, under the contractual arrangements for general practice these are 
reimbursed fully and as such the change in these costs have not adversely 
impacted general practice.  
 
Hence the change in 2015/16 saw a reduction in charges to NHSE due to the 
approach by NHSPS to fully recover costs from tenants.  NHSE have effectively 
ring fenced the funding received from PCTs in a separate budget whilst these 
issues are considered.  
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Practices identified in early 2016 that the increase in costs for FM and SC due to 
this change in policy in 2015/16 has caused significant financial pressure and 
uncertainty for the continuation of services. There have also been significant 
concerns raised on the accuracy of the billing received from NHSPS. For 
example, charges have been raised for services such as provision of oxygen 
where the practice doesn’t receive a supply as well as, significant increase in 
costs for FM charges such as preventative maintenance.  The Chief Finance 
Officer (CFO) agreed to consider the issues further and identify possible actions 
which could be taken to mitigate the financial burden being experienced by 
practices.  
 
At a summary level it can be seen that the FM & SC cost of NHSPS property 
have gone up by around 40% in two years (from £856k to £1,251k).  In 12 
practices the cost has gone up by more than £20k per annum and in two 
instances costs have risen by more than £50k per annum.  These increases, 
coupled with the loss of subsidy funding for practices of £554k has caused bills 
for 30 practices to increase significantly.   

 
A summary of the impact is shown in the table below: 
 

Yearly Summary Cost 

2014/15 Practice Bills £302k 

2014/15 Subsidy £554k 

2015/16 Practice Bills £977k 

2015/16 Subsidy £0k 

2016/17 Practice Bills £1,251k 

2016/17 Subsidy £0k 

  
There has been a further change in 2016/17 in the charging policy of NHSPS 
whereby rent charges are now based on market rent values. As discussed earlier 
the rent and rate charges are fully reimbursed for general practice and therefore 
this change has not impacted general practice. 
 
Lastly it is important to note that the budget for premises voids and subsidies 
held by NHSE did not transfer to the CCG in 2015/16 as part of the transfer of 
delegated general practice budgets.  NHSE currently hold these budgets and 
remain responsible for actual costs and / or benefits. 

 
3. Update on resolving issues  
 

Following the identification of the issues relating to increased charges for FM and 
SC to general practice the CCG employed an interim member of staff to review 
the detail of historic and current charges for primary care estate. In addition, the 
CCG engaged support from an estates expert to support the process.  
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The interim member of staff has met with the majority of practices in NHSPS 
buildings and has been working with practices to validate charges with NHSPS in 
terms of accuracy. The validation of charges with NHSPS has been challenging 
 due to the lack of capacity within NHSPS to address queries however, there has 
been a process agreed with NHSPS to formerly dispute charges. Practices in the 
Galleries have achieved some success in disputing charges with NHSPS which 
resulted in an 11% reduction in FM and SC charges. The queries relating to the 
accuracy of charges continues to be reviewed with NHSPS by the CCGs member 
of staff in order to get resolution.  It will be important for practices to fully 
understand and where appropriate challenge invoices from NHSPS. 
 
In addition to working with practices to validate charges, the staff member has 
compiled a database detailing charges to practices from 2014/15 to 2016/17.  
This has enabled a fuller picture of charging to be available which can assist with 
challenging bills.  For example some practices are being charged double the 
amount of others for electricity and gas per square meter and one practice was 
being charged six times as much as others for domestic support.  This data has 
also aided the identification of subsidies previously provided to practices under 
historic arrangements. This issue is considered further in section four of this 
report.  
 
The CFO has sent update letters to practices in September 2016 and November 
2016 detailing the work that has been completed to date by the CCG as well as 
the recommended dispute process with NHSPS. These letters are included in 
appendix one and appendix two for information. 
 

4. Subsidies for facilities management and service charges 
 
As outlined previously, detailed information has been compiled by the CCG on 
the charges made to practices from NHSPS over the period 2014/15 to 2016/17. 
A detailed review has been completed by the CFO of the potential implied 
subsidy to practices in 2014/15 which has subsequently been removed from 
billing through the change in charging policy by NHSPS. There is an overall 
subsidy ‘pot’ of £554k based on the 2014/15 charges which is an absolute 
amount of funding.  It is expected this should be available to support ongoing 
provision of subsidies for Sunderland practices on an annual basis.   
 
NHSE continue to retain the funding linked to the subsidies as outlined. The CFO 
has held continued dialogue with representatives from NHSE about the transfer 
of funding to the CCG in order to facilitate the potential to continue provision of 
subsidies to practices.  These discussions have been encouraging however, 
NHSE are concerned about being exposed to financial risks if differential 
approaches are taken by CCGs on this issue. As such, the Head of Finance for 
Primary Care in NHSE will be presenting a paper at the next regional CFO 
meeting for agreement on the approach for transferring funding to CCGs and a 
risk share proposal to mitigate gains / losses at CCG level following the transfer 
of funding.  
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The review of the historic and current issues has identified a number of options in 
terms of future arrangements on subsidies for FM and SC charges to practices in 
NHSPS buildings. These are considered further below along with the advantages 
and disadvantages of each option.  
 
Option Advantages Disadvantages 

1 - Do Nothing 
(i.e. no subsidies) 
 

 None 

 NHSE / CCG would 
potentially save £554k 
which could be 
reinvested 

 Practices continue to 
experience financial 
pressures leading to risks 
on continuation of services. 
 

 Potential loss or reuse of 
Sunderland funding held by 
NHSE. 

 

2 - Subsidies 
based on historic 
arrangements 
 

 Easy to administer by 
the CCG.  

 Inequity across practices 
due to differential 
arrangements being put in 
place historically.  

3 - Subsidies 
based on 
occupancy (i.e. 
m2)  
 

 Equitable access to 
subsidies across all 
practices.  
 

 Easy to administer by 
the CCG.  

 Practices would receive a 
different ‘subsidy’ to historic 
arrangements.  

4 - Subsidies 
apportioned over 
practices to 
ensure net 
charges paid by 
practices 
increase by same 
percentage each 
financial year.  

 Ensures increases in 
costs not related to loss 
of subsidies (e.g. due 
to inflation) are shared 
equitably across 
practices.  

 Difficult and time 
consuming to administer. 
i.e. would need to compile 
information each financial 
year and recalculate.  
 

 Practices would receive a 
different ‘subsidy’ to historic 
arrangements. 

 
It is recommended that the Primary Care Committee (PCC) consider each of the 
options outlined above in further detail at a later date in order to recommend the 
appropriate option for provision of subsidies to practices in NHSPS properties 
which would be dependent upon a source of funding being identified – ideally this 
would be the transfer of the budget currently held by NHSE.  Any 
recommendation will only apply to those practices that were occupying NHSPS 
properties during 2014/15 and continued to occupy beyond April 2015. 
 
In order to agree the subsidy at a practice level an appropriate governance 
process will need to be established. A process is being proposed for practices to 
submit a formal application to a group led by the CCG for review of subsidies and 



    

Page 7 of 14 
 

to make recommendations to PCC for ratification. It is proposed that the group 
includes the following representatives to review applications of individual practice 
level subsidies: 
 

 CCG Chief Finance Officer (Chair) 

 CCG Lay Member (proposal to be different lay member to PCC Chair) 

 CCG Executive GP  

 NHSE Representative  
 

 The covering letter and proposed template for practices to submit requests to this 
group is included in appendix three for information.  

 
5. Recommendation  
 

Members are asked to:  
 

 Note the update provided on primary care estate issues.  
 

 Consider the potential options for the provision of subsidies to practices in 
NHSPS properties and to note that further detailed analysis of these 
options will come to a later meeting of the committee.  

 

 Approve the establishment of the proposed group to oversee applications 
from practices for subsidies.  
 
 

  Tarryn Lake  
  Deputy Chief Finance Officer 
  Sunderland CCG
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Appendix 1 – Letter sent to practices in September 2016 
 
 

 
 

 

Pemberton House 
Colima Avenue 

Sunderland 
SR5 3XB 

 

 

28th September 2016 

Tel: (0191) 512 8484 
Direct dial: (0191) 5128470 
www.sunderlandccg.nhs.uk 

 
 
 

Dear Lead GP / Practice Manager 

Following the letter Ian Cameron and I sent you on the 13th July 2016 with regards 

practice charges for premises received from NHS Property Services (NHSPS) 

where, we stated that we would provide expert support to review bills and where 

applicable provide support to constructively challenge them, I am writing to you to 

provide an update of progress to date. 

Gurmeet Singh has now been employed by the CCG and he is currently supporting 

us to better understand and produce a full picture of the current situation with 

regards charges from NHS Property Services. We have also engaged the support 

of Steve Naylor an estates expert with knowledge of Sunderland to assist in this 

process. 

So far Gurmeet has; 
 

 Visited the majority of practices that occupy NHSPS property in Sunderland to 

review with the practice manager the charges the practices have received. 

 Reviewed floor plan details for the premises occupied by the practices in order to 

review the accuracy of occupancy rates being applied by NHPS. 

 Identified areas of billing that require further investigation to determine why the 

charges are high or out of kilter with other similar premises. 

 Started to produce a database that summarises billing for 14/15, 15/16 & 16/17 

by tenant. 

 Established links with NHSPS to help us better understand the reasons for the 

charges being raised and reasons for increases. 

 Worked with practice managers to establish whether practices have long standing 

agreements in place in relation to agreed subsidies in place for service charges.  

It would be helpful if you can ensure you provide any such information that 

supports this position to him.  
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Gurmeet will continue to work with practices and NHSPS in order to establish the 

billing position and to identify any issues which need addressing including subsidies. 

In gathering the information for this exercise, it has been highlighted that there are 

still some queries which need to be raised by practices with NHS Property Services 

in order to establish the reasons for increases in charges and obtain a more detailed 

breakdown. These queries should normally be directed to Deborah Little in NHS 

Property Services on Deborah.little@property.nhs.uk or Victoria Handley on  

Victoria.handley@property.nhs.uk. 
 

If there is any additional information that you think may be of use please do continue 

to let Gurmeet know via Gurmeet.singh4@nhs.net. Also please do not hesitate to 

contact Gurmeet if you require his assistance. 

I will continue to write to you to provide updates on progress. 
 
 

Yours sincerely, 
 

 
 
 

David Chandler  
Chief Finance Officer 
Sunderland CCG 

 
 
Cc 
Deborah Little – NHS Property Services 
Victoria Handley – NHS Property Services 
Gurmeet Singh - SCCG  

 



    

Page 10 of 14 
 

Appendix 2 – Letter sent to practices in November 2016 
 
 

 
 
 

 
 
 
10th November 2016 

 

 
Dear Lead GP / Practice Manager, 

Pemberton House 
Colima Avenue 

Sunderland 
SR5 3XB 

 
Tel: (0191) 512 8484 

Direct dial: (0191) 5128470 
www.sunderlandccg.nhs.uk 

 

Update on review of charges received from NHS Property Services for 2015/16 &  
2016/17 

 

I am writing to you following on from my letter dated 28th September 2016 with regards to 

charges received from NHS Property Services in relation to your practice premises for 

2015/16 and 2016/17 and the reviews being carried out on behalf of Sunderland CCG by 

Gurmeet Singh. 
 

Gurmeet is looking to; 
 

1. Consider the accuracy of billing, 

2. Understand the driver of increases in charges – especially for facilities management 

(FM) and service charges (SC)  at a global level and at a practice level, 

3. Seek explanations from NHSPS for areas of high or increasing charge, 

4. Understand how subsidies were applied historically to practices for FM & SC, 

5. Gather from practice any evidence that supports long-standing agreements or 

arrangements in relation to subsidies. 
 

Gurmeet has been able to meet up with Deborah Little and Phil Lee from NHS Property 

Services on 1st November 2016. The outcome of the meeting established that the 2015/16 

annual charges were based on actual costs (true up) and that the 2016/17 annual charges 

are so far based on budgeted costs only at this stage and as such subject to change. 
 

Subsequently, Gurmeet has highlighted a number of areas of concern and requested further 

detail and a breakdowns of  expenditure for 2015/16 from NHS Property Services. 

Unfortunately, due to NHS Property Services currently having staffing and resource issues, 

this could potentially take time to receive this information – however Gurmeet is 

communicating with them on a very regular basis and has been able to make some 

progress in this area despite their staff shortages. 
 

At present Deborah Little (Finance Business Partner – NHS Property Services) and David 

Lagden (Senior Credit Controller – NHS Property Services) have suggested that practices 

disputing invoices do as follows; 
 

 Pay charges for Rent and Rates for 2014/15 and 2015/16 as these charges are 

reimbursable by NHS England 

 Pay charges for Service Charges for 2016/17 based on historical payments from 

2014/15  
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Many practices have now provided at least some supporting evidence to support long 

standing arrangements in relation to subsidies. These will be reviewed in the near future.   

In the interim, if there are any practices who have not yet sent in their evidence or have 

more they could, please do send these to Gurmeet as soon as possible to allow this work to 

be finalised. 
 

Gurmeet continues to work alongisde practices and NHS Property Services in order to 

establish the billing position and to identify any issues needing addressed including 

subsidies. 
 

Should there be any further queries which require information from NHS Property Services, 

please direct your queries to Deborah Little (Deborah.little@property.nhs.uk). 
 

If there is any additional information that you think may be of use, please continue to inform 

Gurmeet (Gurmeet.singh4@nhs.net). Also please do not hesitate to contact Gurmeet if you 

require his assistance. 
 

I will continue to write to you to provide regular updates on progress. 

Yours sincerely, 

 
 
David Chandler  
Chief Finance Officer 
Sunderland CCG 

 
 
Cc 
Deborah Little – NHS Property Services 
Victoria Handley – NHS Property Services 
Gurmeet Singh – SCCG 
Ian Cameron – NHS England 
Jackie Spencer - SCCG  



    

Page 12 of 14 
 

Appendix 3 – Proposed Subsidy application template and covering 
letter 
 
 

 
 
 
 
 
 

January 2017 
 
 
 

Dear Lead GP / Practice Manager, 

Pemberton House 
Colima Avenue 

Sunderland 
SR5 3XB 

 
Tel: (0191) 512 8484 

Direct dial: (0191) 5128470 
www.sunderlandccg.nhs.uk 

 

Application for subsidies relating to facilities management and service charges 
 

The CCG has established a group of representatives to consider applications for subsidies 

relating to facilities management (FM) and service charges (SC) at an individual practice 

level and submit recommendations to the Primary Care Committee for approval. This group 

includes the following representatives: 
 

 CCG Chief Finance Officer (Chair) 

 CCG Lay Member 

 CCG Executive GP 

 NHS England Representative 
 

It has been identified that your practice under historic arrangements may be entitled to a 

subsidy for FM and SC charges. In order to facilitate consideration of a subsidy for your 

practice we would like to invite you to submit an application to this group in the template 

provided along with any evidence you feel supports the application. Please note that this 

group will be considering subsidy payments commencing from the 1st April 2015. 

Following ratification of recommendations from this group by the CCGs Primary Care 

Committee we will be writing to practices individually to confirm the subsidy arrangements. 

If you have any queries on this process please do not hestitate to contact me. 

Yours sincerely, 

 
 
David Chandler  
Chief Finance Officer 
Sunderland CCG  
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Application for subsidy on facilities management and service 

charges for NHSPS properties 
Practice Name 
 

 

Property & 
Location 
 

 

Occupied Space 
in Property  
i.e. m2 
 

 

Usage of 
Property  
i.e. branch surgery / 
main surgery 

 

 

Value of subsidy 
requested  
i.e. £’s 
 

 

Justification for 
subsidy 
i.e. reason for 
entitlement 
 

 

Implications if 
subsidy not 
received 
i.e. impact on service 
provision  
 

 
 

Evidence 
attached to 
support 
application 
Please insert or attach 
to application 
 

 

Name of GP 
Partner 
submitting 
request 
 

 

Note – please ensure all fields are completed and as much information is provided as possible to 

support application.  
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Primary Care Commissioning Committee 

 
31 January 2017 

Report Title: 

 
General Practice Forward View Implementation Plan 

– part of the operational plan 
 

Purpose of report 

This gives committee members the detailed annex which relates to the GPFV Implementation plan 
which is part of the overall operational plan 

Key points, risks and assurances 

The national GP Forward View sets out the ambition to invest a further £2.4billion a year by 
2020/21 into supporting general practice services. This represents a 14% real terms increase 
– almost double the 8% real terms increase for the rest of the NHS. It increases the 
proportion of investment in general practice services by 2020/21 to over 10%. 

 

This document provides an update on Sunderland’s progress against the General Practice 
Forward View must do’s: 

 

• Ensure the sustainability of General Practice by implementing the General Practice 
Forward View, including the plans for Practice Transformational Support and the ten high 
impact changes; 

• Ensure that local investment meets or exceeds minimum required levels; 

• Tackle workforce and workload issues; and 

• Support General Practice at scale, the expansion of Multispecialty Community Providers 
or Primary and Acute Care Systems, and enable and fund primary care to play its part in fully 
implementing the forthcoming framework for improving health in care homes. 
 
The document was is a key annex to our 2017/18- 2018/19 CCG Operational Plan and was 
submitted to NHSE on 23.12.16 

Recommendation/Action Required 

 
This paper is for information, there are no recommendations 
 

Sponsor/approving director   Debbie Burnicle, Deputy Chief Officer 

Report author Jackie Spencer, Senior Commissioning Manager  

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties x 
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CO2:  Maintain financial control and performance targets x 

CO3: Maintain and improve the quality and safety of CCG commissioned services x 

CO4: Ensure the CCG involves patients and the public in commissioning and reforming services  x 

CO5: Identify and deliver the CCG’s strategic priorities x 

CO6: Develop the CCG localities x 

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning x 

Any relevant legal/statutory issues 

Implementation of the NHSE GPFV 

Are the identified risks on the risk register?  

 
No risk to report 

 
If issue/report has been previously reviewed please specify meeting and date 

 

 none 

Equality analysis completed 
(please tick)  

Yes  No  N/A x 

Key implications 

Are additional resources 
required?   

 
None identified currently 

Has there been appropriate 
clinical engagement?  

Ongoing as new guidance comes from NHSE 

Any current or expected 
impact on patient 
outcomes/experience? 
 

 The GPFV will save GP time so as they can spend 
more time with patients.  This programme should 
benefit patients  

 
Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   

 LMC 

 Member practices  
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Annex 3 
 

General Practice Forward View (GPFV) Implementation 

Plans 
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Section Title Page 
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1.1 Sustainability and Transformation Package 3 
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Practices 
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1.1d General Practice Resilience Programme 6 

1.2 Improved access 7 
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Care) 

7 

1.4 Other funding for General Practice 8 

2 Care redesign 8 
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2.2 Support General Practice at scale 10 

2.3 Self-care and prevention 11 

2.4 General practice Quality Premium./Standardisation of Care 
(improving the quality of General Practice) 

12 
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3.1 GPs 15 

3.2 Practice team 16 

4 Workload 18 

4.1 Time for Care programme 18 

4.2 E-consultation 19 

4.3 Other workload initiatives 20 

5 Practice Infrastructure 20 

5.1 Local Digital Roadmap and Shared Care Records 20 

5.2 Estates 24 
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Introduction 
 

 
 

NHS England published the General Practice Forward View in April 2016. It set out a 

plan, backed by a multi-billion pound investment, to stabilise and transform general 

practice. 
 

It includes practical and funded actions in five areas: 
 

2. Investment 

3. Care redesign 

4. Workforce 

5. Workload 

6. Practice Infrastructure 
 

It sets out the ambition to invest a further £2.4billion a year by 2020/21 into 

supporting general practice services. This represents a 14% real terms increase – 

almost double the 8% real terms increase for the rest of the NHS. It increases the 

proportion of investment in general practice services by 2020/21 to over 10%. 
 

This document provides an update on Sunderland’s progress against the General 

Practice Forward View must do’s: 
 

• Ensure the sustainability of General Practice by implementing the General 

Practice Forward View, including the plans for Practice Transformational 

Support and the ten high impact changes; 

• Ensure that local investment meets or exceeds minimum required levels; 

• Tackle workforce and workload issues; and 

• Support General Practice at scale, the expansion of Multispecialty Community 

Providers or Primary and Acute Care Systems, and enable and fund primary 

care to play its part in fully implementing the forthcoming framework for 

improving health in care homes. 
 

Prior to the publication of the GPFV, we had already developed and begun to 

implement a General Practice Commissioning Strategy with the following aim and 

objectives: 
 

AIM: We aim to sustain and transform general practice to ensure the provision of 

high quality primary medical care delivering improved health outcomes for local 

people, now and in the future. 
 

Objectives: 
 

 Supporting general practice to increase capacity and build the workforce 

 Improving patient access 

 Ensuring the central, co-ordinating role of general practice in delivering out of 

hospital care 
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 Supporting better health through prevention and increasing patients’ capacity for 

self-care 

 Encouraging new working arrangements between practices 
 

 

This puts us in a strong position to implement the vision of the General Practice 

Forward View. We also benefits from strong relationships and leadership with 

member practices. There are 49 GP Practices within Sunderland and they are split 

into five localities which are coterminous between the CCG and the Local Authority: 

Coalfields, East, North, West and Washington. Each Locality has approximately 10 

GP Practices with the West having the biggest number of 15. Each Locality has 

management and leadership support i.e. Locality Commissioning Manager employed 

by the CCG, Locality Practice Management support, Locality Practice Nurse support 

and a GP Executive aligned to each locality with dedicated time funded by the CCG. 

This gives a strong leadership team for each of our localities and enables the CCG 

to work with groups of practices and communicate effectively. 

 
In addition Sunderland has a GP Alliance Federation which has 44 member 

practices. This Alliance has been a key player within our Vanguard MSCP 

programme. The Alliance also allows us to work more efficiently with a limited 

number of providers of general practice as opposed to working with all GP Practices 

as individual providers. Wherever the Alliance has been commissioned to provide 

services they do this for all General Practices across the city. 
 

 

1 Investment 
 

1.1 Sustainability & Transformation Package 
 

a) Transformational Support from CCGs 

Over 2017/18 and 2018/19, we will invest £3 per head of population from our 

allocations to support the transformation of Primary Care despite a challenging real 

terms cut in funding following the rapid pace of change policy associated with target 

allocations. 
 

As we have already stimulated at scale providers for extended access and 

consideration of the 10 high impact changes to free up time in general practice. The 

funding will be protected to support the outcomes of the practices review of the 10 

high impact changes and securing the sustainability of general practice in hours. 
 

As a delegated commissioner for general practice since 2015/16, we have already 

embarked on significant investments in General Practice across Sunderland on 

schemes associated with workforce and transformation which, puts us 'ahead of the 

game' in terms of  supporting general practice. 
 

We have already started working with GP Practices to increase workforce across the 

city through the development and commissioning of a career start programme for 
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GPs, Health Care Assistants and Practice Nurses. In addition we have used funds 

released from the Primary Medical Services (PMS) review to initiate some thinking 

around the High Impact Actions and the proposed ability to free up GP time. 

Investment is also going into General Practice to improve clinical variation using a 

standardisation of care approach. The priority areas are determined by the right care 

documentation for Sunderland which includes Gastroenterology and Respiratory. 
 

During 2016 we have invested in two workshops for GPs and Practice Managers to 

enable them to understand what is involved in a CQC visit and prepare the practice 

for the visit. These workshops were supported by GP Primary Care Leads with local 

Practice Managers who are also CQC assessors facilitating and presenting at the 

workshop. 
 

As a CCG with delegated responsibility for commissioning general practice, we have 

been able to protect up to £1.5m underspend on the delegated GP budget  in 

2016/17 to support developments in general practice that are intended to increase 

the sustainability and transformation of general practice. A number of these 

developments e.g. supporting the 10 high impact interventions; workflow optimisation 

training are referenced throughout this plan. More recently incentive schemes to 

pump prime earlier diagnosis of cancer and the identification of veterans across all 

practices have been agreed for 2016/17. 
 

The following examples of developments have also been funded in 2016/17 from the 

core CCG budget, over and above the delegated GP budget of £39m: 
 

 The Extended hours service (£300,000); 

 The GP input into integrated teams and recovery at home  (£1m); 

 The current GP Career start scheme (£641,000); 

 The Local enhanced services (£727,000); 

 The GP IT (circa £726,000); and 

 The Out of Hours GP budget ( circa £1.9m). 

 

b) Online General Practice Consultation Software 

We will invest in technology that will enable patients to use multiple channels for 

consultation with their GP. These will include the traditional face-to-face 

consultation, consultations using video technology and also the ability to use on-line 

symptom checkers (with signposting to appropriate service) and feed information into 

an on-line form which the GP can review and take appropriate / further action 

on. We will work with a number of practices that have identified on-line consultation 

as a priority and will test the technology and develop operational processes that will 

ensure benefits can be delivered. A combination of local funding, Estates and 

Technology Transformation Fund (ETTF) funding along with the national £45m 

funding available over the next three years will be used to procure technology and 

video services along with change management support to ensure sustainability 

across all practices in Sunderland. 
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c) Training Care Navigators and Medical Assistants for all Practices 
 
 
 
 

Receptionist/Admin 

Signposting 
 

 
 

In 2016 during a Time in Time Out event, we initiated the delivery of training to GP 

reception and administration staff on signposting and how to have the conversation 

with a patient about accessing services to meet their needs. This was specific to 

smoking cessation services to support pregnant ladies to quit. 
 

In 2017/2018 we will be carrying out with member practices, a process to identify 

training for receptionists on active and appropriate sign posting via the Time for Care 

programme. 
 

Building on the training already received the idea is that receptionists will receive 

training to enhance their ability to connect patients directly with the most appropriate 

source of help. When patients contact the practice the receptionist identifies what 

their need is and they are then able to refer to information about services in the 

practice, other NHS providers and the wider care and support sector. Where 

appropriate, they direct the patient to these services. Training will continue in 18/19, 

covering all practices with the aim of 100% of all staff trained, taking into account 

staff turnover and changes. 
 

There are a number of vanguard sites who have already implemented this training 

with positive outcomes and we will be gaining support and learning from these sites 

including Wakefield MSCP Vanguard 
 

Plans are being developed to look at work flow optimisation and 30 practices have 

already expressed an interest in becoming part of this work, being led by the GP 

Alliance and funded by the CCG. The amount of communication GP practices have 

to filter, code, and file and signpost for relevant clinically indicated follow up has 

increased and can cause significant burden in terms of GP time. The workflow 

optimisation work includes a comprehensive training package and supporting 

materials, to train members of the GP practice clerical team to read code and action 

incoming clinical correspondence according to a framework based on safe practice 

protocols. Advice and help is also given to the wider practice team to support the 

implementation. This is linked to our work on the Ten High Impact Actions. Initial 

training will cover 19 practices with 2 representatives from each practice. To 

complement this project we have invested in medical terminology and read code 

training. This funding will provide 60 places for each training area. Further training 

will be offered in 2018/19 for any remaining practices. 
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d) General Practice Resilience Programme 

This programme aims to deliver a menu of support that will help practices to become 

more sustainable and resilient, better placed to tackle the challenges they face now 

and into the future. 
 

We have supported practices to participate in this programme and developed an 

approach for identification. We are keen to ensure that the support offered 

complements and builds on locality working arrangements and existing local support 

(such as the CQC and the support given to practices when going through a practice 

merger). The GPRP support will allow more upstream work – practices at a tipping 

point who may be struggling with workload but otherwise operationally stable. A 

qualitative approach making use of local intelligence is key in identifying where 

support can build resilience, targeting practices or groups of practices before urgent 

need arises. 
 

Views have been sought from a range of sources to support gathering local 

knowledge. This includes giving all Executive Committee GPs, Locality Lead 

Practice Managers and Locality Lead Nurses and the LMC the opportunity to feed in. 
 

Practices needing support in 2016/17 have now been identified and a memorandum 

of understanding has been sent to successful practices within the Sunderland area 

with a list of support mechanisms provided by NHSE. There were 6 applications with 

4 being accepted and Sunderland CCG will be supporting practices to achieve their 

desired outcomes. 
 

During 2016/17 we have supported two separate mergers, two branch closures and 

an emergency contract where a single handed GP contract was terminated and the 

practice patients had to be moved at short notice. The CCG Locality Commissioning 

Team in particular has worked closely with the NHSE Cumbria and North East 

primary care contracting team and clinical leaders to provide the practical support to 

enable these changes to take places, working closely with the affected practices. 

Support has included developing business cases, mobilisation plans, public and 

stakeholder engagement and identifying a budget to support this  activity.  The 

budget has been used for HR support, solicitor and accountancy support and 

communication and engagement activity in order to encourage practices to work 

together and be sustainable for the future. 
 

In 2016/17 3 APMS contracts were reviewed and commissioned as a single larger 

APMS contract with a longer term contract in order to increase the sustainability of 

general practice and the money saved has been reinvested in general practice 

across the city. 
 

In 2017/18 this support will continue and it will be linked to the practices identified via 

the Resilience Programme. The Locality Commissioning Team will review all 

applications put forward in 2016/17, look at any themes and discuss within localities 

how practices can be supported going forward.  This will be in line with the objective 
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of encouraging practices to work together/at scale. The CCG will look to put a city 

wide bid into the resilience programme for the GP Practices of Sunderland. 
 

1.2 Improved Access 

In 2015 we established and funded Extended Access pilots which are being 

delivered in two of the five localities within Sunderland from £300k of core recurrent 

investment. One service offers pre-bookable and urgent appointments across seven 

days and the other offers bookable appointments across six days. We commissioned 

Durham University to evaluate these two services to establish the best model for the 

City going forward. In line with the national extended access requirements we have 

reviewed the gap for city wide extended access cover. 
 

Two further localities are mobilising extended access plans and are aiming to offer 

bookable and urgent appointments over five evenings to their patients by January 

2017. We are in discussion with the remaining locality to ensure Extended Access 

covers the whole of the Sunderland patient population by March 2017. This activity 

is being funded from the £400k pump priming monies made available to us in the 

latter half of 2016/17 to prepare for full implementation of the national specification. 
 

Plans Going Forward 17/18 
 
New and additional dedicated and recurrent national funding available from 2017/18 

of £6 per patient will be used to develop the infrastructure to enable the city to meet 

the full requirements of the national specification by September 2017 at the latest. 

As Sunderland is in 1 of 18 national transformation areas, the full funding will be 

made available earlier than in most CCG areas whilst the timetable for 

implementation is also earlier. Mobilisation plans will begin implementation by Q1 

2017/18. 
 

1.3 Estates and Technology Transformation Fund (Primary Care) 

The Estates and Technology Transformation Fund (ETTF) is being used to drive 

forward the General Practice Forward View within Sunderland, supporting the 

adoption and development of technology that; 
 

 Enables self-care and self-management 

 Helps reduce workload in practices 

 Helps practices to work together at scale 

 Supports greater efficiency across the whole system 

This includes a number of schemes outlined below: 
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In addition we have been successful in bidding for ETTF funds of £162k to support 

premises developments in general practice. Four premises schemes are currently 

under implementation in 2016/17 and 2017/18 which will support the transformation 

of primary care estate. 
 

1.4 Other funding for General Practice 

We are committed to funding nationally procured GPIT systems and are seeking 

improved efficiency of our GPIT services to ensure this commitment can be met. 
 

We are deemed to be overfunded and as such will receive minimum growth in 

allocations in 2017/18 and 2018/19. We are committed to maintaining investment in 

CCG funded general practice at current levels in line with the overall requirement to 

increase based upon CCGs’ growth allocation. 
 

 

2       Care Redesign 
 

2.1    Improved access 

We have developed a specification for GP extended access that reflects both the 

local requirements, derived from the learning from the current pilots noted earlier and 

incorporating the national requirements as detailed in the planning guidance. The 

national requirements are set out below:- 
 

 Weekday  provision  to  pre-bookable  and  same  day  appointments in  the 

evenings (after 6:30pm) – to provide an extra 1.5 hours a day; 
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 Weekend provision of access to pre-bookable and same day appointments on 

both Saturdays and Sundays to meet local population needs; 

 Appointments can be provided on a hub basis with practices working at scale 

 Will be available for 100% of the population; and 

 Use the nationally commissioned tool, to be introduced during 2017/18 to 

automatically measure the appointment activity by all participating practices, 

both in-hours and in extended hours. 
 

The national guidance states that CCGs should ensure their population have access 

to pre-bookable and same day primary medical services appointments equating to 

an extra 30 minutes of consulting capacity per 1,000 patient population. For 

Sunderland this is an extra 142 hours of appointments to be delivered in evenings 

(after 6:30pm) to provide an additional 1.5 hours a day; and at weekends. Weekend 

access slots will be delivered based on locality need but initially will be modeled on 

intelligence from practice and national patient survey results as well as the learning 

from the East, West and North pilots. 
 

There is sufficient capacity currently in the city, based on the East, West and North 

pilots and those practices offering extended hours under the DES, to provide the 

required hours for 2017/18. In 2018/19 the requirement rises to 45 mins per 1,000 

population, which equates to 213 hours of provision across the city and whilst this is 

more challenging for Sunderland. The learning from 2017/18 will be used to develop 

implementation plans to meet this requirement, taking account of demand and need 

across the city 
 

To ensure a standardised approach to delivery and enable us to understand the 

outcome of its developing Urgent Care Strategy and develop a model that is more 

aligned with the MSCP it has been agreed to apply a tender waiver and delay the 

procurement for up to 2 years. We have therefore commissioned the GP Alliance 

(GPA) for the next 2 years to act as an Integrator, working with practices and 

localities to secure the full specification no later than September 2017. GP Executive 

Leads and Director Lead for general practice will support the work with the GPA to 

ensure the final proposal and mobilisation plan meets the requirements and provide 

assurance to the Executive committee that the GPA can deliver the full specification 

by September 2017. As well as the national requirements there are a set of core 

local requirements that will be specified to ensure the service engages with all of its 

practices to develop a scale primary care. Over the 2 years the proof of concept will 

be further tested and developed in order to be clear about what should be procured 

from 2019/20. 
 

We have also refreshed our urgent care strategy which will include urgent access to 

general practice and have developed a communication and engagement plan to help 

determine the future configuration of urgent care services across the City.  A 

listening exercise with the public will be complete by 23.12.16 and formal 

consultation on scenarios will take place from March 2017.  The contract with the 
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local provider of UCCs has been extended into 2018 to enable the final proposals to 

be determined and secured. 
 

2.2     Support General Practice at Scale 

We are working with partners, and in particular the GP Alliance, to develop general 

practice at scale, as the foundation for the multi-speciality community provider 

(MSCP) care model in the city. Sunderland is one of 14 national Vanguards testing 

and developing this model of care. The model is about integrating out of hospital 

care to ensure better outcomes for the whole population and the local system, 

covering prevention, urgent care, continuing care for people with long term 

conditions and care for those with the most complex needs. 
 

To date general practice, facilitated by the GP Alliance and CCG Clinical Leaders 

have played a crucial part in the establishment and provision of the five Community 

Integrated teams in each locality proactively targeting the most complex patients at 

risk of hospital admission, supported by the city wide Recovery at Home service. In 

addition General Practice through the GP Alliance has led the development of 

enhanced primary care for people with long term conditions. This includes hubs in 

each locality for diabetes titration/management and ECG testing to inform Atrial 

Fibrillation detection and management. Plans are being developed to expand on this 

hub model to include other areas and schemes from April 2017, aligned to our 

operational plan and priorities. Practices are also currently going through a process 

where they will be aligned to a care home to improve continuity of care for the patient 

and reduce house calls for GPs and their staff. Map of Medicine has also been 

funded and support provided to enable all practices to use Map and the GP Alliance 

have facilitated the development of a range of standardised pathways to be used on 

Map, all aimed at reducing variation and increasing a standardised approach across 

general practice for the benefit of patients. 
 

We will develop an offer for each General Practice with the GP Alliance and 

undertake a communication and engagement exercise in 2017 in preparation for a 

new organisation to be commissioned to deliver the MSCP model from April 2018. 
 

Further work is needed on the scope of the MSCP; the business case and the 

outcome based specification including risk share, prior to engagement with Practices 

on the offer to join the MSCP i.e. voluntarily want to move their contract into the new 

MSCP.  It is likely that a menu of options would be available to General Practice. 
 

High level milestones are outlined below and may be subject to change as the work 

to commission the MSCP starts to go at pace over 2017/18: 
 

 Final scope for MSCP to be concluded end of January 2017. 

 Approach to communication and engagement plan with Practices – March 2017 

 Business Case for MSCP April 2017 

 Listening exercise with Practices Q1 of 2017/18 

 Offer to practices re MSCP in Q2 of 2017/18 
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 Review outcome of engagement on the offer in Q3 

 Subject to outcome start planning implementation in Q4 

 Milestones for 18/19 depend on the overall milestones for the commissioning of 

the MCP from April 2018 and are still being determined. 
 

2.3 Self-care and Prevention 

The multi-agency Transformation Board in Sunderland, which includes the GP 

Alliance, has recently agreed to prioritise prevention and in particular the Making 

Every Contact Counts programme. In 2017/18 Proposals will be developed to 

support health providers including General Practice to deliver the programme. 
 

In addition, the Medicines Optimisation Team is supporting the Urgent and 

Emergency Care (UEC) Vanguard communications campaign to incorporate self- 

care, also developing a strategy to improve use of self-care by patients in an attempt 

to divert requests for appointments and prescriptions. 
 

The MSCP is also working with STCCG who have Pioneer status for early 

prevention and self-care via their 'Better U' programme which has rolled out this 

approach on an industrial level across all partners. The Sunderland MSCP is keen 

to learn from this approach and ensure the community integrated teams and 

recovery at home, as well as enhanced primary care consider the learning and best 

way to implement the approach in Sunderland. 
 

2016/17 has seen an increased interest and use of digital technology as a 

mechanism to prevent exacerbations in particular conditions. This includes COPD 

and heart failure. The use of the simple telehealth system ‘Flo’ has begun to 

increase across general practice. Using simple text messages to gain health 

information and advice to help support patients to self-care. A further focus on 

technology can be seen with the introduction of Holter ECG devices in dedicated 

practice hubs across the 5 localities. 
 

The City, in particular, has focused on care homes. The Vanguard programme has 

introduced MDT’s along with dedicated nursing resource to support the front line 

care workers to look after their residents. Technology has been designed and 

implemented across the city with a view to all care homes being digitally enabled by 

the end of March 2017. The tool includes the monitoring of vital signs using the 

National Early Warning Score (NEWS), Must and Abbey pain score. This allows the 

care homes to monitor the health of their residents and work with the local General 

Practices to better manage their patients out of hospital wherever possible. As noted 

above our GP Alliance is also supporting the alignment of GP practices to care 

homes across the city to increase efficiencies for Practices and better outcomes for 

patients. 
 

With regard to diagnostics the ambulatory care work across the city has introduced 

qualitative d-dimer testing for DVT in each General Practice. Pharmacy have also 

introduced CRP testing in two practices as a pilot. Early feedback from practices 
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show that they are  using it effectively and it  is supporting the clinical decision 

making. 
 

Looking forward into 2017/2018 the focus of the vanguard MSCP will include self- 

care. This will be supported with a number of technology advancements as well as 

looking at Patient Activation Measures. Technology will include the use of apps, 

self-care videos and simple Telehealth. We will also be redesigning community 

ECGs for those who are less mobile. Successful app development has already 

taken place in one of our 5 localities with an app for childhood illness which has been 

adopted by the UEC Vanguard for the North East. 
 

2.4 General Practice Quality Premium/Standardisation of Care – 

Improving the Quality of General Practice 

The standardisation of care in general practice is one of the enablers to the delivery 

of our overall vision of Better Health as well as supporting the sustainability and 

transformation of general practice. It will also support a significant proportion of the 

Quality, Innovation, Productivity and Prevention (QIPP) programmes. 
 

 

We will support the member practices in reducing variation in outcomes and activity 

and improving care quality in primary care and ultimately throughout the patients 

pathways. There is a need to support localities in taking a proactive approach that 

ensures patients’ conditions are effectively managed and reduce unnecessary 

hospital outpatient attendance. This support will drive improvements in care and 

reduction in unwarranted variation by providing timely data, information and robust 

business intelligence that is required to identify and prioritise areas for quality 

improvement. We will determine the areas which will allow localities and practices to 

concentrate on the right areas. 
 

 

Until the recent introduction of Map of Medicine, there was no single system in place 

to support clinical decision making. This situation can lead to inappropriate referrals 

and also lack of quality referral information. General Practice had to manage any 

updates to pathways manually which is why it is inevitable that variation will occur. 

As noted in the section on care redesign, under the MSCP Vanguard enhanced 

primary care programme, it was agreed to fund map of medicine software in every 

practice in Sunderland and this has now been installed in all practices. This software 

will act as a clinical reference tool to enable clinicians to easily obtain evidence 

based pathways management advice, referral criteria and referral forms (which could 

be local, national or international). 
 

 

As all of the productivity areas are being developed, map of medicine will support 

delivery by making the new pathways visible to practices. 



 

 NHS Official Item 8.1 

15 
 

Success is dependent on practices engaging with the software and giving feedback 

on their findings of the new pathways. The feedback will allow pathways to be 

adapted accordingly and also determine what education is required for clinicians. 
 

 

We have invested £1.75 per registered patient of the PMS funding released in 

2018/19 along with some CCG funding to enable General Practice to free up 

capacity to engage with the implementation of Map of Medicines in order to reduce 

variation. 
 

 

We have also adopted the national and regional Primary Medical Assurance 

framework and put in place a local Quality Group which uses data on key national 

measures to identify practices that may be an outlier in those areas. Measures 

include the national GP patient survey indicators. The group also access local 

intelligence to inform any discussion on why a practice may be an outlier and the aim 

is to support practices to improve wherever this is required. The group report to the 

CCG Quality, Safety and Risk Committee as well as share key issues with the 

Primary Care Committee to ensure a coordinated approach to the commissioning of 

general practice. 

 
Plans for 2016/2017 

 

 

Areas of work that we have asked practices to participate in regarding Map of 

Medicine include; 

 
 Engagement with map of medicine including practice super users, attending 

training and clinician use of pathways 

 Recording referrals that do not fall within the pathways on Map of Medicine in 

defined clinical areas to ensure that all pathways are developed as part of Map 

of Medicine 

 Attending training sessions which may be identified when following a particular 

pathway 

 Internal review of practice activity with feedback to CCG via locality 

commissioning meetings 

 Peer  review  at  locality  level  either  at  TITO  or  at  Locality  Commissioning 

Meetings 

 Practices to flag specific referrals for which they wish to follow up the outcome 

of, to support learning and education 

 Practices will be asked to submit outcomes from the referral meetings to support 

ongoing development and influence commissioning decisions 
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Plans for 17/18 and 18/19 
 

 

One of the priorities within our General Practice Strategy is to review all enhanced 

service, to develop and implement a local outcome based Quality Premium. From 

April 2017 we intend to offer GP Practices a Quality Premium which will replace all of 

the Locally CCG commissioned Services and the national Directed Enhanced 

Services. 
 

 

In general practice there are many schemes that incentivise practices to participate 

in work that is above and beyond their core contract. The main scheme that does 

this is the Quality and Outcomes framework (QOF) this was introduced in 2004 as a 

financial incentivisation contract that rewarded practices for adherence to detailed 

performance of specified clinical processes. Practices can also sign up to Enhanced 

services. Enhanced services are currently commissioned through each of the 

primary medical care contracting vehicles (GMS, PMS, APMS). They currently 

comprise: 
 

 Locally commissioned services/Local incentive schemes – schemes agreed by 

CCGs in response to local needs and priorities, sometimes adopting national 

service specifications; 

 There are also Public Health services commissioned; and 

 Directed enhanced services (DESs) – these schemes are nationally 

commissioned by NHS England who are required to offer contractors the 

opportunity to provide these services, they are linked to national priorities 
 

Across the country CCGs have implemented Quality Premium schemes for General 

Practice. These schemes bring together enhanced services and in some areas QOF 

into one scheme, with several quality standards all monitored with KPIs. 
 

We are working with GP Practices in 2016/17 to develop a workable framework 

which will focus on key outcomes as opposed to ‘number crunching’, freeing up 

practice time to make a difference and providing long term recurrent funding to 

support long term change. As a CCG with delegated responsibility for 

commissioning general practice, we will be asking practices to give up directly 

enhanced services in order for the budget along with the PMS monies to be used to 

fund the quality premium recurrently. 
 

 

From April 2017, we will have a new Quality Premium for General Practice in place 

with a simple system for claiming, achievable outcomes and measures which can 

improve the quality of patient care. This will be supported through the release of 

PMS funding over the period 
 

 

During 2017 and 2018 we plan to continually review the effectiveness of the new 

Quality Group and the approach taken to support practices where improvement in 

quality may be required. 
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3 Workforce 

We have a proactive approach to supporting general practice to increase capacity 

and build the workforce. Work commenced in November 2014 to look at supporting 

the recruitment of GPs into Sunderland following an LMC survey which indicated a 

potential loss to the GP workforce of up to 30 GPs within the following 3 years. This 

led to the development of a GP Career Start programme which would provide a 

developmental programme to newly trained GP to be placed with a GP mentor in a 

GP practice whilst undertaking additional education and development in line with 

their career interests and aspirations. Despite the competitive marketplace and 

Sunderland being a historical and known hard to recruit to area 10 GPs are now 

participating in the Career Start Programme with recurrent funding identified and a 

plan for another 5 GPs per annum over the next 3 years subject to review of the 

impact. 

3.1 GPs 
 

As part of the recruitment strategy it was highlighted that there was not enough focus 

on recruiting new GPs but it was also imperative to support the existing GPs in 

Sunderland. As part of this support infrastructure the CCG have commissioned: 
 

 A childcare co-ordinator service to support all staff working in general practice 

with childcare solutions, including emergency childcare and the administration of 

childcare vouchers. 

 A mental health occupational health service for GPs experiencing burn out.  The 

service has been in provision now for 18 months and will continue until the new 

national service is in place to ensure that there are no gaps in service and to 

allow for double running whilst the reach and scope of the new national service 

is known. 

 A bursary scheme has been developed for both existing GP trainers and new 

intending trainers. Both bursaries allow for protected time for GPs who 

undertake training or wish to become trainers. This will be particularly pertinent 

given the indication from Newcastle University who has proposed an expansion 

of medical student numbers and the launch of the 2017 undergraduate 

curriculum in 2017 which could equate to the doubling in time in primary care 

and an assistantship in general practice in final year. 
 

In conjunction with South Tyneside CCG and Sunderland GP Alliance, we bid for 

and have been awarded Community Education Provider Network (CEPN) status by 

Health Education England and this joint working will continue to be developed. The 

initial focus will be on scoping the current state with regard to numbers of GP trainers 

and practices who undertake training of medical students along with the creation of a 

relationship manager/placement facilitator to liaise with local medical schools and 

schools of nursing 
 

The general practice workforce work stream is now a key part of the work plan for 

the CCG and over 2016/17 has been one of the key transformational changes in our 

operational plan and encompasses roles within general practice.   This focus on 
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workforce will continue in this next operational plan as part of delivering the GP 

Forward View. 

3.2 Practice Team 
 

Earlier in 2016 we developed and commissioned a provider for a Practice Nurse 

Career Start and Health Care Assistant Career Start. This will bring an additional 20 

practice nurses into the workforce along with 20 Health Care Assistants over the 

next 2 years. Many of the posts are in practices that have not previously had access 

to Practice Nurses and Health Care Assistants. The Health Care Assistant 

programme also facilitates the nursing career pathway by providing a 27 month 

development programme from apprenticeship to pre-registration nursing entry level. 
 

We have match funded the national clinical pharmacy pilot to encourage practice 

participation, with the GP Alliance being successful in being awarded the pilot. The 

national pilot currently provides clinical pharmacy services to 15 practices across 

Sunderland provided by the GP Alliance Federation. This pilot is exploring how 

embedding clinical pharmacists can affect workload and release time for GPs. A 

condition of committed funding is to also deliver the CCG's medicines optimisation 

(MO) programme previously delivered to participating practices by the current MO 

practice support service. During 2017/18 a procurement exercise will be underway 

for MO support to practices not participating in the pilot which will allow lessons 

learned from the pilots to be incorporated in the support for all other practices over 

time 
 

Weaknesses have been identified in the appraisal processes for both practice nurses 

and practice managers. Taking on board feedback from both these staff groups peer 

appraisal is being introduced. Training and support will be provided to appraisers 

and this has been pump primed from slippage on the GP delegated budget in 

2016/17. 
 

Implementing the Five Year Forward View for Mental Health includes a commitment 

to expand Improving Access to Psychological Therapies (IAPT) services to meet 

25% of need by 2020/21. The majority of the expansion will be ‘Integrated IAPT’ 
services, co-located in and integrated with physical health services, and focused on 

people with anxiety/depression in the context of long-term physical health problems 

and/or people with distressing and persistent medically unexplained symptoms. 
 

 

In 2016/17 and 2017/18 integrated IAPT ‘Early Implementers’ will develop and 

provide new integrated services, preparing the whole NHS to implement integrated 

services from 2018/19. There are four goals for the early implementer programme: 

 To implement integrated psychological therapies at scale – improving care and 

outcomes for people with mental health problems and long term physical health 

problems, and distressing and persistent medically unexplained symptoms. 

 To learn how best to implement integrated psychological therapies at scale in an 

NHS context – moving from trials and pilots to business as usual. 
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 To build the return on investment case for integrated psychological therapies – 

demonstrating savings in physical health care. 

 To build capacity in the IAPT workforce, starting the expansion of the workforce 

needed to meet 25% by 2020/21. 
 

 

This development will link in with the five locality Community Integrated Teams, 

wrapped around practices, supporting the practice to manage people with long term 

conditions. This will build on the service that is already in place for people with long 

term conditions and the relationships that have already been formed with general 

practice. 
 

A breakdown of funding, trainees and people using services is outlined in the table 

below: 
 
 

Agreed numbers  2016/17 2017/18 
 

 

Local funding 

  

 

£100,000 

 

 

£50,000 

National funding to provider (in salary support for 

trainees) 

 

£372,192 
 

£614,580 

 

 

National funding to CCG (excluding training courses 

and trainees) 

 

 
 

£329,494 

 

 
 

£1,297,802 

Places on Continuing 

Professional Development 

(CPD) courses for 

therapists in working with 

High intensity 

therapists 
 

Psychological 

wellbeing 

 

10 
 
 

 
10 

  

0 
 
 

 
0 

people with co-morbid long 

term conditions 
practitioners (PWPs)    

 

IAPT trainees (course fees 

and salary support funded 

nationally in 2016/17 & 

High intensity 

therapists 

Psychological 

 

15 
  

2 

2017/18) wellbeing 

practitioners (PWPs) 

11  8 

 

 

Number of people planned to be seen in new 

integrated services 

 

 
 

20 

 
 

 
 

620 

A workforce data toolkit is currently being piloted in one of the localities and 8 

practices are currently inputting data. It is anticipated that the toolkit will provide 

more robust data regarding not just workforce numbers but also the skills, knowledge 
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and experience to allow for enhanced workforce planning and development and also 

to provide greater insight into areas of need or pressure in the workforce population 
 

During 17/18 and 18/19 workforce plans will be focussing on: 
 

 the development of practice managers including succession planning and 

building the skills of those working in a deputy management including a bespoke 

access course to degree level management qualification with Sunderland 

University. 

 a step down programme for nurses with a focus on educator roles to create an 

educational footprint for new and emerging roles and thus building capacity for 

medical placements. 

 a  city  wide  training  and  development  plan  for  general  practice  looking  at 

maintaining skills, enhancing skills and the development of specialist skills that 

can be used at scale within localities. 

 continued exploration of new roles such as Physicians Associates in conjunction 

with local higher education providers . 

 implementing  the  Community  Education  Provider  Network  status  by  Health 

Education England and this joint working will continue to be developed. 

 supporting  University  of  Sunderland  with  general  practice  placements  for 

paramedic students. 

 implementing  the  expanded  GP  career  start  and  the  nurse  and  health  care 

assistant career starts in both years. 
 

 

4 Workload 
 

4.1 Time for Care Programme 

We will be submitting an application within the required deadline i.e. before August 

2018. We have assessed themselves against the readiness self-assessment tool 

and the findings at that time were that although we have good engagement with our 

GP Practices, this area needs to be scored at least 3+ and that commitment to the 

programme needs to be at least 80% of practices to ensure any outcomes. To 

enable this to be as attractive a programme as possible for our member practices in 

16/17 the CCG has committed £1.75 per head to enable practices to free up capacity 

for the whole practice to take time out and look at the 10 high impact actions and 

think about how the actions could help address their workload pressures and free up 

GP time. 100% of practices are signed up to creating the capacity. 
 

This scheme asks practices to:- 
 

 Look at the 10 High Impact actions as a practice and discuss the areas that have 

already been implemented by the practice and areas that the practice would like 

to introduce; 

 Bring these areas to a locality meeting and discuss with other practices within 

the locality – sharing best practice and also discussing areas that could be 
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introduced as a locality or group of practices or needs a city wide introduction; 

and 

 Submit a pro-forma detailing the discussions to the CCG 
 

The CCG Locality Commissioning Manager will support this review. 
 

Plans going forward - 2017/18 
 

Once the actions are complete (31 March 2017) we will collate the responses from 

the practices and theme the areas that practices have decided they would like to 

look at. At this point we will apply for the national Releasing Time for Care support 

programme and engage with a development advisor. This approach will allow for the 

identification of our time for care champion(s), have an idea of the priorities practices 

have identified and continually assess ourselves against the readiness tool. This 

approach will enable us to be assured that at least 80 per cent of practices are on 

board and able to participate in this valuable programme. 
 

A growing number of practices across the country are already making use of these 

impact actions and the application will enable practices to access their learning of 

developing new systems or how they increase patient self-care. 
 

Plans going forward - 2018/19 
 

SCCG will continue to support practices in the implementation of the high impact 

changes in 18/19. All practices are involved in this piece of work, and the plans for 

18/19 will be developed following a review of 17/18 to ensure full adoption. 
 

Further details are included within the investment section of this document (see 

pages 93 and 94, Training for Care Navigators). The plans for deployment have 

been developed in consultation with general practice. Funding for the training has 

been ring fenced for the intended purpose and will be delivered in alignment with 

other activities as part of the time for care programme, and wider work on workforce 

and technology strategies. 
 

4.2 E-consultation 
 
 

We will invest in technology that will enable patients to use multiple channels for 

consultation with their GP. Further details regarding this can be found in the 

investment section on page 92 (On-line General Practice Consultation Software). 

These will include the traditional face-to-face consultation, consultations using video 

technology and also the ability to use on-line symptom checkers (with signposting to 

appropriate service) and also to feed information into an on-line form which the GP 

can review and take appropriate / further action on. This will reduce workload in 

primary care. 
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4.3 Other workload initiatives 

Other workload initiatives include practice manager development (and development 

of deputies) and the General Practice Improvement Leader Programme. These will 

be promoted and uptake monitored and encouraged from April 2017. The workforce 

section of this document details more information about programmes to upskill in 

order to make most appropriate use of the whole workforce within General Practice 

enabling better management of workload pressures. 
 

 

5 Practice Infrastructure 

5.1 Local Digital Roadmap & Shared Care Records 
 
We have established robust governance arrangements with our health and social 

care partners by introducing a community wide Informatics Board to drive forward 

the implementation of the national strategy towards a paperless NHS. 
 

Commissioners and providers across South Tyneside and Sunderland have worked 

together to undertake digital maturity assessments and develop a single roadmap for 

how technology will help improve how health and social care is delivered to patients. 
 

While many of the technical details are contained within individual organisational 

strategies and plans the collaborative development of the Local Digital Roadmap 

(LDR) enables our efforts to be aligned to a common set of priority areas and 

reduces the risk of effort and investment duplication. 
 

The objectives of the LDR are; 
 

 To make a reality by 2020, the expectations of patients today that the NHS is 

one seamless organisation where information is collected once and shared 

amongst those delivering care and duplication of effort and costs is eliminated. 

 To deliver a ‘channel shift’ across the Local Health Economy where delivery of 

health and care services using digital channels becomes the norm for both 

patients and staff. 

 To support prevention and self-care for patients and carers by establishing digital 

resources which inform and assist in healthier life styles and management of 

conditions. 

 To collaborate and innovate on the development of shared care record and 

interoperability capability locally and be the main contributor for the 

establishment of the Great North Care Record. 

 To establish the North East and North Cumbria to become the safest place in the 

world to receive care and the best place in the world to do research underpinned 

by the Great North Care Record 
 

Our priority areas are delivery of 10 Universal Capabilities; 
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 Professionals  across  care  settings  can  access  GP-held  information  on  GP 

prescribed medications, patient allergies and adverse reactions. 

 Clinicians in emergency care settings can access key GP held information for 

those patients previously identified by GPs as most likely to present (in U&EC) 

 Patients can access their GP record. 

 GPs can refer electronically to secondary care. 

 GPs receive timely electronic discharge summaries from secondary care. 

 Social care receives timely electronic Assessment, Discharge and Withdrawal 

notices from acute care. 

 Clinicians in unscheduled care settings can access child protection information 

with social care professionals notified accordingly. 

 Professionals  across  care  settings  made  aware  of  end-of-life  preference 

information. 

 GPs and community pharmacists can utilise electronic prescriptions 

 Patients can book appointments and order repeat prescriptions from their GP 

practice. 
 

100 per cent of practices have Wi-Fi for corporate use, and in 2017/19 this will be 

expanded to cover public use. 
 

Across the Local Health Economy we have active projects that will deliver each of 

these capabilities using a range of national and local solutions which are detailed in 

our Universal Capabilities Delivery Plan. 
 

Many of the universal capabilities relate to patients having a greater level of access 

to their clinical records while also supporting improved access to general practice by 

using digital methods. This is a key theme within the LDR which supports the 

objective of creating both a ‘channel shift’ towards using technology to improve 

access to and delivery of health and social care services. The use of digital services 

to access the NHS is also an enabler to help people move towards the use of digital 

methods for self-care such as on-line information resources and apps that help 

signpost to appropriate services and manage suitable conditions. 
 

Our plans include support for major transformation work with enabling digital 

technology that will standardise and simplify clinical and business processes. Our 

plans will ensure secure, robust and reliable clinical information systems that have 

been fully exploited and optimised to achieve identified benefits through a process of 

continuous improvement of our change management, project management and 

training techniques and capabilities across the LDR footprint that will have 

sustainability of new ways of working at the core. 
 

The focus of this work will be; 
 

 Support for one clinical model of acute care by implementation and adoption of 

common standards, configurations and supporting information systems across 
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acute organisations in South Tyneside and Sunderland. By Q4 2016/17 we 

expect to have firm plans in place to take this work forward. 
 

 

 Delivering new models of care for out of hospital services that will be enabled by 

an agile and mobile workforce with patient information available to the full range 

of services that deliver care. By the end of March 2017 the deployment of an 

electronic patient record for community services is expected to be complete 

along with the use of  mobile technology and bi-directional view of the GP- 

Community electronic records. 
 

 

 We will also have a shared care record ‘proof of concept ‘delivered by the end of 

March 2017 using a locally developed capability which will inform the local 

strategy and way forward for developing further sharing functionality. The focus 

of the proof of concept will be supporting multi-disciplinary team meetings for 

practice patients with complex needs who need care co-ordination. 

 
 Additional record sharing capability for urgent and emergency care services 

across the region will be in place by Q4 2016-17 and will enable a view of the 

GP record to be available by secure methods. 
 

 

 Digitally enabling general practice to re-shape the way services can be delivered 

to meet increasing demand and move towards seven day services and enabling 

a channel shift for patient interaction with health and social care services and 

facilitating standardisation of care across general practice through the adoption 

of decision support technologies that are integrated with core clinical systems. 
 

 
Plans for 17/18-18/19 

 
A range of technologies are to be deployed throughout 2017-2019 as part of the 

Primary Care Estates and Technology Transformation Fund. In 2017/18 we aim to 

deploy; 
 

 
 

o Video consultation technologies; 

o SMS appointment and campaign functionality and apps; 

o Advanced telephony systems that provide a 24/7 virtual receptionist; and 

o Collaboration technologies that enable practices to work at a federated level and 

improve operational efficiency. 
 

We will invest in technology that will enable patients to use multiple channels for 

consultation  with  their  GP  as  noted  earlier. During  2017/18,  as  part  of  our 

#DigitalExemplarPractice Programme we will work with a number of practices which 

have identified on-line consultation as a priority and will test solutions along with 

operational processes that will ensure benefits can be delivered. 
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We will then share and spread the learning from these practices to the remaining 

practices in Sunderland during 2018/19. A combination of local funding, Estates & 

Technology Transformation Fund (ETTF) funding along with the national £45m 

funding available over the next three years will be used to procure technology and 

video services along with change management support to ensure sustainability 

across all practices in Sunderland. 
 

Our plans also address key financial challenges by: 
 

 

 Rationalising the taxonomy of digital capabilities across the LDR footprint in 

order to simplify support and development arrangements. This will increase local 

knowledge and expertise and support long term sustainability along with financial 

benefits of procurement at scale and consolidation on common and 

complementary digital capabilities. 
 

 

 Making mobile working normal behaviour and expanding WIFI capability for 

health and social care staff across the LDR estate and wider which will reduce 

the need to ‘return to base’ freeing up time to focus on patients and service 

users. By the end of 2017 we will have both joined up Wi-Fi across our health 

and social care providers and will also provide Wi-Fi for patients within General 

Practice. 
 

 

 Digitising the transactional, the diagnostic and transfer of care information flows 

between primary and secondary care providers to ensure coded data and 

workflow increase productivity and reduce manual intervention and 

administration within general practice. 
 

 

 Reducing face to face contacts and follow up requirements by  using 

technologies such as video consultations and messaging services that enable 

patients to communicate their preferences and current status with regards to 

follow up review appointments. By the end of 2017 we will have demonstrated 

how technology can make this a reality and understand the change management 

requirements to make it a sustainable way of supporting patients. 
 

Where investment has been made centrally we will maximise the use and 

exploitation of national digital assets. Where these do not align to local requirements 

we will collaborate with other LDR footprints in the region to ensure solutions are 

scalable and information flows are not constrained by technology. Significant 

savings will be realised as a result of reducing the costs associated with paper (E.g. 

printing, handling and postage) and increased digitisation. 
 

Much of the volume of paper has been reduced for clinical correspondence between 

secondary and primary care such as discharge communications where digital 

transport mechanisms have been in place since 2015 however we will further exploit 

national infrastructure such as the Messaging Exchange for Social Care and Health 
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(MESH) and move forward with structured CDS messaging in 2017/18. This 

development also complements the Global Digital Exemplar (GDE) requirements for 

the City Hospital Sunderland NHS Foundation Trust. 
 

Our plans for developing the underpinning infrastructure that supports delivery of 

GPIT will see ETTF funds used to move our practices onto a single administrative 

domain which will improve the support from our GPIT Delivery Partner and enable an 

enhanced range of services to be delivered to practices while removing some of the 

technical barriers that have hampered collaboration between practices and the CCG. 
 

Our plans in 2017/18 are to explore the potential of a Virtual Desktop Infrastructure 

(VDI) environment and the benefits this may bring for enhanced resilience and 

support along with federated working across practices and secure mobile/remote 

working together with less reliance on local PC infrastructure. This is a significant 

investment and the approach will require ETTF funding to be approved by NHS 

England with a robust business cease supported by this pilot. 
 

Working with our GPIT Delivery Partner we are progressing with an updated 

Community of Interest Network (COIN) during 2017/18 that will see increased 

resilience and improved speed for general practice with considerable cost savings 

that have been placing pressure on GPIT budgets during the transition from legacy 

arrangements. When available, improved access to the Health and Social Care 

Network will also be enabled. 
 

5.2 Estates 
 

We have a Strategic Estates Strategy for 2015-2020. This was developed following a 

review of the health estate of Sunderland. The work was overseen by a Local 

Estates Forum (LEF) which incorporated representatives from the CCG, City 

Hospitals Sunderland Foundation Trust, South Tyneside Foundation Trust, NHS 

England, Sunderland City Council, Northumberland Tyne and Wear Mental Health 

Trust, GP Federations in Sunderland, Sunderland University and NHS Property 

Services. 
 

 

Currently there is a significant reliance on acute hospital care. We are keen to see a 

shift in emphasis to prevention, self-care, primary and community care and less 

reliance on hospital based services. Currently the health and social care services 

suffer from fragmented provision. Working with partners, the CCG are keen to 

improve the integration of health and social care service provision and are keen to 

improve mental health in the population. The strategy gives consideration to 

relationships between agencies and the communities they serve and how services 

can be delivered in the future to make best use of all resources in order to achieve 

better health and wellbeing outcomes. By building on and utilising the resources and 

energy of our communities, we can support people to take greater control of their 

lives to bring about better health and wellbeing outcomes that matter to them, their 

families and communities. 
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The objectives of the Strategy are as follows: 

• Ensuring the right services are in the right place – care delivered closer to home 

wherever possible; 

• Improve the effective utilisation of out of hospital clinical estate; 

• Reduce the community estate running costs by 10%; 

• Reduce the carbon footprint of primary and community estate by 10%; 

• Reduce void / unutilised community space by 50%; 

• Support the improvement of patient experience when accessing out of hospital 

care; and 

• Support all local agencies to implement their organisation and estate strategies 
 

 

GP Estate in Sunderland is generally very good following significant capital 

investment in community estate by the previous Primary Care Trust. There is very 

little unutilised primary care estate. Estate reconfiguration has taken place to support 

delivery of the Out of Hospital Community Integrated teams and it is recognised we 

may require further reconfiguration to support delivery of the Out of Hospital Care 

Model and General practice Froward View. ETTF bids have been developed with this 

in mind. 
 

 

Where practices want to work together we will support them in future bids to deliver 

the infrastructure needed to deliver co-location or the sharing of facilities such as 

reception and IT where this is physically possible. This is linked to the technology 

ETTF bids to support the digital maturity of primary care and reduce its running 

costs. 

 
Plans for 2017/18 

 

 

We will work with partners and to reduce community estate running costs by 

approximately 10% and £200k per annum in NHSPS and where possible pass these 

savings onto tenants. The CCG will also work with partners to reduce community 

void costs by either giving notice on such accommodation or helping find suitable 

tenants 

 NHS Property Services will look to ensure assets are revalued to reduce running 

costs 

 Multi-Agency opportunities will be identified and considered by the local estate 

forum 

 All CCG led projects will relate to our strategic objectives and priorities over the 

next 5 years 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
PRIMARY CARE COMMISSIONING COMMITTEE 

 
31 January 2017 

Report Title: 
 

Notes of the General Practice Strategy and 
Implementation Group meeting 16 November 2016  

Purpose of report 

 
For information  

Key points, risks and assurances 

 
Within the minutes  

Recommendation/Action Required 

 
For information 
 

Sponsor/approving director   Debbie Burnicle 

Report author Jackie Spencer 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties x 

CO2:  Maintain financial control and performance targets  

CO3: Maintain and improve the quality and safety of CCG commissioned services x 

CO4: Ensure the CCG involves patients and the public in commissioning and reforming services   

CO5: Identify and deliver the CCG’s strategic priorities x 

CO6: Develop the CCG localities  

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning x 

Any relevant legal/statutory issues 

N/A 
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Are the identified risks on the risk register?  

 
N/A 

 
If issue/report has been previously reviewed please specify meeting and date 

The notes of the GP Strategy Group meeting are presented to each Primary Care Commissioning 
Committee for info 

 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
Yes as per the financial plan on a page for general practice  

Has there been appropriate 
clinical engagement?  

Yes via the membership of the group – see below. 

Any current or expected 
impact on patient 
outcomes/experience? 
 

Yes via sustaining and transforming general practice, patient 
experience ratings should continue to be above average. 

 
Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   

Yes via the membership of the group – GP Federations; SCCG 
PC Advisor; GP Executive and PM representatives and PN and 
Health watch representatives. 
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                         GP Strategy Implementation Group Meeting 

Held on Wednesday 16 November 2016, Steve Cram Suite, Pemberton House 
 
1. Welcome 

Present Apologies noted 
Debbie Burnicle (DB) 
Dr Jon Twelves (JT) 
Dr Tracey Lucas (TL) 
Dr Janet Rutherford (JR) 
Jacquie Lambie (JL) 
Eric Harrison (EH) 
Laura Hope (LH) 
Mark Speer (MS) 
Jim Hardman (JH) 
 

Wendy Stephenson 
Tarryn Lake (Mark Speer deputised) 
Jackie Spencer (Laura Hope 
deputised) 
Sam O’Connell  
Dr Fadi Khalil  
Dr Geoffrey Stephenson  
 
 
 

  
2.    Notes from 26 October 2016 

Note accepted as True Version 
 
Action Log  
 
Action 11 Indicative Funding Allocations 
To be discussed on agenda  
 
Action 12 Funding Stream 
To be discussed on agenda 
 
Action 14 Extended Hours 
On agenda 
 
Action 17 Workforce Toolkit North  
Proposal supported by Debbie Burnicle (Deputy Chief Officer) as an individual 
delegated decision, as issue raised cat previous meeting had been addressed and 
bid only for £4k.    
 
Action 18 Meeting Papers / Huddle Site  
Huddle site has been established and will be utilised to store meeting documents for 
the December meeting - closed   
 
Action 19 Extended Hours 
Fadi Khalil met with 2 practices in the North – following reflection by both practices 
on the suggestion for a joint approach, only one practice agreed with the joint 
working proposal. The response from the one practice was taken forward and along 
with the Washington proposal (under the concept of building upon what is already 



 NHS OFFICIAL Item 8.2 

Page 4 of 17  September 2016 

 

there) – funding agreed under scheme of delegation by Director and supported by 
Director colleagues. This scheme was put forward by the Sunderland GP Alliance 
who will support the localities to mobilise the scheme in 16/17.    
 
Action 20 Extended Access 
Paper to go December Executive – 2 parts to the paper: 
Part 1 The specification 
Part 2 How to secure the specification – to include advantages and disadvantages  
 
Action 21 Proposal for Non-Recurrent Funding – Cancer 
Supported in principle by the GP Strategy Implementation Group  
Paper to go to Primary Care Committee 29.11.16 for sign-off. 
 
Action 23 Proposal for Non-Recurrent Funding: Veterans  
Supported in principle by the GP Strategy Implementation Group and agreed with 
the CO and DFO under scheme of delegation as time delay would impact on delivery 
– will be reported to the Primary Care Committee for information only.   
 
Action 24 Proposal for Non-Recurrent Funding: Phlebotomy Pilot 
Awaiting feedback / update on proposal  
The value of the bid has been logged  
 
Action 25 Bid Proposals 
The bid proposals discussed in the last meeting have been forwarded to the Finance 
Team – close action 
 
3. Items for Decision 

Proposal 1: 
Practice Manager and Practice Nurse Appraisal Programme North Locality Project 
 
Brief Overview: 
This proposal is about supporting a project for development of practice managers 
and practice nurses by providing access to peer appraisal in a systematic way which 
would bring them in line with what is available for GPs and inform the workforce 
training and development plan currently underway by the Workforce Group. 
 
Value: 
£13,240 
 
Outcomes of discussion: 

 JR clarified this was not about performance but about development and would 

inform the training workforce training strategy. 

 It was not equivalent to GP appraisal funded by HENE so would not set 

precedent and if successful the GPA were willing to support roll out with 

practices e.g. if practices were willing to fund it as it was clear the CCG could 

not commit recurrent funds.  

 Agreed this should be for interested PM’s rather than only in the North i   
 

Decision: 
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Proposal accepted by the GP Strategy Implementation Group  
Supported by Debbie Burnicle (Deputy Chief Officer) as an individual delegated 
decision – will seek support from Executive Director colleagues on 21.11.16.   
 
Proposal 2: 
Workflow Optimisation 
 
Brief Overview: 
To deliver a comprehensive training package and supporting materials, to train 
members of the GP practice clerical team to read, code and action incoming clinical 
correspondence according to a framework based on safe practice protocols. 
 
Value: 
£150,000 
 
Outcomes of discussion: 

 An organisation in Brighton have already developed the system i.e. training 

package, clinical risk issues and presented to Sunderland – attended by all 

localities.  

 It is anticipated that this scheme will have a large positive impact on releasing 

GP time which could be re-directed to patient care. 

 To introduce this scheme without appropriate training and support will be at 

high risk. 

 Scheme will also help to facilitate standardisation of data and coding across 

the city. 

 In terms of long term planning should such a scheme be classified as a ‘must 
do’ in the PC QP?   

 Fits with the Five Year Forward view and the call to create medical assistants.   

 It was confirmed that this will be a city wide initiative. 

 There is a need to link in with the East Locality work on refining coding and be 

mindful of the Standardisation of Care work. 

 The specification regarding funding for Receptionist training – linked to the 

£25k allocation this year and the £50k allocation for the each of the further 3 / 

4 years has not yet been made know – there is a potential risk that contents of 

the specification may adversely impact upon this scheme, equally the national 

funding is v low and part of the spec will be about navigation and signposting 

work with receptionists. 

 
Decision: 
Proposal accepted by the GP Strategy Implementation Group  
Supported by Debbie Burnicle (Deputy Chief Officer) as an individual delegated 
decision – will seek support from Executive Director colleagues 21.11.16.   
 
Proposal 3: 
Proposal for funding for training programmes – Practice Nurses, Healthcare 
Assistants and Admin Staff 
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Brief Overview: 
This proposal is for funding for spirometry and ECG training programmes for practice 
nurses and healthcare assistants plus medical terminology and Read coding training 
for admin staff.  
 
Value: 
£46,000 
 
Outcomes of discussion: 

 This bid is related to training not for equipment. 

 The request has come via Practice Nurses – related to competencies and re-

validation. 

 Currently nurses are trained and competent in taking spirometry readings but 

are not officially authorised to interoperate the results – although unofficially 

they have that ability.   

 Patient treatment could be delayed due to having to wait for a GP to interpret 

the readings and will free up GP time 

 The proposed training in ECG interpretation is different to the VG enhanced 

primary care work which is more advanced and not day to day practice work. 

 The read code training is a necessary prerequisite for the Workflow 

Optimisation programme. 

 
Decision: 
Proposal accepted by the GP Strategy Implementation Group   
Supported by Debbie Burnicle (Deputy Chief Officer) as an individual delegated 
decision – will seek support from Executive Director colleagues on 21.11.16.   
 
Proposal 4: 
Proposal for funding for training programmes – Practice Nurses, Healthcare 
Assistants and Admin Staff 
 
Brief Overview: 
The General Practice workforce steering group has recommended the development 
and establishment of two role specific subgroups to support the work of the 
workforce steering group. 
 
Value: 
The total cost per annum for both groups = £6,480 
 
Outcomes of discussion: 

 Proposal to establish a nursing sub-group sitting below the General Practice 

Workforce Steering Group to be seen as a focus / task and finish group – 

specifically for workforce issues. 

 Intention is to test out the proposal on a non-recurrent funding basis. 

 The bid is to include both Practice Nurses and Practice Managers.    
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Decision: 
Proposal accepted by the GP Strategy Implementation Group  
Supported by Debbie Burnicle (Deputy Chief Officer) as an individual delegated 
decision – will seek support from Executive Director colleagues on 21.11.16.   
  

  
4 Funding 
DB referred to attachment “Primary Care Committee Finance Table – Month 7” 9 
(Non-Recurrent) – indicates national funding. 
DB highlighted the item – Improving Access to General Practice and reiterated that 
the CCG has a £420,000 pump priming fund followed by a £6 / head recurrent fund  
To be an on-going agenda item  
 
MS gave an overview of the non-recurrent finances now up to £1m for this year and 
highlighted the ‘key movements’ i.e. 
General Practice APMS underspend of (-£454,792) 
Ex-Service Personnel LIS (£286,000)  
Cancer LIS (£285,000) 
Washington Phlebotomy Pilot (£13,000) 
North Locality Workforce Tool (£4,000) 
North Locality Appraisal System (£20,000) 
Management Costs re Career Start Scheme (£14,000)  
….has resulted in the overall current level of underspend being -£223,077 of which 
£200k is the contingency fund. 
 
DB confirmed that there are additional schemes to be added to the report that will 
further reduce the current level of available underspend, e.g. the costs for the 
emergency contract re Roker patients. 
 
DB proposed two potential options for any remaining underspend i.e. (a) divide the 
amount up amongst the practices to fund a proportion of the work that is transferred 
from secondary care or (b) to be used as a contribution to the £3 / head (total @ 
£800,000) that the CCG, in line with the General Practice Forward View, needs to 
provide to Practices as a one-off payment from the overall budget. To be paid in 
advance or carried over to next year, but to be returned to the CCG in the following 
year.  
 
Action: 
Members to consider these options to conclude at the next meeting, noting the 
potential for spend if the contingency is not needed before the end of the 
financial year.  
  
5 Updates 
GPFV Strategy – A plans needs to be submitted by 23 December 2016 that will join 
the CCG’s Operational Plan to indicate how we are responding to the General 
Practice Forward View. 
 
Quality Premium – Next key step will be a workshop scheduled for Tuesday 22 
November 2016 to focus and (a) all LIS’s and enhanced service in one place and 
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whether they are still current (b) what else do we need focus upon – in line with the 
strategic priorities. 
 
Resilience Programme – Four of the six practices have been allocated funding but 
there are still questions related to how to access any additional funding which 
becomes available. 
 
Workforce –  

 Workforce Training: A bid across Sunderland and South Tyneside to become 

Education Provider Network has been successful.  

 Mental Health Services for GP’s: the national service is due to go live in 
January 2017, the provider being the Practitioner Health Programme – a 

Northern Summit is to be held in early December to discuss how the new 

service is going to operate. 

 Career Start Practice Nurses: Currently 8 host practices have been identified, 

however there were a number of other suitable candidates that could not be 

placed, therefore the Steering Group have been asked to consider either 

reducing the contribution that practices make or the contribution was seen 

more of a bursary / training grant. 

 The Training and Development Group is now operating, it is proposed to have 

a draft plan presented to the GP Strategy Implementation Group by March 

2017.     

 
In relation to Extend Access DB highlighted a number of local CCG requirements 
over and above the core specification for extended GP access by September 2017 
i.e. 

 The importance of engagement of every practice.  

 Locality focused hub.  

 Integration with the rest of the out of hospital system that is currently in place 

and also planned for the future including co-location.  

 Using Sunderland primary care professionals.  

 Supporting general practice at scale. 

 Locations of hubs that are accessible to the public making best use of current 

and future estates. 

 
Action:  
JH to circulate the paper which outline these CCG additional requirements to 
Strategic Group for comments by the end of the week.   
  
 
6. A.O.B. 

Extend the meetings by 15 minutes 
 
Next Meeting: Wednesday 14 December 2016, 11.45 – 12.45  Steve Cram Room, 
Pemberton House. 
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Action Log for the GP Strategy Implementation Group 09.03.2016 
 

Action 
Number 

Issue Meeting 
Raised At 

Lead Action Status 

1 Membership 09.03.15 Helen 
Steadman 

Helen to liaise with Sunderland HealthWatch to 
confirm representative on the group. 
Update 22.04.16: JH contacted Kevin Morris 
(HealthWatch) requesting progress in appointing 
representation on the group 
Update 16.05.16: 
Julie Whitehouse was meeting with representatives 
from HealthWatch – on the agenda is representation 
at the Implementation Meetings – Kelly Wilson’s has 
been put forward for consideration. 
Update 18.05.16: 
Julie Whitehouse reported that the Chair of 
HealthWatch is to be updated and that a decision will 
be made – taking into consideration their current 
capacity.  
Julie Whitehouse to keep us informed.  

Closed 

2 Terms of reference 09.03.15 Helen 
Steadman 

Helen to draft Terms of Reference (ToR) 
Update 21.04.16: 
To be progressed 
Update 11.05.16:  
Draft ToR was circulated to the group for discussion 
– feedback to be given at the next Implementation 
Group Meeting (08.06.16) 
Update 06.07.16 
Section 6: Quorum to be amended to reflect the 
agreed proportion of membership to be present to 
form a quorum plus the attendance of including the 

Closed 
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following:      

 A SCCG Executive GP or the CCG’s Primary 
Care Advisor  

 A member of SCCG staff 

 A member from a partnership agency 

 
Terms of Reference to be presented to the July 
Primary Care Committee for approval 
Update 10.08.16 
Patient engagement enhanced via statement  “The 
group will ensure that the patient voice is heard 
within discussions through the HealthWatch 
representative”. 
The role of Head of Corporate Affairs has been 
added to the membership list.  
Update 07.09.16 
Actions complete - Close 

3 Primary care financial 
plan 

09.03.16 Debbie Burnicle To get a subgroup together to refine funding priorities 
for the March Primary Care Commissioning 
Committee 

Closed 

4 Delivery Framework 20.04.16 Helen 
Steadman 

Construct / propose a delivery framework which will 
support delivery of the QP 
Update 11.05.16: 
HS reported that the Project Outline Document will 
be complete by 17.05.16 – will lead to the 
development of a Delivery Plan   

Closed 

5 Governance 
Structure 

11.05.16 Helen 
Steadman  

Following group discussions – re-design the 
Commissioning Strategy for General Practice 2016 – 
2021 Governance Structure 
Update 06.07.16 
Re- designed Governance Structure amended. ToR 

Closed 
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to be presented to the Primary Care Committee   

6  £508m National 
Turnaround Package   

06.07.16 Tarryn Lake To investigate how to apply for the £508m STP 
Turnaround Package and what proportion of this 
amount is potentially available to SCCG  
Update 10.08.16 
We now have a greater understanding of what is 
available; however, we need to ensure that we do 
not miss any opportunities that are on offer  
Update 07.09.16 
Close action and add to agenda as a standard item    

Closed 

7 GPFYFV 
Funding streams 

06.07.16 Jackie Spencer To arrange a meeting (JS, TL, JT and DT) to discuss 
with Federation   
Update 10.08.16 
The offer to discuss this with the Federation is open 
– JT and TL to organise a meeting 
Update 07.09.16 
Offer has been made – close the action 

Closed 

8 Underspend on 
primary care budget 

06.07.16 Jackie Spencer To prepare a paper for the Primary Care 
Commissioning Committee 
Update 10.08.16 
A paper was presented to the PCLC which was 
approved 
Update 07.09.16 
Action closed  

Closed 

9 Mental Health 06.07.16 Jacquie Lambie To recommunicate contact details to access the 
Practitioner Health service 
Update 10.08.16 
JL to email to relevant stakeholders the contact 
details to enable access to the Practitioner Health 
Service this afternoon 
Update 07.09.16 
Action closed 

Closed 
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10 Standardisation of 
Care 

 

06.07.16 Jacquie 
Spencer 

To talk to Dr Fadi Khalil regarding the organisation of 
a Peer Review  
Update 10.08.16 
This action is currently on-going, currently working 
through the details of the Standardisation of Care 
General Practice Quality Premium Guidance  
 
Guidance document to be finalise and circulated to 
Practices 
 
Document circulated 17.08.16 – Action closed 

Closed 

11 Indicative Funding 
Allocations 

10.08.16 All Suggestions of schemes to utilise the Indicative 
Funding Allocations are to be forwarded to JS  
Update 07.09.16 
DC highlighted the underspend relating to the 
Dedicated GP Budgets / QOF underspend (£500k) 
and the unutilised SCCG Contingency Funds 
(£200k). 
DB intimated the need to look for proposals to take 
advantage of these ‘non-recurrent’ underspends – 
any suggestions put forward will need to go to the 
Primary Care Committee for agreement / sign off.  
Update 26.10.16 
DB reported that ideas were being sought currently 3 
have been registered but others may follow.  
There is a forecast of £700k – £800k underspend on 
the budget for this financial year. 
Need to maintain momentum on generating ideas / 
schemes to make best use of the funds. 
Update 16.11.16 
Discussed as an agenda item 
          

Close 
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12 Funding Stream 10.08.16 TL and JS  
 

TL and JS to produce a document regarding the 
Funding Stream.   
Update 07.09.16 
Action still open 
Update 26.10.16 
Action still open 
Paper submitted by TL  
Update 16.11.16 
Paper discussed  
Paper to be added to agenda a s a regular item 
 

Closed 

13 Quality Premium  10.08.16 JS Quality Premium assessment work of current 
LES’s/DES’s needs to be complete by end of August 
2016   
Update 07.09.16 
Paper has been developed which will now become 
an agenda item therefore close the action              

Closed 

14 Extended Hours 10.08.16 ?? Return with proposals – date to be confirmed  
Update 07.09.16 
Work is on-going  
Update 26.10.16 
Work is still on-going – linked to GP Access 
Update 16.11.16 
Agenda item  

Closed 

15 NHSE Letter – 
General Practice 
Forward View  

07.09.16 JS An introductory paragraph to be inserted to explain 
the current work / support already being provided by 
the CCG, therefore indicating more ownership by the 
CCG with support from the LMC. 
Update 26.10.16 
Introductory paragraph inserted to letter – Action 
Closed  

Closed 

16 Quality Premium  07.09.16 JS To refine the current proposal / document – report Closed 
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back to GP Strategy Implementation Group and 
potentially discuss it at the November Development 
Session 
Update 26.10.16 
Back on agenda – Action Closed    

17 Practice Manager / 
Practice Nurse 
Appraisal  

07.09.16 RF RF to refine the Appraisal proposal, discuss with the 
Workforce Group and come back to the GP 
Implementation Group Meeting with 
recommendations   
Update 26.10.16 
Back on agenda – Action Closed    
Update 26.10.16 
On-going 
JR has produced a paper which will be 
tabled/discussed at a later date (Post meeting note, 
JR spoke to DB after the meeting and signed off the 
workforce toolkit proposal as comments from last 
meeting had been taken into account where 
appropriate. Appraisal paper to come back to 
November meeting) 
Update 16.11.16 
Supported by Debbie Burnicle (Deputy Chief Officer) 
as an individual delegated decision – will seek 
support from Executive Director colleagues on 
21.11.16. 
    

Open 

18 Meeting papers 26.10.16 JH Investigate the use of Huddle to store key documents – 
invite group members to access and if required for them 
to print off copies. 
Update 16.11.16 
Huddle site has been established and will be utilised to 
store meeting documents for the December meeting   

 

Closed 
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19 Extended Hours 
 

26.10.16 DB FK to meet partners in the 2 North Practices re 
working together on one bid for the North. 
Update 16.11.16 
Fadi Khalil met with 2 practices in the North – only 
one practice agreed with the joint working proposal. 
The response from the one practice was taken 
forward and joined to the Washington proposal 
(under the concept of building upon what is already 
there) – funding agreed by DB under scheme of 
delegation and supported by Director colleagues. 
This scheme was put forward by the Sunderland GP 
Alliance who will support the localities to mobilise the 
scheme in 16/17.      

Closed 

20 Extended Access 
 

26.10.16 DoB Compile a paper to go to the Primary Care 
Committee and then to the Executive Committee in 
December outlining building the infrastructure for this 
year whilst focusing on the actions required to be 
ready for September 2017 and looking for a decision 
on how the £400k and £2m is used 
????@10 

Closed 

21 Proposal for non-
recurrent funding: 
Cancer 
 

26.10.16 JS Investigate previous proposal put forward by Dr H 
Choi regarding bowel cancer recalls. 
 

Closed 

22 Proposal for non-
recurrent funding: 
Cancer 
 

26.10.16 DB DB to consult with Executive colleagues re bid 
(supported in principle by the GP Strategy 
Implementation Group)   
Update 16.11.16  
Reviewed the level of incentive for work with the 
Cancer Clinical Lead and amend the bid a.s.a.p. and 
then DB to consult with Director executive colleagues 
re bid (supported in principle by the GP Strategy 

Open 
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Implementation Group) under Director Scheme of 
Delegation.   
Paper to go to Primary Care Committee 29.11.16  

23 Proposal for non-
recurrent funding: 
Veterans 
 

26.10.16 DoB Re-work the bid in line with the outcomes of the 
group discussion and submit it to the Executive 
Group. 
Update 16.11.16 
Proposal accepted by the GP Strategy 
Implementation Group Supported by Debbie Burnicle 
(Deputy Chief Officer) and agreed with the CO and 
DFO under scheme of delegation as time delay 
would impact on delivery.   
  
 

Closed 

24 Proposal for non-
recurrent funding: 
Veterans 
 

26.10.16 DoB Update report reflecting discussion and agreement 
from the proposer re. the ‘provisos’ as mentioned in 
the meeting. These will be taken by DB to Director 
Colleagues to support bid.     

Closed 

25 Bid proposals  26.10.16 JH Make the Finance Team aware of bids and the 
outcome from the GP Strategy Implementation 
Group. 
Update 23.11.16 
Outcomes paper sent to Finance Dept  
 

Closed 

26 Extended Access 
additional 
requirements  

16.11.16 JH JH to circulate paper on CCG additional core 
requirements (supplied by DB) to group members for 
comments   

Open 

27 Project evaluations 28.11.16 JR; EH; TW To provide evidence of measures / improvements 
regarding the schemes supported by the GP 
Strategy Implementation Group, i.e. 

(a) Proposal for funding for training programmes 

– Practice Nurses, Healthcare Assistants and 

Open 
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Admin Staff 

(b) Practice Manager and Practice Nurse 

Appraisal Programme North Locality Project 

(c) Workflow Optimisation 

(d) Proposal for funding for training programmes 

–       Practice Nurses, Healthcare Assistants 

and Admin Staff 

   

28 Contingency Fund 16.11.16 All Members to consider the two options proposed by 
DB (to conclude at the next meeting), for spend if the 
£200k contingency is not needed before the end of 
the financial year.  
 

Open 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
PRIMARY CARE COMMISSIONING COMMITTEE 

 
31 January 2017 

Report Title: 
 

Notes of the General Practice Workforce Steering 
Group meeting, 9 November 2016  

Purpose of report 

 
For information  

Key points, risks and assurances 

 
Within the minutes  

Recommendation/Action Required 

 
For information 
 

Sponsor/approving director   Debbie Burnicle 

Report author Jacquie Lambie 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties x 

CO2:  Maintain financial control and performance targets  

CO3: Maintain and improve the quality and safety of CCG commissioned services x 

CO4: Ensure the CCG involves patients and the public in commissioning and reforming services   

CO5: Identify and deliver the CCG’s strategic priorities x 

CO6: Develop the CCG localities  

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning x 

Any relevant legal/statutory issues 
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N/A 

Are the identified risks on the risk register?  

 
N/A 

 
If issue/report has been previously reviewed please specify meeting and date 

The notes of the Workforce meeting are presented to each Primary Care Commissioning 
Committee for info 

 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
Yes as per the financial plan on a page for general practice  

Has there been appropriate 
clinical engagement?  

Yes via the membership of the group. 

Any current or expected 
impact on patient 
outcomes/experience? 
 

Yes via sustaining and transforming general practice, patient 
experience ratings should continue to be above average. 

 
Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   

Yes via the membership of the group 
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Notes of the General Practice Workforce Steering Group 
9 November 2016 

 
 
Present: Geoff Stephenson (Chair) 
  Jacquie Lambie 
  Florence Gunn  

Jon Twelves 
Janet Rutherford 
Eric Harrison 
Karen Giles 
Derek Marshall 
 

Apologies:  Debbie Burnicle 
Ashley Liston  
Gerry McBride 
Tarryn Lake 
Roger Ford 
Samantha O’Connell 
 

In attendance: Jo Farey, Commissioning Manager, South Tyneside CCG 
 

2 Declarations of Interest 
 
It was agreed that interests would be raised and identified as and when they occurred 
on the agenda. 
 
3 Matters arising from the notes of the previous meeting 
 
Data collection toolkit 
The first report is available from the toolkit.  Data is being entered by all but 1 practice.  
8 practices are using the toolkit. JR to update all practices regarding progress and to 
advise them to move to the toolkit for data collection in January 2017. 
 
Action: JR to update all practices 
 
Nurse practitioner development 
Awaiting information from Northumberland University as some of the course is funded. 
 
GP Career Start 
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JT reported that recruitment is still active but there are no applicants at all at the 
moment.  There is still no clarity about what is happening with the contract.   
 
Action: JL to pick up contract issue with contracting  
 
LMC survey 
Due to lack of robust workforce data it was agreed that this piece of work be put into 
abeyance for the time being. 
 
 
 
Practitioner Health Programme North East 
JL updated that the provider for the national programme is Practitioner Health 
Programme.  Richard Duggins is the local lead.  
 
Practice Nurse subgroup 
Comments on the SLA to be fed back to JR asap.  Eric Harrison proposed that a similar 
group be established for Practice Managers as they are facing the same issues. 
 
Action: JL/EH to take proposal forward.  All to forward comments on SLA asap to 
JR 
 
4 Nursing update 
 
Practice Nurse Career Start 
Due to the relatively disappointing uptake of host practices it has been suggested that 
the steering group think more creatively how practices can be incentivised to become 
host practices.  Reduction of practice contributions is one option although how this 
would work for existing host practices, repayments etc would be difficult. The other 
option is the development of Nurse Training Practices/Trainers with a training grant for 
those practices hosting Career Starts, nursing students etc. 
 
Action: JL/JR to develop options 
 
Mentoring 
There is still a lack of practice nurses being supported to take part in the mentoring 
programme.  A possible resource route could be the General Practice Resilience Fund 
as it is about building capacity in the city.  JF commented that STCCG had submitted a 
successful pan practice bid to the Practice Resilience fund. All agreed that this could be 
a good move forward. 
 
Action: JL to carry out an options appraisal on funding sources 
 
Nursing Associates 
HEE have published a B3 Nurse Associate training Job Description and a B4 Nursing 
Associate qualified Job Description.  DM updated that the placement tariff for 17/18 is 
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changing.  Currently HEE pays the placement provision but as of 18/19 Universities will 
have money on top of tuition fees. 
 
5 Training and Development Group 
 
JL updated on the first meeting of the T&D group including the scope and range of the 
group and that it was the aim of the group to have a draft T&D plan to the General 
Practice Strategy Implementation Group by the end of March 2017. In the interim it was 
agreed that opportunistic proposals be take forward as and when non-recurrent funding 
allowed. 
 
JR shared 2 papers seeking approval from the group for the following proposals: 

 ECG and Spirometry training - the paper outlined 2 levels of training – 
performance and interpretation.  DM queried how this would map against the 
apprenticeship levy. 

 Workflow organisation – this would build on the work by SGPA.  £25k 
funding will be available from NHS England as part of the Practice Development 
Programme however expenditure will be on a preferred provider basis. 

 
The steering group approved both proposals. 
 
JR also outlined initial thoughts re an access course which could form part of the 
Practice Manager development programme.  The course be aimed at practice staff 
working in deputy management roles and would provide a pathway to degree level 
management studies.  Part of the course could be based on AMSPAR requirements but 
with bespoke finance, partnership law etc modules specific to general practice.  DM was 
concerned that this would clash with the 4 day leadership course commissioned by 
HENE.  It was clarified that the CCG developed course is aimed specifically at the 
deputy manager role and therefore is part of succession planning. 
 
6 Practice Manager TITO 
 
JL and JR  outlined a proposal to develop a more targeted and meaningful TITO 
programme for practice managers.  Earlier this year practice managers were asked to 
outline which topics they would like to cover via TITO sessions including maintaining 
skills, required updates and aspirational learning.  These have been incorporated into a 
programme for the forthcoming 12 months.  The group were supportive of this 
approach.  It was noted that a similar visioning exercise be undertaken with admin staff 
at the next TITO (7.12.16) by JL and JR. 
 
 
7 Community Education Provider Networks 
 
JL updated that the prospective bid to become one of 6 regional CEPNs had been 
successful.   
 
The main aim of the CEPNs are to: 
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 Increase the number of placements for nursing and HPs 

 Provide economies of scale for training and development 

 Standardisation of effort – don’t stop doing what you are already doing 

 Moving towards better performing training practices 

 Greater understanding of training needs 

 Greater ability to influence HENE commissioning  
 
JF had joined the meeting on behalf of STCCG.  Discussion took place regarding 
engagement of practices in STCCG.  SGPA is the lead provider and the CEPN attached 
funding (£15k pa for 2 years) could be used towards the creation of dedicated resource.  
It was suggested that the initial focus should be on: 

 Scoping current status across the CEPN as a whole 

 Creation of a main point of contact for the CEPN 

 Relationship management across the CEPN 

 Consideration of the development of a placement facilitator role 
 
It was agreed that rather than create a separate steering group that the CEPN become 
part of the General Practice Workforce Steering Group with additional membership from 
STCCG including the PM lead Ros Whitehead and PN lead. 
 
 
8 Workforce Action Plan 
 
No updates at this moment in time.  JL confirmed that the action plan had been adapted 
to reflect the requirements of the General Practice 5 Year Forward View. 
 
 
9 Any other business 
 
GS commented that the steering group needed more GP representation. 
 
Action: to seek increased GP input into the steering group. 
  
 
It was suggested that the next meeting be moved to Wednesday 11 January 2017 
barring any clashes with TITO or Exec/corporate meetings.  

 
 

Date and time of next meeting 
11.1.2017 

2.00-3.30pm 
Room to be confirmed 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Primary Care Commissioning Committee 

 
31 January 2017  

Report Title: 
 

CQC Outcome Update 

Purpose of report 

 
To inform NHS Sunderland Clinical Commissioning Group of the outcome of CQC visits 
between 01 November 2016 and 31 December 2016. 

Key points, risks and assurances 

 

There have been 5 practices visited between 01 November 2016 and 31 December 2016 

2016; all of which were rated as ‘Good’. One had previously been in special measures but 
this practice has since closed due to termination of contract. 

 

Recommendation/Action Required 

 
NHS Sunderland Primary Care Commissioning Committee is asked to note the content of 
the attached report. 
 

Sponsor/approving director   Debbie Burnicle, Deputy Chief Officer 

Report author 

Wendy Stephens, Primary Care Contracts 
Manager, NHS England, Cumbria and the North 
East  
 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties  

CO2:  Maintain financial control and performance targets  

CO3: Maintain and improve the quality and safety of CCG commissioned services  

CO4: Ensure the CCG involves patients and the public in commissioning and 
reforming services  

 

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning  
Any relevant legal/statutory issues 

The practice is required to comply with terms of CQC registration requirements. 

Are the identified risks on the risk register?  
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N/A 

 
If issue/report has been previously reviewed please specify meeting and date 

An update is provided to each Committee meeting 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

None identified.   

Has there been appropriate 
clinical engagement?  

Not applicable. 

Any current or expected 
impact on patient 
outcomes/experience? 
 

None. 

Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   

Not applicable. 
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CQC INSPECTION VISIT BRIEFING FOR  
 SUNDERLAND PRIMARY CARE CO-COMMISSIONING COMMITTEE 
 
CQC VISITS IN SUNDERLAND 
 
The purpose of this briefing is to highlight the outcome of CQC visits in the 
Sunderland area where the final reports have been published on the CQC website 
between01 November 2016 and 31 December 2016.  
 
The CQC’s current inspection regime for GP practices enables ratings as follows: 
 
 

Outstanding – the service is performing exceptionally well. 
 

 

Good - the service is performing well and meeting expectations. 
 

 

Requires improvement – the service isn't performing as well as it should and the 
CQC have told the service how it must improve. 
 

 

Inadequate – the service is performing badly and the CQC have taken 
enforcement action. 
 

 
All practices, where CQC inspection reports have been published for Sunderland 
between 01 November and 31 December 2016, have been rated as follows; 
 

Practice Date of Report 
Publication 

 

Outcome Previous 
Visit 

Outcome (if 
applicable) 

Pallion Family Practice 10/11/2016 Good N/A 

Ashburn Medical Centre 11/11/2016 Good N/A 

New City Medical Group 17/11/2016 Good N/A 

Church View Medical Group 28/11/2016 Good N/A 

Roker Family Practice 22/12/2016 Good Inadequate* 

 
* This practice contract has since been terminated. 
 
ACTION FOR PRIMARY CARE CO-COMMISSIONING COMMITTEE 
 
The Committee is asked to note the content of this briefing 


