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Appendix 5 

 

Report on the Engagement with General Practice  

 Multispecialty Community Provider (MCP) 

February 2018 

1. Background 

 

1.1 A significant amount of engagement has taken place with member practices to 

plan the MCP model of care.  This engagement started in 2013 and followed on 

through the Sunderland MCP Vanguard programme, All Together Better (ATB) 

which began in 2015.  Further specific engagement on the CCG intention to 

secure the MCP for the longer term and the wider scope and nature of the MCP 

since the Vanguard, has taken place since March 2017 to the current time.  The 

approach is set out below and documents relating to each aspect are attached 

as Appendices. 

2. Approach  

2.1 The engagement approach adopted was one of ongoing involvement and 

meaningful engagement with practices using the existing available, well 

established CCG engagement mechanisms. This includes Time in Time out 

events for all practices and formal Locality Meetings held regularly in each of the 

CCG five localities.  

2.2 The activities and products for use in the engagement were overseen by a small 

task group, the GP/MCP engagement group meeting every 2 weeks. The group 

is chaired by the CCG Deputy Chief Officer and includes the GP Executive lead, 

Sunderland General Practice (GPA) Alliance Chief Executive, CCG Head of 

Primary Care Commissioning, CCG MCP Programme Manager and MCP 

Project Support Officer. An offer was extended to the Local Medical Committee 

(LMC) at the planning stages for the communication and engagement approach 

with Practices in February 2017 to join the subgroup and work with the CCG 

and GPA on the engagement – agreeing a joint approach.   However this was 

declined, with the LMC choosing to engage with practices independently of the 

CCG and local GP federation on the basis of wanting to be independent.  

2.3 Additional support and advice was provided by NHSE New business models 

team and legal advice sought from Ward Hadaway for aspects such as conflicts 

of interest, procurement and developing GP integration agreements.  
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3. Engagement events/ activities  

3.1 March 2017 

3.1.1 The Time in Time out (TITO) session in March introduced key messages for GP 

Practices with regards to an MCP, this included General Practice being key to 

an MCP, integration of community services, reduce duplication and new ways of 

working.  It was communicated that the CCG would start engaging with each 

practice and looking at the best way to do this.  The CCG wanted the practices 

to think about the benefits and potential risks and how they could influence and 

shape the future strategy.  It was agreed that there would be a TITO in May 

dedicated solely to the commissioning of an MCP. 

3.2 May 2017 

3.2.1 In May 2017 the CCG used the whole of the afternoon TITO for general 

practices to focus on the MCP.  This included an audience of GPs, Practice 

Managers and Practice Nurses.    The objectives of the session were: 

 To raise awareness of what an MCP is and the plans for a Sunderland MCP  

 To highlight the crucial importance of General Practice to an MCP – no MCP 
without GP  

 To discuss the 3 ways General Practice can integrate with an MCP  

 To understand what is important to Practices when considering integration with 
an MCP  

 To identify the opportunities for general practice and any risks that need to be 
managed  

 
3.2.2 Following presentations, the bulk of the afternoon was split into discussion 

groups held in locality groupings during the event to enable meaningful 
discussion in smaller groups facilitated by a number of CCG and GP Alliance 
staff with Exec GPs and CCG Directors presenting in each Locality. 

   
3.2.3 There was a presentation given of the current state with regards to community 

contracts and the fragmentation in its current form.  Explanation of what an MCP 

is, suggested design principles and a sample integration agreement which 

outlined the Sunderland position.  There was also a commitment that there 

cannot be an MCP without General Practice.  

3.2.4 The presentation explained the difference in diagram form of Virtual Agreement, 

Partial Integration and Full Integration with emphasis that this is the listening 

phase and an opportunity for General Practice to let the CCG know their 

concerns and their ‘Red Lines’.  

3.2.5 The key messages that came across from the five localities are as below:  
 
Question 1 - What are the opportunities for each practice about what you have 
heard?  
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 MCP provides an opportunity to have strong general practice leadership 
that will ensure a stable, strong and resilient primary care model, driving 
improvement and delivery of local services in Sunderland.  

 No private provider winning the contract  

 Not for profit/dividends/share holders  
 

Question 2 - Given the opportunities what would you want?  

 GP influence and control  

 Financial incentive and disincentives and projections  

 Get out clause  

 Risk of privatisation (assurance against)  

 Securing funding for GP practices not lower than what we are presently 
getting  

 We would consider MCP if further along the process and there weren’t 
difficulties in delivery.  

 Estates strategy even in partial integration  

 Strong GP leadership - No GP leadership - no MCP  
 
3.2.6 In response to the questions asking participants, what are the opportunities for 

each practice and given the opportunities what would you want there were 
mixed views in respect of which integration option they prefer but it was a good 
mix of preferences of partial and full integration.  

 
3.2.7 Some practices said they would need more information, engagement and more 

time to think about their options. There were also suggestions that partners may 
want to engage separately as they felt there was some questions they would 
like to ask without their staff being present. 

 

3.3 July – September 2017 

3.3.1 Following the May session an MCP Summary Report was sent to all practices 

outlining next steps and including the suggested Design Principles which had 

been amended taking account of what was important to Practices e.g. additional 

design principles were added. 

3.3.2 GP Alliance presented to their member practices where they collated questions 

and also they presented at the July TITO to a full audience.  The focus was on 

helping Practices understand the role of the GPA with other local Providers 

currently developing and implementing the MCP.  They also reminded Practices 

about the outcomes from the May event and the opportunities for further 

engagement with the GPA 

3.3.3 Dr Fadi Khalil presented to each Locality over August to September and gave 

an opportunity for any questions.  These sessions gave the GPs and PMs more 

time to focus on what the MCP could mean for each Practice and address any 

questions.  The sessions were also an opportunity to provide information on the 

proposed Market Engagement exercise where the GP Practices would be 
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invited along to have face to face meetings with potential providers.  Updated 

correspondence sent to each practice outlining Next Steps 

3.4 November 2017 

3.4.1 The GP Alliance met with their member practices in early November and used 

part of the event to ask practices about what they would want to see in any 

integration agreement and to think about this when they attended the Market 

Engagement event later in November.   The themes were similar to those that 

came out of the May TITO. 

3.4.2 The event led to an agreement to establish a Steering Group to oversee the 

development of a draft Integration Agreement that could be used by each 

Practice with any potential provider of an MCP.  The Steering Group will be 

made up of 2 representatives from each Locality to be agreed by each locality 

and facilitated by the GPA.  The group plan to have their first meeting in March 

2017. 

3.4.3 There was a Market Engagement held at the Station of Light for all interested 

providers and all GP Practices were also invited.  The event was not the start of 

a competitive process.  The focus of the event was to find out from potential 

providers what they thought about what the CCG were wanting to commission 

(Draft Prospectus).  This would then be used to conclude the final Prospectus 

and inform the CCG strategy for how best to secure an MCP for the long term.  

This event was also to take the opportunity to enable practices to meet and 

network with the potential providers who would need to work with practices in 

order to deliver an MCP contract.  This would help both providers and practices 

think about what may need to be in Practice Integration Agreements.  The 

feedback from the Market Engagement event is in the separate report on the 

Market Engagement Analysis and changes to the Prospectus are identified in 

the change sheet accompanying the Final Prospectus to the February 27th 

Governing Body meeting. 

3.4.4 Following presentations on the plan for the MCP, group discussions with 

providers and practices took place to sense check key areas of the Prospectus.  

Commissioners then left the room but had enabled networking to take place 

between providers and practices. The event finished with Commissioners, 

Providers and Practices back together and a general Q and A. 

3.4.5 The draft prospectus was circulated to all practices by the CCG to give them an 

opportunity to feedback individually.  Much of the core content had been used at 

the TITO, in feedback documents and Locality meetings. No separate feedback 

was received but practices did take the opportunity to raise questions and have 

discussion in their locality meetings which are included in the detailed Q and A.  
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3.4.6 The CCG have collated all of the questions from all of the events/locality 

meetings and formed a detailed Q&A which was circulated to all GP Practices in 

January 2017.  Most of the Practice questions were about what an MCP would 

mean for a Practice and the Q and A provided clear answers and our current 

thinking about the expected impact. Feedback received on the Q and A has 

been positive.  

4. LMC Engagement 

4.1 As noted in Section 1, an offer was made to the LMC in February 2017 to agree 

a joint communication and engagement approach between the CCG, LMC and 

the GPA with Practices in order to avoid any confusion/conflicting messages.  

The LMC felt they needed to remain independent and decided to communicate 

directly with Practices. 

4.2 Prior to the May TITO, the CCG met with the LMC on 5.5.17 to ensure they also 

had an opportunity to clarify what they felt was important to Practices when 

commissioning the MCP.   Their response is in the appendices but covered a 

wide range of issues. In terms of impact on the Design Principles, the additions 

made after the TITO as a result of the Practice engagement, the CCG believed 

also took account of the issues important to the LMC.  The CCG agreed to 

ensure the LMC had an opportunity to consider the full Draft Prospectus when it 

was available. 

4.3 During November 8th to December the 12th the CCG undertook Market 

engagement and Public Engagement on the commissioning of an MCP.  As part 

of this exercise the LMC were invited to comment on the contents of the Draft 

Prospectus. A response was received which was shared with the GP 

engagement group, MCP Commissioning Development and taken account of 

within the SWOT that was prepared for each of the 3 business models that 

could be used to secure the MCP Care Model.  The SWOT was then used by 

the Governing Body during a development session to inform the 

recommendations within the Commissioning strategy for MCP.  The response 

was also considered in terms of impact on the Prospectus, although most of the 

comments concerned how to secure the MCP rather than the Care Model which 

was generally agreed. 

4.4 The CCG Head of Corporate Governance and Clinical Chair considered the 

LMC request for Sunderland CCG member practices to be allowed a 

confidential vote on the future procurement of an MCP. Both felt in light of the 

Constitution, this was not a membership issue.   

4.5 Under the strategy and planning section  of the Scheme of Reservation and 

Delegation (agreed by the membership), the Governing Body has delegated 

authority to agree the vision and overall strategic direction of the CCG as well as 

the CCG’s commissioning plan, whilst having due regard to the view of the CCG 
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members.  The view was that the MCP work falls under this section and more 

importantly, the CCG had been engaging member views on the commissioning 

intention from March 2017 as outlined in this report.   

4.6 A further letter was received by the Chair of the CCG in relation to LMC 

concerns about ACOs and ACO contract.  Some of the comments overlapped 

with the response to the Prospectus. 

4.7 A formal response was given to the LMC from both the CCG Chair in relation to 

the specific issue of the ACO and separately from the Deputy Chief Officer and 

CCG Clinical Executive Lead GP in relation to comments on the Prospectus.  

5. Next steps  

5.1 Following the Governing Body recommendation on the business model chosen 

to secure the MCP, the GP engagement group will consider the next phase of 

communication and engagement with the practices to ensure a consistent and 

clear message is delivered and that practices continue to be fully involved in the 

commissioning of the MCP.  

 

Appendices List  

Appendix 5.1 Full TITO 10th May 2017 – Final  

Appendix 5.2 MCP Q&A Combined Final Version  

Appendix 5.3 Exec Summary 10th May 2017 – Final  

Appendix 5.4 LMC Response to Prospectus  

Appendix 5.5 Sunderland GP Alliance Presentation  

Appendix 5.6 CCG response to LMC  

Appendix 5.7 MCP Locality Presentation  

Appendix 5.8 CCG Response to LMC Chair 

Appendix 5.9 GPA MCP November Event  

Appendix 5.10 GPA Engagement Event 2017 Minutes Section 3   

Appendix 5.11 LMC Response to May Meeting  
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Summary  

Thank you for you attendance and input into the May TITO. The outcomes we planned for the 

session were as follows: 

 To raise awareness of what is an MCP and in particular the plans for a Sunderland MCP 

 To highlight the crucial importance of General Practice to an MCP – no MCP without GP 

 To discuss the 3 ways General Practice can integrate with an MCP 

 To understand what is important to Practices when considering integration with an MCP 

 To identify the opportunities for general practice and any risks that need to be managed 
 

The evaluation in the full report from the TITO (which is available at 

http://sunintranet/Information/Documents/Forms/AllItems.aspx) clearly shows for those who 

attended that awareness levels have increased substantially. 

All discussions and feedback were collated and evaluated to allow common themes to be 

identified. We cross matched these themes with our existing 16 Design Principles to identify 

any gaps. 

The amended Design Principles at Appendix 1 will form part of the Draft Prospectus, a 

document that will set out what we want to commission via an MCP.  The document will show 

potential Providers what is important to Commissioners.   

Any provider of the MCP will need to demonstrate that they understand and will provide an 

MCP taking account of these Design Principles for the duration of the contract 

Market Engagement 

The purpose of this engagement will be to share our Draft Prospectus and engage with the 

Market about what they think about what we want to commission – the intelligence from this 

will help us conclude how and when we want to secure the provider of the MCP. 

Practices noted at the TITO they needed more information about the potential provider of the 

MCP before they could determine if/how they would want to integrate with an MCP.  Therefore 

part of the Market Engagement session will be to give practices an opportunity to meet 

potential providers and for providers to consider how best they may engage with Practices 

about how they may want to work with them. 

General Practice Support 

Following the market engagement, providers will need to demonstrate to Commissioners the 

level of support they can gain from Practices, as the proposal is that any potential provider 

of the MCP will be eliminated from the process if they are unable to demonstrate 

sufficient support from General Practice. The suggested threshold for support will be 35% 

of General Practice patient population (100,000 patient population)  

Next Steps with Practices 

http://sunintranet/Information/Documents/Forms/AllItems.aspx
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1. Practices to receive the Final Report from the TITO including the suggested Design 

Principles to go into the Draft Prospectus 

2. Practices to be invited to a Market Engagement session with potential providers of the 

MCP 

 

    Design Principles 

1. Integrated and holistic approach to care to include physical and mental health that is 

integrated with social care. 

 

2. Conduct a population health needs approach in developing strategies to improve the 

health and wellbeing of the population and reduce health inequalities 

 

3. Proactive and patient centred care that empowers patients and addresses people’s needs 
 

4. Consistent and standardised offer of care to the population whilst maintaining the national 
standards of quality and safety  
 

5. Strategic leadership Role for General Practice throughout all levels of the MCP  
 

6. Strong clinical operational leadership, recognising the role of the GP as the expert generalist and 
the value of continuity of care 
 

7. Protect existing budgets for general practice and identify additional resource in line with the 
national ambition to increase investment in general practice 
 

8. Support the delivery of more enhanced and specialised community services where appropriate 
without increasing the workload for General Practice. 
 

9. Sustain and Transform General Practice and Primary Care by assisting the recruitment and 
retention of staff and ensuring a responsive, flexible and highly skilled work force. 
 

10. Locality focus (c 50,000 patients) for delivery of services that are wrapped around patients and 
closely aligned to General Practice where appropriate 
 

11. Develops and implements an estates strategy that protects and improves the community and GP 
estate.   
 

12. Integrate the intermediate and urgent care system with the model of care to ensure 
responsiveness to patient needs 
 

13. Ensure patients have timely access to high quality services within a simplified system 
 

14. Close working with the community and the voluntary sector 
 

15. Focus on self-care and prevention to promote independence and reduce pressures on the health 
and social care system 
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16. To ensure continuous and effective patient and staff involvement where service changes are 
required or proposed 
 

17. Improve the quality and efficiency of services through sharing records, data and information 
including integrating information management and technology 
 

18. Maximise the agreed outcomes within the resources available 
 

Note: Further work is taking place on the key issue of profit and the need for investment in 

services, cost and tax efficiency which will require legal advice before conclusion. 

Purpose 

The purpose of this report is to summarise the findings from the TITO event held on 

Wednesday 10th May 2017. 

Overview 

The aims of the session were:  

 Ensure all go away with an understanding; 
o What MCP is 
o Sunderland Plan 
o Ways Practice can integrate 

 

 Obtain views on what is important to them as GPs and staff 
 

 To ensure participants understand how important General Practice is to an MCP and 

the CCG recommendation. 

 

 To ensure that participant understand the 3 options of integration available. 

 

 To engage participants in a discussion about:  

o 1. What are the opportunities for each Practice about what you have heard? 

o  2. Given the opportunities, what would you want? 

 

The steps below illustrate the Sunderland story so far, where the CCG is currently at, and 

where this event fits in the development of the MCP: 

10 essential jobs in creating an MCP  

1. Build collaborative leadership around a shared local vision based on a new clinical model. 
Engage the local community and engage local GP practices individually as well as through 
federations and clinical commissioning groups (CCGs). 

2. Create a dedicated ‘engine room’ to drive and manage the local transformation programme, 
with adequate dedicated resources and capabilities. This is not just a programme management 
office and it needs your best people. 

3. Establish a transparent governance structure so that everyone knows how decisions are 
made, and to ensure collective responsibility. 
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4. Understand the different needs of your diverse population, and segment into different 
population groups, to design your new care model. 

5. Develop and maintain a clear and explicit description (a ‘logic model’) that explains how the 
proposed transformations in care are intended to lead to the outcomes that the MCP wants to 
achieve. Logic models provide a simple visual means of showing complex chains of reasoning. 
Care models and logic models of the 14 MCP vanguards are available on request from 
england.newcaremodelsmcp@nhs.net . 

6. Establish the financial case (a ‘value proposition’) for developing the MCP. Commit to a clear 
return on investment, so that there is a compelling and credible proposition for service change. 
This includes setting out how the MCP will help moderate demand, and increase provider 
efficiency. It has to fit with the local sustainability and transformation plans (STPs). 

7. Design and document each of the specific component parts of the care redesign. This 
includes clinical and business processes and protocols, team design and job roles. Do these 
work with and for patients, carers and clinicians? For the most complex services, develop a 
clear understanding of the different costs, the expected throughputs, and the methods for 
selecting patients for proactive care. 

8. Systematically plan, schedule and manage the implementation of the changes in line with 
the emerging design specifications, and the value proposition timetable. Achieve effective 
clinical and patient participation. 

9. Learn and adapt quickly. Inevitably some changes won’t work as intended. Generate timely 
monitoring and evaluation loops covering (a) initial implementation of change, broken down 
change-by-change, team-by-team; (b) the ongoing management of the services; and (c) the 
quantified impact on outputs and outcomes. Identify successes and rapidly address the 
inevitable teething problems that will occur, and failures in design or execution. Scrap the 
interventions that don’t work. 

10. Commission and contract for the new model, so that organisational forms and financial flows 
are supporting your goals rather than get in the way 

     

This is where the CCG is currently working 

The TITO Event fits here 

 

Session format 

The session comprised of three parts. 

Part 1  

Debbie Burnicle, Dr Pattison and Dr Khalil began the session with a short presentation setting 

the scene and giving an overview of the work done to date ……they outlined: 

 The aims and objectives of this session – What, Who, How and Why 

 The 4 key questions  

 What the system looks like at the moment 

 What is an MCP and the design principles the CCG have produced 

 The three different integration options 

 Some of opportunities that there are for General Practice 

 Some of the risks to General Practice 
 

mailto:england.newcaremodelsmcp@nhs.net
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Part 2 

For the second part of the session, the 284 participants were split into localities to reflect on 

and discuss what they had heard. Before commencing the discussion, participants were given 

a further presentation which allowed the participants to: 

 Look over the aims and objectives of the session 

 Have an introduction of the different roles people had today: 
o SCCG GP Executive Locality Lead 
o SGPA Board Member 
o Locality Commissioning Manager 
o Facilitators 
o Strategic Leads 

 Recap over what they have heard and the documents they have read so far: 
o Case for Change 
o Draft example of an Integration Agreement 
o Signposted to National Documents in Case for Change 
o Dr Pattison and Dr Khalil’s slides – was there any immediate clarifications or questions? 

 

Each table was asked to consider and respond to two questions:  

1. What are the opportunities for each practice about what you have heard? 
2. Given the opportunities what would you want? 

 

Each table was allocated a facilitator to support and capture the key points of each discussion, 

and to feedback the key issue or comment from each question to the Locality Commissioning 

Manger at each feedback section. 

Part 3 

For the third part of the session the 284 participants were asked to re-join their colleagues in 

the Montgomery Suite to hear from locality what there 2 key issues or comments were. 

The SCCG GP Executive Locality Leads, SGPA Board Members and Strategic Leads were 

asked to stand at the front of the room to answer the questions and queries that arise. 

The presentation slides are embedded below: 

MCP 
Presentation.pdf

 

Key Messages fed back during plenary 

The key messages that came across from the five localities are as below: 

Question 1 - What are the opportunities for each practice about what you have heard? 
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 MCP provides an opportunity to have strong general practice leadership that will ensure a 
stable, strong and resilient primary care model, driving improvement and delivery of local 
services in Sunderland. 

 No private provider winning the contract 

 Not for profit/dividends/share holders 
 

Question 2 - Given the opportunities what would you want? 

 GP influence and control 

 Financial incentive and disincentives and projections 

 Get out clause 

 Risk of privatisation (assurance against) 

 Securing funding for GP practices not lower than what we are presently getting 

 We would consider MCP if further along the process and there weren’t difficulties in delivery. 

 Estates strategy even in partial integration 

 Strong GP leadership - No GP leadership - no MCP 

 

Conclusion 

In response to the questions asking participants, what are the opportunities for each practice 

and given the opportunities what would you want there were mixed views in respect of which 

integration option they prefer but it was a good mix of preferences of partial and full 

integration. 

Some practices said they would need more information, engagement and more time to think 

about their options. There were also suggestions that partners may want to engage separately 

as they felt there was some questions they would like to ask without their staff being present. 

Feedback 

The CCG has undertaken a piece of work to view all of the comments and pull out of these 

comments what is important to general practice. This piece of work was approached in two 

ways:  

1. To look at all comments without a view of the design principles and theme what has come up 
most often from all of the comments. 
 

2. To look at the comments and to link the comments with the 16 design principles and the 5 extra 
expectations outlined in the case for change document 

 

The results of these two pieces of work are below with examples of comments taken from the 

session:  

1. ‘Blind Theming’ 
 

Recruitment and retention of workforce 
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Incentives for GPs to come to Sunderland and stay in Sunderland (including career start) 

Training and development of staff 

Upskilling GP and Manager specialists (GPwSI, HR etc) 

New roles in practice e.g pharmacists, extended admin roles 

Job losses and security 

 

GP Contract and finance 

Ring fenced budget – not prop up other services 

Independent contractor status 

Increase funding – funding follows the patient 

Concern about loss of practice influence, identity and independence 

Get out clause for practices should it fail etc 

 

Sustainability of General Practice @ scale 

Workload  

Standardise back office functions – HR/Finance/Payroll 

Loss of personal responsibility if become salaried 

Resilience e.g sickness and holiday cover 

Indemnity costs 

CQC preparation support 

Not made to work elsewhere 

Locum costs 

 

Data sharing 

Who will hold the records – information governance 

Shared records 
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Streamlining Pathways and processes 

Integration/reduce fragmentation of services 

Remove barriers/increase service flexibility 

Improved referral mechanisms 

Services aligned to practices 

Joined up working with social care 

Transfer care from secondary care into the community 

Include voluntary sector 

Involve Public Health 

Shared protocols and directory of services 

Duplication 

 

Patient Care 

Continuity – list based system, Named GPs 

Better communication between services 

Shared care without boundaries 

Benefit patients 

Patient centred 

 

Involve patients in development 

 

Provider 

Privatisation issue for majority 

Not for profit 

Who will the holder be? 

Worry if organisation not established 

Minimise Bureaucracy and management layers 
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All organisations share holders 

 

GP Leadership and Influence 

Strategic influence 

Strong GP leadership at all levels 

Elected members of board 

Member from each locality 

Voice heard 

Set level for GP’s on the board 

Autonomy 

Have a say on the organisational form 

Other reps on board PN, NP, PM 

 

Estates 

How would this work for PROPCO vs own building 

Bring estates back into NHS 

 

Locality Focus 

GP from each locality on the board 

Stronger locality links 

Equality 

Work at scale across locality 
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Design Principles Importance to 

General 

Practice 

Comments 

1. Strategic leadership Role for General 

Practice within an MCP - Strong GP 

leadership in the Governance 

arrangements of the MCP with a Clinical 

majority (clinical majority in widest sense) 

on the Board and clear GP leadership 

throughout all levels of the MCP 

HIGH 

 Strategic influence 

 Need assurance that GPs represented at strategic level 

 MCP leadership – GPs don’t want to lose control 

 GP led organisation with strong GP leadership 

 Strong general practice leadership rather than GP 

 Want the new MCP to be GP led 

2. Strong clinical operational leadership, 

including the GP as the expert generalist 

with the patient 

HIGH 

 Influence GP board and operational influences on both 

sides of the spectrum 

 Tight both board and operational 

 Clinically led strong leadership throughout all levels 

 Want GPs on the MCP Board (clinical leadership) effective 

not tokenism 

 Clinical leadership and designing pathways needs to be GP 

led 

 Want it to be a NHS/GP led 

3. To support the delivery of more 

enhanced and specialised services in the 

community where appropriate by 

ensuring a flexible, responsive and 

sustainable workforce without increasing 

the workload for General Practice. 

HIGH 

 Different types of staff work collaboratively.  Introducing 

new role i.e. Physician Associate employed by MCP and 

work differently 

 Recruitment – bigger organisation could attract more GPs 

 Opportunity for managers who have interest in special 

areas 

 Pooling/sharing of resource, flexible working across 

providers; hiring by locality rather than individual practice 

 Maintaining individual practice identity and flexibility in 

service provision and maintain team spirit 

 Recruitment and Workforce Retention and staff 

development 

 Sustain and support – Ensure sustainability through 

ensuring training and education is in MCP to develop 

workforce – future proof e.g. Career start 

 Want security, identify, security of workforce 

 Recruitment of younger GPS, sustainability 

4. Ring fence the current CCG budgets for 

general practice and look to additional 

investment in line with the national 

ambition to increase investment in 

general practice 

HIGH 

 Budget to be ring fenced 

 GP funds still be ring fenced 

 Ring fences would need to be applied to budgets. 

 Opportunity to set out rules around ring fence budget 

 Ring fenced budgets for general practice – protect income, 

maintain or principle - money follows the work 

 Ring fence Primary Care money for GP patients 

 Ring fenced funding to primary care 

 Ring fenced budgets with additional income 

 Protect budgets for GP and increase share of budget 

 Protect budgets for GP and increase share of budget 

 Extras on top of core contract – fear of money diverted to 

other provider – need to ensure money allocated to other 

2. Design Principle Cross Checking 
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providers doesn’t destabilise practices 

 Want additional investment into general practice 

 New funding to promote growth and reward investment 

 Investment for delivering extra services 

 Increase funding/stability into practice 

5. Develop an estates strategy that 

protects and improves the estate.  We are 

also exploring the potential for NHS 

Property services estate in Sunderland to 

be part of MCP ownership.  Both the 

development of estates including the 

potential to buy local estate, and the 

NHSPS transfer are more likely to be 

possible with a strong MCP with a large 

budget which has the clear support of 

General Practice in the city 

HIGH 

 Premises – estates strategy built into MCP 

 Estates Strategy & Management 

 Protected premises – improve estates plan to take pressure 

off GPs 

 Estates needs to be a big part of it, propco costs and 

timescales are big issues and a waste in the system. Similar 

issues around partners who own their own premises – buy 

in puts people off. 

 All estates back in house - NHS family. Estates strategy to 

wrap around this. 

 Help with upgrading buildings/premises 

6. Sustain and support the development 

of the whole Practice workforce as well as 

assist the recruitment and retention in 

areas of scarcity - GPs and Practice Nurses 

HIGH 

See No 3 above  

7. Ensuring patients have timely access to 

high quality services when needed within 

a simplified system 

MEDIUM 

 Integrated services resulting in one pathway for patients 

 Seamless care for patients holistic approach applied 

 Streamlining patient needs for patients (joint working) i.e. 

DN 

 Linking health & social care funding working together and 

benefitting patients 

 From a patients perspective: easier to navigate, better 

experience, less opportunities 

 Patients could benefit from an MCP if duplication of work 

cut 

 Streamlined, less confusion for patients.  Triage less waste 

– directed to a more appropriate service 

 More streamlined care and co-ordinated care 

8. Locality focus (c 50,000 patients) for 

delivery of services whilst ensuring 

services are wrapped around patients and 

aligned to General Practices as a core unit 

of delivery where appropriate 

MEDIUM 

 Collaborative working to share resource across locality 

 Locality working very important – potential locality 

employment/contracts 

 Make sure each locality has own GP representation 

 Locality focus and influence 

 Important to patients to have locality 

 Want locality provision – where 1 practice offers a service 

on behalf of all others – this could be subcontracted via the 

MCP 

 Integration to be locality focus and retain locality views 
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9. To provide a consistent and 

standardised offer of care to the 

population whilst maintaining the 

national standards of quality and safety 

whilst recognising the value of continuity 

of care. 

MEDIUM 

 Central hubs with standardised equipment – equality of 

services across localities 

 Work at standardisation – clearer lines and clearer risks of 

delegating to non-GP colleagues.  Could be Sunderland 

wide, not just locality standards set 

 KPI’s – measure achievement and quality 

 Maintaining quality GP services 

 Want quality for the money spent 

10. Integrated and holistic approach to 

care to include physical and mental health 

integrated with social care. 

MEDIUM 

 Improved integration of social care/MH services 

 Improved access to mental health services 

 CIT – mental health & district nurse, community health 

services – need to shape 

 Mental health service involvement 

 Practice mental health clinician  

 Linking health & social care funding working together and 

benefitting patients 

 Social care area more joined up and could improve 

 Opportunity to upskill Health & Social care staff to support 

GP practice 

11. To work closely with the community 

and the voluntary sector 
MEDIUM 

 Integrated community model 

 Nurses – community nurses – moving locality to locality – 

may improve if all under one contract 

 Building on the community work already done – integrating 

with district nurses 

 Clear roles of community staff, etc. 

 Use of voluntary sector could enhance work 

 Develop better links with charities and voluntary sector – 

this should be part of the integration. 

12. To Provide a proactive and patient 

centred approach that empowers patients 

and addresses people’s needs. 

MEDIUM 

o Patient expectations managed 

o Patients: 

 More investment in providing better services, lots 

of fragmentation 

 Central hubs with standardised equipment – 

equality of        services across localities 

 Improvements in Psychological services 

 Shared records – EMIS Web for everyone 

 More out of hospital services such as shared 

care/warfarin 

 Streamlined services outside  

 GP Core hours i.e. 111, Recovery at Home, 

Northern Doctors, Extended Access  

 Promoting Self-care 

o Centralised directory for signposting patients, Map of 

Medicine – Require investment i.e. care navigators 

o MCP Role – Role to promote encourage patient 

responsibilities/health literacy to reduce “unnecessary 

demand” 

o Patient responsibility/self-management  want versus need 

o Want patient continuity – care for own patients just more 

streamlined 

o Reduced bouncing back of patients – all working in 

genuinely integrated way, no constant debate about whose 

role it is to see a patient 
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13. To improve the quality and efficiency 

of services through sharing records, data 

and information including integrating 

information management and technology 

MEDIUM 

 Need good data sharing for records 

 Pooling/sharing of resource, flexible working across 

providers; hiring by locality rather than individual practice 

 Data sharing across critical providers – one digital solution 

 Build on integration - shared computer systems 

 All staff input data services onto EMIS System – templates 

 Shared records 

 Bring services together so less fragmented 

 Consistency and routine and consistency in services. Not 

pushed around the system 

14. Focus on self-care and prevention to 

promote independence and reduce 

pressures on the health and social care 

system 

LOW 

 Patients – Streamlined, less confusion for patients.  Triage 

less waste – directed to a more appropriate service.  More 

knowledge in self-care and prevention 

 GP workload is at maximum capacity, only thing that will 

make a difference is stopping patients consulting for colds 

etc. – increasing self-care 

 Promoting Self-care 

15. To ensure continuous and effective 

patient and staff involvement where 

service changes are proposed, ensure 

consultation in line with legislation and 

best practice. 

LOW 

 Need more engagement on what is included. More 

discussion and more time to reflect 

 Keep patients informed and be clear about how it might 

affect patients 

To provide an intermediate and urgent 

care system that is responsive to patient 

needs and integrated within the model of 

care 

N/A 

 

16. Conduct population health needs 

assessment and develop strategies to 

improve the health and wellbeing of the 

population and reduce health inequalities 

N/A 

 

17. Maximising the agreed outcomes 

within the resources available 
N/A 

 

 

After reviewing the two pieces of work there were no differences in the themes vs design 

principles. We have however, considered the design principles and from the important comments 

from general practice we have added the issue of workload to design principle 3 and collated a 

number of others to show what is important to general practice.  
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Evaluation of the session: 
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The common observation from participants at the event and through the evaluation process was 

that their understanding of an MCP had increased. Overall, they also agreed that an MCP is 

relevant to General Practice and that this session had captured their views. The returned 

evaluations also showed that there may be some significant opportunities for General Practice in 

an MCP but that they were still slightly or very concerned about the risks surrounding the MCP. 

Feedback specific to the session on the MCP are set out below: 

Are there any other views that haven’t been captured? 

 Not enough time to consider the information pre meeting, did not think it was as positive as the plenary 
comments suggested. 

 So many variables to factor into bigger picture. 

 It is difficult to have clear views on issue/topic that does not have clear objective presently. 

 Personally I see the MCP as privatisation and therefore not good for GPs.  However I feel it seems inevitable 
from discussions today. 

 Safeguarding issues – lack of continuity making it more difficult for issues to be identified/easier for 
perpetrators to avoid detection e.g. domestic violence – seeing different GPs. 

 Will there be another ECG workshop for those unable to attend today? 

 Not enough information available – short session.  Need to look at a prospective plan for Sunderland. 
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 All staff within general practice will be affected by the change so all need to be included from early doors. 

 More questions than there are answers – lots of uncertainty/anxiety. 

 An awful lot of information to digest and understand, hopefully things will become clearer as time goes on. 

 Need further information on how MCPs will be contracted and function will influence views etc. 

 Not enough info available. 

 Not sure if the real concerns of GPs are understood. 

 Need improvement  best at what cost and is MCP necessary to bring about this 

 Every practice have different views and are these going to be listened to 

 The feedback very much centred around the time aspects. Most of our table discussions was around the 
difficulties and negatives – lack of information as to the consequences 

 No quite a thorough discussion with plenty of time to air views 

 Our table don’t feel safe that social care and health are joined together 

 Had plenty of time to discuss 

 Less bureaucracy 

 Good session – very huge subject to understand from one meeting but good as session  

 Consideration of closing unnecessary regulations like CQC inspections GP Revalidations 

 Reducing GP workload 

 MCP must be fair compared to system in place now. It should not disadvantage primary care or patients 

 Not be an attempt to make all GPs salaried and performance manage them against political parameters 

 Clinical led with expert negotiator input 

 Informed decisions can only be made if adequate information for Risk and opportunities 

 Issue of chronic underfunding needs to be addressed. This needs to be carefully looked into as the objective of 
NHS England is to ensure efficiency savings when as we know general practice is on its knees.  There should 
have been 4 options given today: 

o Do nothing 
o Virtual MCP (with the assumption we are already doing this) 
o Partial MCP 
o Full MCP 

 

What do you think are the main opportunities after the discussions today? 

 Help with recruitment and retention in struggling practices and help with estate management.  Both privately 
owned and NHS property services buildings (60% of Sunderland practices). 

 Too soon to tell. 

 Patient benefit, staff satisfaction, retention and opportunities . 

 Streamlining patient care. 

 Improved and appropriate care. 

 Increased recruitment and retention of staff. 

 Better standardisation of employment opportunities, staff development and training. 

 Streamlining services. 

 More control over the services that we need. 

 Encouraging staff to come to our service and have a career pathway i.e. ‘growing our own staff’ to provide the 
care that we need for our patients and allowing our staff to grow. 

 It is dependent upon set up of MCP. 

 Who makes decisions? 

 How will a transition be done? 

 It has been noted it may be good for staff recruitment, where will this happen as there is a national shortage? 

 Support may be better. 

 Safeguard general practice for the future. 

 Taking a lead in shaping the future. 

 Better care for patients. 

 To shape services to suit practices. 

 Integration of services. 

 Develop standards locally. 

 Maintain autonomy of individual practices. 

 Ensure we remain as a committed NHS and not a private company. 

 Non-profit organisation so investment into practices and staff. 

 Time and resource saving. 

 Integrated services resulting in one pathway for patients. 

 Recruitment and retention. 

 Estates issues. 
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 Integrated working. 

 Upskill workforce. 

 Increase to existing services that have been created / devolved through Vanguard funding. 

 Creating roles with special interests:- 
o Skill mix across staff. 
o Inter-practice referrals rather than secondary care referrals. 

 More benefit for practices who’s GPs are nearing retirement, secures future for other patients. 

 To have input into how services are developed. 

 Hopefully the MCP would help with GP recruitment to practices who are struggling to recruit. 

 GPs having more say in how services are run. 

 To make the most of current opportunities for general practice. 

 Support or GP leads in taking this forward. 

 Make general practice sustainable in the future, manage workload. 

 Protect budgets for GP and increase share of budget. 

 Confirmed locality working. 

 Agree with 16 design principles. 

 Align board panels to achieve the same aims. 

 Knowing where the NHS is going in 10 years’ time. 

 Working together. 

 Reduced risk to general practice. 

 Uniformity in employment  conditions of staff 

 Improved local services 

 Increased support for practices to negotiate with NHS property services regarding charges 

 A home visiting/patient transport service 

 Reconfiguring contracts (Community Nursing) to re-establish links with individual nurses to practices 

 Chance to address issues such as retention and recruitment 

 Felt like a waste of time 

 Ability to properly integrate the wider primary care team again 

 An opportunity to delegate appropriate tasks to non GPs to allow us to focus on patient care 

 Recruitment and retention for GPs 

 Working together efficiently 

 Integration with other services 

 Stability,  reduced workload 

 Opportunities for integration of services 

 Streamlining services 

 Streamlining GP workload 

 To create an attractive region for people – GPs etc to work in – better recruitment/retention 

 Collective working 

 Equality of all Sunderland GPs/patients 

 Unifying a fragmented NHS structure 

 Better economy of services 

 Transfer of some clinical services into community  

 To see if MCP would reduce workload of GP and increase general morale 

 Opportunity to have GPs with special interests and increased patient satisfaction with less waiting times for 
certain services like Mental Health, neurology, MSK 

 Sharing resources – GPWSI, Practice Nurses, Pharmacists etc, Practice Managers 

 Nobody knows! 

 Integrated community model 

 Integration 

 Eradication of management/policy hurdles 

 Better cohesive working 

 More control over services and how they work 

 Savings at management level to be re-invested in services 

 Influence over decision making 

 Hub and spoke provision 

 Improving current services – referrals  

 Streamlining of care is the main thing 
 

What do you think are the main risks that you are concerned about? 

 Being taken over and losing the benefits of traditional general practice i.e. a good efficient health care system. 
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 Too soon to tell. 

 That we get it right from the onset. 

 Hopefully iron our problems with partial integration rather than full integration from the “off”. 

 Potential of less continuity of care (non- fragmented), team working reduced, reduced job satisfaction. 

 Private provider. 

 Lack of continuity of care. 

 Reduced job satisfaction. 

 Reduced stability / job security. 

 Feel under-valued. 

 Who would hold patient record and who would have access? 

 Contracts can change e.g. once MCP has the contract would we retain funding etc? 

 Status of GPs. 

 Buildings – maintenance – if GPs own building. 

 Political agenda? 

 What has been planned?  Discussions are ongoing already. 

 Movement of staff as to the need – how will that happen and who will make the decisions? 

 Change for change sake. 

 Possibly clinicians would not have the same dedication as they do now if they became fully integrated. 

 Other providers not coming through with change, ideas top down instead of other way, will they change their 
culture? 

 A prescriptive organisation rather than a democracy. 

 Private company takes over (patients would be horrified). 

 Top down approach. 

 No influence on decisions that affect staff and ultimately patients. 

 Concerned that the decisions have already been made. 

 GPs lose their contracts. 

 Losing good members of staff. 

 Practices not all in agreement ensuring correct services within the MCP and accountability. 

 Loss of independence as a GP practice. 

 Staff retention. 

 Unknown provider. 

 Private company. 

 Unanswered questions. 

 Job losses. 

 Lack of patient continuity. 

 Small GP budget in comparison to other – how can we be sure this would not be ‘swallowed’ up when other 
areas are struggling. 

 Loss of jobs. 

 Loss of continuity of care for patients. 

 Information governance – who are patients registered with if practice goes for full integration? 

 Who is the data controller? 

 Who will be the provider? 

 Losing the NHS. 

 Financial loss??  Need considerable reassurance. 

 Potential want for more practice managers in terms of communication/facilitating.  This session, I felt centred 
around GPs, but what about practice nurses? 

 Being taken over and not being part of the NHS. 

 Privatisation. 

 Risk to income. 

 Will it actually help with recruitment and retention or make it worse? 

 The work status, autonomy and change of pattern of work. 

 Loss of autonomy in practice. 

 Poor quality continuity / contract management. 

 Will the patients really get all the benefit or not? 

 Not sure if the shift towards choosing being a locum long term will be addressed. 

 My independent contract status 

 Loss of control and freedom 

 Erosion of the practice model as we know it! 

 More imposition of working patterns 

 Loss of funding – saving we make should come back to us not elsewhere 

 Loss of control of leadership/decision making in primary care if amalgamated with other (larger) stakeholders 
with more clout 
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 Financial protection – uncertainty 

 Worsening recruitment 

 Loss of autonomy and contract 

 Lack of influence over the process 

 Loss of individual autonomy 

 Loss of independent contract states 

 Being railroaded into unmanageable workloads  

 Loss of autonomy 

 That the government wants us to follow the full integration  model and to get GPs to be salaried 

 That we will take over responsibility for the bottomless pit that is social care 

 Loss of autonomy and influence as regards clinical practice and how business affected particularly with 
building 

 Commercial interests creeping in 

 Would not affect re commitment significantly 

 Taking responsibility for patient care 

 Professional satisfaction 

 Red Tape 

 Improved local services 

 Loss of autonomy/contract 

 Loss of continuity of care 

 Reduced pay 

 Uncertainty 

 Main risk is loss of income 

 Not a decision making process today -  it starts in April 2018.  It has been decided it is a Done deal, otherwise 
why would there be 5 hours dedicated to discussing it.  This is false exercise to make us believe were involved 
in the process 

 Loss of independent contractor status 

 Loss of the role of general practice – continuity of care etc 

 Privatisation Job losses – admin/managers and GPs 

 I do not want to work for a large private company as salaried GP 

 This session is far too long and not a good use of GP time! 

 Budget to be ring fenced 

 Concerns re outcome based pay 

 Having autonomy as independent providers 

 How much influence would we really have as GPs on a day to day basis after contracts are agreed when there 
are problems 

 Losing autonomy 

 Increased workload for less money 

 Decreased work satisfaction 

 Privatisation by the back door 

 Workforce morale and job loss 

 Loss of independent contractor status 

 Loss of autonomy of contracts – privatisation 

 Increased workload and threat to practice funding  

 Becoming a salaried GP for a private company – GP demoralisation/problems with GP recruitment and 
retention – loss of GPs in Sunderland 

 Sharing of staff, clinical and non-clinicians 

 Problems with patient continuity of care 

 How do you ring fence the GP money and prevent it going to social care.  I feel this TITO could have been 
completed in a much shorter time.  NB I feel the Tito sessions should finish by 4.30pm/5pm as it is difficult to 
stay to 5.30pm if you have to leave re childcare 

 Majority – how many people is that? 

 Who is in charge of procurement of MCP 

 Putting across of all GP views 

 General practices essentially ending up being privatised 

 De-recruitment of older GPs 
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Facilitators Notes from each Locality 

Question 1 WHAT ARE THE OPPORTUNITIES FOR EACH PRACTICE ABOUT WHAT YOU 

HAVE HEARD? 

West 

 Lack of awareness around MCP 

 Would be a next step from vanguard what is needed? 

 MCP would firm it up 

 Benefit to patients 

 Pockets of providers in red – prop those up from GP practices 

 Query around contracts how would these be affected 

 Great concept but how would it work, who would fish for the money? 

 Would help staff, i.e. job security, enjoyment, career development. 

 Previous services i.e. HVs/DNs – old ways worked, more structured/sustainability. 

 Strategic influence 

 Commissioning roles would change 

 Sub-contracting 

 No interference – one referral for example 

 Agreements would have to be sound between local authority and other providers 

 Poor/good performing practices 

 Transformation law we are delivering  services 

 Something needs to be done in order to maintain recruitment 

 Individual GPs prefer locum work / hence no responsibility 

 Some staff i.e. Sunderland GPs would not benefit? 

 Locality based? 

 Accountability 

 Support of SGPAs reassurance, tight guidelines, list of what needs to happen, CCG need to put their views 
forward, look at localities and look at themes. 

 Under big organisation for clinicians/all staff more security 

 Seamless care for patients holistic approach applied 

 Procurement required if full integration required 

 Anything that’s not in secondary care should be in MCP 

 Query around freeing up GP time – previously patients could self- refer – signposting possibility of misuse if no 
filters in place. 

 Could it create a barrier – patient/GP relationship 

 Opportunity to design / influence 

 Would be working to the same targets 

 Agreement flow of money and management of this 

 Streamlining patient needs for patients (joint working) i.e. DN 

 Would love it to be shared incentivisation “my patient / your patient” 

 Virtual not recommended – fully integrated would be preferred 

 Voice in GP land – not wanting to lose this 

 Duplication would be cut out – money would be saved 

 Concern – some areas not utilised presently (WIC) – would have to be integrated 

 Concern – procurement / private provider coming in/taken over 

 Concern – if we don’t do anything private providers could come in 

 May not be interesting for companies to make money 

 Differences in remuneration in GP practices 

 Benefits for patients and individuals 

 Change ethos at general practice from ethos life attitude 

 Could help recruitment retention but would need to be proved 

 Potential to diversify into other specialist fields 

 Better signposting for patients 

 Correct path for GPs in leadership roles 

 Potential rationing for resources 

 Attitude for new GPs for managing risk 

 Option 1 NOT preferred 



Page 28 of 101 
 

 Spread of resources in option 3 – potential for dealing with resource issues 

 Local identity potential with option 3 i.e. ring fenced business unit 

 Estates – a huge risk – could repatriate from NHSPS 

 Cost of duplication and potential redundancy costs could be prohibitive 

 Improve patient access to chronic disease management 

 Travel clinics 

 Better cover for sickness cover 

 Potential different career path for GPs to specialists 

 Employment status – will everyone have the same 

 If governance removed GP 

 Impact on extended hours 

 Buildings 

 If government removed GP where safeguard non transferrable governance 

 Linking health & social care funding working together and benefitting patients 

 Economies of scale – payroll centrally 

 Smaller practice might have difficulty drawing in 

 Having everything in one service, e.g. DN, CM 

 MDT s/w attend – better people allocated to practice 

 Want guarantee in place that this doesn’t happen again 

 How will system improve DN services 

 Have to have control of MCP 

 Holding contract  

 How can GP cope with MCP 

 Security for risk of putting down value 

 National negotiation on pay protection 

 Would there be more tiers 

 Need more information on risks 

 Might make more  attractive career prospects 

 If want control over premises – need partial, if want full then relinquish premises 

 Moving towards bigger practice 

 Bringing back past own DN etc. which worked well 

 Communication in 3rd option single point contract DN unable to get in touch with them 

 Could there be a pilot – no risk for 1 year? 

 How will it improve staffing 

 Might have more control on personnel 

 Who owns building / who is responsible for maintenance 

 One size won’t fit all in terms of nursing/social care 

 How will we get everyone to agree and what is the timeframe? 

 MCP take over staff own premises? 

 Partnership still get PMs/CMs – liaise with others 

 Who will judge if doing good job – if not will staff be paid less? 

 Will be working to framework – evaluation completed if don’t follow model – problem not conforming to MCP 

 If using economy of scale remunerate general practice 

 Can save on secondary care referrals 

 Don’t need alliance – money channelled to needs 

 Will MCP tender for contracts 

 Need more discussion to guarantee to guarantee position 

 Will staff be interchangeable between different practices  

 More control and organised 

 From a patients perspective: easier to navigate, better experience, less opportunities 

 Better communication between services 

 Practice role – easier to get knowledge of where to direct / signpost patients 

 This might be smoother of the staff and the patient 

 GP – sometimes integrated pathways – duplication of effort, e.g. duplicate forms to fill in 

 Practice perspective – small practices really “know” their patients – wouldn’t want to lose this. 

 Currently MDT meetings are “really helpful” very positive re: change. 

 Integration of social worker noted in particular 

 Contract – totally the decision of the partners.  Crucial to understand what they would be losing balanced against 
what they would get 

 HR required in a fully integrated model – challenge to consider and fear of change 

 Pace of change – crucial – current changes take a long time to bed in and can be confusing for the patients 

 Would it help knowledge sharing  
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 Joined up provider - better patient experience 

 Employment position – threatening? 

 Time pressures learning new processes 

 Study leave entitlement opportunities 

 Continuity of care – will staff be assigned to the same place of work?  Will staff know each other wrapped around 
the care of the patient? 

 Fear of loss of control 

 Opportunity to join up processes and policies across practices 

 Recruitment, retention and sustainability  

 Communication 

 Positive – Support each other 

 Worry – New services adding fragmentation could lose continuity for patients 

 Workforce: Big issue – how can an MCP address this.  Locums cost too much etc. 

 Positive – Opportunity (IF) could lead to more direct clinical time with patients? 

 Positive – Patients could benefit from an MCP if duplication of work cut 

 Worry that all the services are transformed but the money won’t follow 

 GP Alliance support – keep informed what’s happening, support our learning – feels disconnected.  Still confusion 
over form, function, staff roles etc.  Structures?? 

 What form should the organisation look like?  Non-profit making with excess fed  back in the company 

 Realistic pace of changes and changes if already working keep it working 

 Keep patients informed and be clear about how it might affect patients 

 Help us ensure access 

 Don’t undo the General Practice Model for patients – improve it! 

 Patients – Streamlined, less confusion for patients.  Triage less waste – directed to a more appropriate service.  
More knowledge in self-care and prevention 

 What doesn’t work with existing system?  Why change, do we know? 

 Where is the evidence that an MCP will work any better 

 Funding is a concern, if specialist services brought into community will funding follow, taken away from Primary 
Care 

 Has funding been assessed, to ensure financial sustainability 

 Your role – upskill telephony staff to sign post home visiting service 

 Creating capacity for GP’s 

 Improved access to mental health services 

 Increased multi-disciplinary working (skills in Primary Care)  

 Your practice – Better access to pharmacy/other services.  Shared/consistent governance 

 Gain share – is there risk share involved 

 Your Contract – Would the MCP attract more Primary Care staff to sustain general practice.  Could attract more 
GP’s if successful 

 Concerns across 4 levels of risk – Salary: risk from high earners will see a reduction in income 

 GP may work within their remit if no incentives that a partner would receive (less passion) 

 Risk 

 Privatisation 

 No concerns over privatisation 

 Risk of doing nothing 

 Unsure of this, concerns that an MCP won’t improve existing services 

 Concerns that Primary Care will be left with additional responsibilities if services are brought into the community 
from Secondary Care 

 Concerns need to be addressed before opportunities are realised 

 Concerns some GP’s near retirement would take early retirement before the MCP 

 Theme to feedback eq and standardisation of care estates 

 Rec and retention make it attractive for people to come to p/c in Sunderland 

 Q – can you maintain IC status – Yes.  Could align differently e.g. to aims of MCP not QAFF 

 Interest in partial integration 

 Followed M’ model MCP.  Poly pocket of gen practice is going diff opp to imp P/care 

 Partial integration – retain some status of IC.  MCP removes resp of hiring and firing.  Can retain sub-contractor 
status 

 Integration of teams is a problem 

 Not enough Drs.  Got to do something differently 

 MCP = access to healthcare not your own GP.  This can help with shortage of doctors 

 Family doctor becoming corporation doctor 

 TL – complex people need our GP skills.  Not seeing 500 sore throats 

 Can MCP move GP’s around?  Query ratio of doctors to patients 
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 TL – Q can’t be answered at this time example Surge GPs 

 How will rec and retention be addressed 

 Good work ethic and attracted to work 

 No-one wants to be partner, locum.  How can MCP be different for GP’s? 

 Are practices where h/c prof see urgent cases e.g. paramedic sees urgent cases 

 Patient wants – how do we develop this?  Does patient have a choice? 

 TL – needs not wants.  Explained provider board role 

 Physical integration of practice 

 Remove physical boundaries to make the change 

 How big the locality is – everyone has to agree on this 

 Patient travel/access time 

 TL – optimal unit for SOK patients.  Less can’t do at scale 

 15 years is too long?  Why this tenure? 

 Bigger integration.  Will they still be on a GP list? – No 

 Part of MCP, part of U.C. teams 

 What is still can’t recruit? 

 5 years too short 

 Can we get GPs from elsewhere?  Need to keep numbers of GP’s 

 Corner shop – wants to move to supermarket.  How do you upscale without the building infrastructure?  E.g. Aldi, 
Tesco 

 Every member is a member of the org.  Equal say.  Not a co-operative system? 

 Help solve r/ment problem in gen practice 

 If people not having a say, no continuity of care 

 Still have list based care.  Want to retain continuity of care.  Need good data sharing for records 

 Looks good on paper but patient still grumbling.  Lose contact with those you know well 

 Partial integration – keep own contract, sign integration agreement 

 Full integration – has break clauses 

 How does the GP pay structure work in MCP 

 Confused about lists, but some will need lists.  * Clarify about lists 

 Inequality currently in patient lists e.g. older people not paid to reflect that.  How will it differ in the different affluent 
“V” deprived 

 Whose resp is the patient? 

 Premises the same, nothing will change 

 Opp for practice - ? job security, improved T & C’s 

 Main worry – losing contact with patients 

 Use to be family doctor, will lose that 

 Need to discuss shift patterns in more details 

 Shortages of Nurse Practitioners, GP’s 

 MCP better for other health professionals not so for GP’s 

 R/ment of GP’s big problem 

 Opp for MCP to streamline, make sure we see patients with most need 

 Owned by GP’s or Prop Co.  What happens to estates 

 Not ready for full integration in hours, night try full integration for OOHs 

 Joined up – see UC at weekend then GP admit 

 Who is responsible for patient care? 

 MCP better for indemnity and governance, training and dev. 

  
 

North 

 Extended access would be an improved – locality Wide – MCP Citywide 

 Benefits  
o Patients – Longer access to GP.  More streamlined care and co-ordinated care. Electronic shared records 
o DN attached to practices. Named DN attached to practices  
o Treatment Rooms more control 

 Flexibility 
o Opportunities  
o Different types staff work collaboratively.  Introducing new role ie Physician Associate employed by MCP 

and work differently 
o Recruitment – bigger organisation could attract more GPs 
o Opportunity for managers who have interest in special areas 
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 Role 
o Benefit if staff want to step down towards retirement – could there be support 
o Another organisation managing patient list 
o GP – Sharing resources, rising costs, GP cover for holidays, leave 
o CQC – overseeing preparation for City 
o HR and finance managed salaries wages, pensions, workforce 
o Standardised salaries across city 

 Premises 
o Centrally managed 
o Buying groups centrally managed services, boiler, inspection 
o Privately owned premises – risk of redundancy  

 Who would wand provider to be: 
o SGPA 
o Not Virgin Care 
o If private will it be not for profit? 
o If private provider fails and GP’s have given up contracts who takes responsibility and accountability 
o What is financial risk, how do we protect GP funding? 
o If in large pot how is this shared? 
o Create HR Department out of PM’s with a special interest 
o GP’s with special interest – locality hubs 
o GP Alliance to run MCP and less risk of private provider coming in 
o Does this give us protection over moving forward? 
o Agreed in current form not sustainable 
o Risk – if moving services out into community will this create more work 
o Big step away from personal responsibility Big Pool of GP’s who don’t have connection with the practice, 

then work like locum – goodwill disappears 
o If locums employed by MCP standard agreement of what is expected 

 Home Visits – Forming home visits organisation – rotating around GP’s with drivers easier to develop with 
MCP 

 Worried will lose practice identity around full integration patients will lose personalised care 

 Will patients be consulted as will affect them 

 Who idea was this? 

 If don’t do anything there will be no NHS also worry doing this there will be no NHS 

 No idea – don’t understand MCP only heard about it last week 

 + More money – work less 

 Negative comments - salaried 

 8-6 hours Government agenda 

 Equity around resources – staff cover 

 GPs to upskill to improve services – we are already working with nursing/social care 

 What/where are the examples 

 Feels like Brexit 

 Concerns around GP recruitment 

 System works fine don’t need to change 

 Pharmacy/support 

 Continue to see own patients 

 Who has the CCG been talking to about running this thing? 

 Where did the idea come from? 

 What is the incentive to run this? 

 Concern – if all practices integrated  
o What would the safeguards be? 
o Safeguards to prevent changes in terms and conditions 
o If went for full integration, what would happen regarding in and out of hours care 

 Positive – at scalle, advantages, payroll HR 

 Premises – under threat by NHS, still vulnerability in partial model therefore need to add in premises in partial 
integration 

 Concern – Because of premises, partners stay if headache is removed, lose workforce, retire unintended 
consequence  
o Will everyone be paid same under full integration? 
o Need to know salary formula for salaried 
o If training practice – how would this work in terms of medical, nursing education? 

 Risk to go bankrupt in current model but new model offers stability 

 How does a contract integrate [pathways? 

 No assumption that got the same employer that the benefits will be realised 

 Integration of policies to be agreed by all providers 
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 Need to be really unhappy to go to the big jump – unknowns (full integration) 

 Concern if general practice ring fenced, huge funding gaps in LD & MH – could threaten stability 

 More to be gained by practices struggling 

 Fully integrated – opportunity for patients huge – different type of access (e.g older people) 
o At scale  
o Better to manage workload of GP 
o Partial integration – opportunity for organisation to offer “bank” Gps/PNs to help practices 
o Full integration – can standardise care  

 Need standardised care – continuity of care 

 What will happen with staff? PMs/Receptionists/HCA’s.  It would be better for staff 

 If full integration – need to keep, keep practice list 

 Potential – partial with modifications as cannot stay way we are 
o Premises – Not sustainable – opportunity = stability 
o Demand more manageable irrespective of model 
o Case not mode don’t know how this will be achieved 
o Full integration – concerns /lots of unknowns  
o Terms and conditions no worse off 
o Work in same area/practice 
o Contract may not resolve issues trying to resolve re integration 
o Better for patient – scale (workforce) 
o Standardisation of care 
o Better for staff – PM’s/receptionists 

 

Coalfields 

 More responsibility as focal point 

 To direct how resource is used 

 More influence in the tasks the roles undertaken/remit 

 Opportunity at full for premises? 

 Shape how practice develops for our patients 

 Coalfields locality work well together and know their patients 

 Allows focus on patient 

 Collaborative working to share resource across locality 

 Cultural challenges/opportunity to break these down 

 Cross boundary patients with Durham – how do we decide? 

 Will we have more influence to decide to provide for these under new arrangement 

 Services must be provided on registered list base 

 Shared protocols with other providers 

 Improved integration of social care/MH services 

 Single provider make referral and contact easier – less time consuming 

 Social workers could be aligned to practice 

 Pooling/sharing of resource, flexible working across providers; hiring by locality rather than individual practice 

 Locality working very important – potential locality employment/contracts 

 Data sharing across critical providers – one digital solution 

 Reduction of bureaucracy  

 Locality decision making – how get influence 

 Q – contract length – 10 years but open to discussion, contract required exit strategy without penalty clause 

 Q – would we lose current staff under MCP e.g. district nurses?  A – could lose now if contract awarded 
elsewhere – MCP could influence more.  Need to have more influence on how staff moved 

 Q – full understanding of what partial integration would be 

 To work outside of locality would need to know staff better 

 Proper work within locality 

 Concern over things taken out of control 

 Fears:- 
o Virtual, partial, full 
o SGPA 
o Absolutes? 
o Commitment 
o Funding concerns 

 Absolute assurance that allocated funding would not be pulled 

 Who would have loudest voice in MCP (money) 

 Wouldn’t be taken out of care contract 
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 Need assurance that GPs represented at strategic level 

 Would it get risk of board layers? 

 What if provider was rubbish – how would we get out>? 

 Need exit clause 

 Keep own roles and contracts 

 Feels like partnerships are being disbanded 

 Would we be able to share model within locality  

 Build in continuity of staff 

 Ring-fenced funding 

 SGPD – rep GP interest 

 Ensure contracts rep GPs wants and needs 

 Trust based on who directors are 

 Ensure equal rep on provider board (in terms of number of GPs/SGPA reps) 

 Scary if full 

 Partial offers more opportunity 

 Common 
o Protocols 
o Locality working/shared resource 
o Influence decisions/resource 

 Would have liked more time to read the documents sent 

 Have named nurses/social workers etc – working with practice that were all under the same provider 

 All the different roles wouldn’t be working separately, so could be called on more easily when under one 
provider 

 Ability to influence the service provision into care homes (i.e. care home nurses) 

 Better working with mental health – an opportunity to make it more cohesive 

 Would provide incentive to change protocols for things that aren’t working 

 District nurses attached to practices and more of them would be a huge benefit 

 Would help the principles of the community integrated teams to come to fruition and work better together 

 Would allow capacity in the system 

 Would streamline pathways and allow for work in a much more integrated way 

 Pathways and services involved will become more effective and efficient to free up GP capacity 

 Clarity around roles and making the best use of workforce 

 Need resources and manpower – would be able to have a voice 

 Better incentives for staff (nurses) which would prevent them from learning 

 Would help make processes more streamlined 

 Could help beef up urgent care.  An acute social crisis response/urgent assessment 

 Could have a single point of contact which would make it easier for patients 

 If one organisation, patients wouldn’t be bounced around from pillar to post 

 Everything wouldn’t have to come back to the GP if DN’s could make referrals 

 Single organisation would have a bigger voice with secondary care 

 Concern that general practice would be “dumped on “ if no one else is able to pick it up.  Opportunity to have a 
voice about this 

 Wouldn’t have to chase separate sources of income? 

 Could improve the booking capabilities between in hours and out of hours 

 Would have more of a voice in objecting to taking on things such as Department of Work and Pensions 
requests 

 Would be able to influence the processes of other provider if all under the same provider 

 Current contract doesn’t make it easy to release capacity within general practice – this would enable them to 
do so 

 Risk if GPs surrender influence over workforce issues, they might be left out of solutions 

 What happens with the money if GP’s salaried – will they get penalised for poor performing practices? 

 Parking issue – look at ranking of 111 calls and if the practice refers to walk-in centre, patient calls 111 and 
referred back to GP.  Duplication of services and sends patient in circles back to GP 

 Opportunities – appointment times, levels of conditions 

 Closer comm links – closer staff relationships 

 Would that include UCC – yes 

 GP in A&E – September 

 What’s driving this? 

 Concerns of 2 tier 

 Timescales of partial to fully 

 Premises – ownership – income 

 Staff – all become salaried? 
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 GPs who are near retirement 

 Selling up premises – staff may not stay 

 Opportunity for practice to improve/low risk by integrating – sharing expertise 

 Sharing practice staff 

 GPSI – across areas 

 Nurses – community nurses – moving locality to locality – may improve if all under one contract 

 Management structure – job security, central appointments, admin, central payroll? 

 Visiting service – not same GP? 

 GPs becoming employees – patient continuity 

 GPs becoming part of a pool? 

 GP hours – 40 hrs for GPs 

 Quality of care – prescribing budgets, incentives? Improvement – funding 

 Reality of seeing your GP at a suitable time – but far from what’s happening how 

 Patients would want to see their GP 

 Doctors know their patients – easier to access, continuity of care 

 Partially integrated: admin sharing from practice to practice 

 CQC officer across GPs 

 Admin officer across GPS 

 All skill mix 

 Costs per head – funding – how would this work if seeing other patients with appointments being opened up 

 Do not want to share 111 appointment slots 

 Would it be possible to run our locality 111 service if we wanted to 

 Overflow appointment bugs but not patients coming into practice – lack of capacity 

 MCP would allow us to even out capacity 

 De-stabilisation of a lot of practices doing full integration – GP salaries? 

 Core funding if practical – yes 

 Liability of staff working across sites – risks? 

 Defence union bill?  Tender – MCP pay? 

 Partial integration – premises – estates strategy, control MCP – still GP decision 

 MCP leadership – GPs don’t want to lose control 

 Estates strategy being built into MCP for those who own buildings/premises – felt GPs should have estates 
risks 

 Good locality/strong leadership = representation 

 Management structure – all staff shared across locality (job security), CQC officers, admin, GPs 

 GP’s becoming employees – patient continuity (de-stabilisation) 

 Quality of care – incentives, funding, prescribing budgets 

 Premises – estates strategy built into MCP 

 Do not want 111 appointment slots 

 Would want good, strong leadership representation 

 Small point – tables shuffled at the beginning – mixture of practices/views 
 

East 

 GP workload is at maximum capacity, only thing that will make a different is stopping patients consulting for 
colds etc – increasing self-care 

 Increasing workload passed from secondary care to general practice – strong voice to push back 

 The movement of OOH care is abused by secondary care especially mental health therefore shared care 
boundaries should be negotiated and clear to all 

 Avoid privatisation – local leadership 

 Individual autonomy – shouldn’t be told – inappropriate targets 

 Contract – open to new models, can see a time where a new GP contract would be necessary 

 Don’t want to change to lose decision making 

 Contract – what happens to my premises if I own/don’t 

 Happy to work for a local large scale organisation – NOT happy to work for a private healthcare organisation 

 Important to protect practice autonomy.  In picking and choosing schemes which make a different to your 
practices 

 Need more information on the 3 integration options to be able to discuss the benefits/risks as are different for 
each option 

 Would need guarantees around the ‘entity’ 

 If no-one else has done this how can we define the risks? 



Page 35 of 101 
 

 Some experience/evidence from £600m Manchester – practices have gone for partial integration as the way to 
go – good experience ex vanguard.  Partial – integration but can work with risks as go along – can influence 

 What would happen if all practice went virtual 

 What if one practice chose virtual – would become isolated? 

 Manchester – none went full integration 

 Full integration – too high risk? 

 Giving GPs influence on other services 

 Will there be more management layers? 

 Queries around who the provider might be?  What if was Asda?  Contract only gets awarded to entity that has 
backing of GPs 

 Control over what practices need 

 Opportunities for staff development positive 

 Risk – royal is not fit for purpose in terms of capacity 

 Risk – primary care funding and increasing funding in the future – if go in – can this be a guarantee? 

 Doing nothing is not an option 

 Will this de-stabilise the workforce – i.e GPs  who were already looking to leave, e.g. practices that have built 
up over long time – risk – practices may hand contracts back 

 The ‘entity’ might make financial offers to practices to sign up risk of de-stabilising general practice 

 High risk for GPs 55-60 years old 

 More risks than opportunities? 

 One person asking if this is a done deal? 

 What is the alternative if all practices don’t want to be a part? 

 What do social services and other disciplines think of the MCP? 

 Social services in – will they suck up some of the GP funding? 

 Financial MCP model dependent on reducing hospital activity to be able to move money to community 

 (Lots of the discussion was Ian Holliday answering questions) 

 Partial integration – as this is how some practices are working already 

 Full integration – loose too much control 

 Need to reduce waste e.g. time on phone to make referrals around the system so this waste could be reduced 

 Impact of patients not wanting to pay for services e.g. telecare, carers, patients don’t want to pay so end up in 
ED 

 INR/Chiropody – would these be part of MCP e.g. Specsavers? 

 Risk – structure of the board – what representation for GPs? 

 Impact of STP on MCP? 

 What is East locality doing at scale?  Lack of things happening – could the MCP support general practice at 
scale? 

 Reduction of duplication 

 Who would negotiate the contract – initially the CCG 

 10-15 year contracts frightening 

 Existing GP contracts are too limiting 

 More mature commissioning is setting outcomes rather than specifics 

 Don’t want to repeat mistakes of the past 

 Who is likely to be the provider? 

 What if only one provider is interested – would still need to test that they could deliver via procurement? 

 Document tells that it is happening should be a vote by practice.  It has not been clear from sessions that it is 
not compulsory 

 If all opted in would GP have a contract with MCP?  Pensions would be protected dependant on contract with 
MCP 

 Full contract with MCP is adventurous 

 Integration can be small or big 

 Provider not yet established – who interested?  STFT/Alliance/NTW? Bid for contract 

 First step do you want an MCP? 

 Conflicts/financial conflicts will exist 

 Extra responsibilities i.e. district nursing where is the additional funds, if it is not written in the contract 

 Good opportunity – “better way to integration” good thing 

 Something needs to change as in this climate locums charging above and beyond.  Need more control 
especially in this climate 

 Practices closing – stress of job 

 District nurses – should be working together, never meet, more give and take if working together 

 More pressure on FT, secondary care into primary care, number of examples, one way process.  As part of 
bigger organisation – so it is how it would be done.  GP’s made to feel guilty when bounce work back 

 GP practices need to influence to redesign the workforce 
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 Opportunity to clarify roles and deal with issues e.g. care homes.  Some refer to OT, some will not, if MCP had 
someone responsible for instruction, maybe the practice would not see 

 Defined set of roles to commence with, what are the contracts expected to do 

 Pharmacists used better to practice needs 

 Influence GP board and operational influences on both sides of the spectrum 

 Work part of same team, organisations as well as patients 

 Awareness of what can and can’t do 

 More flexibility in framework 

 Influence how people work together 

 Tight both board and operational 

 Local providers (voice) other community providers 

 Need to help with local GPs 

 You can decommission but then you want to work with the provider you want e.g. provider for CHSFT and 
STFT support as an FT 

 District nurses (provider) – practices from bottom will request what they want up over, mental health as well.  
Then the provider will then liaise jointly with practice 

 May the Alliance become redundant?  If we have a number of providers available to offer contracts to GP 
practices.  A lot of things the Alliance already give to practices 

 How will this assist the retention of GPs?  Are there any specific areas we could look at – recruitment? 

 Elections – 7 days/GP practices 

 Is this a good idea to be doing this when an election is approaching? 

 All agreed lots of issues on recruitment 

 Is MCP the right way to go? 

 Is it a one way, back door, scary model 

 Is there anywhere else working? 

 Freedom of knowing what is happening in individual practice – worried about contract status 

 MCPs, does this lead to GP practices not having their own independence/freedom? 

 What happens when MCP fails (it will not!) 
o Stockport, Dudley, Manchester 
o Joint owned, by Federation/Manchester 
o Stockport/Dudley out to procurement currently 

 Workforce 
o No new GPs, flex current workforce, support each other 
o Not in our gift, how do we flex existing workforce 

 Partial integration – as small as you want for practice 

 GPSI 
o What opportunities would there be once other people have the contract? 
o Cardiology/outpatients in MCP scope currently and STFT are aware of that 
o Bring services together and bring the services closer to general practice 

 Funding (core) been static 
o GP practices, more GPs,  got to be a factor 
o No money in the NHS, can funding be moved? 
o Ring-fence GP funding 
o Big chunk of funding changed; a lot is value based commissioning.  If savings apparent – reductions – if 

practice has managed to reduce and make savings then practice should be able to recuperate back 
o Efficiency savings – old prescribing schemes 

 Patient education 
o Needs to be a communication change by NHS 
o No sanctions for patients abusing A&E 
o Need to use NHSE carefully 
o How do you change the culture/patients? 
o May be able to support this change i.e. TV adverts etc 
o May have a bigger say, it is down to influence 
o Increase in public expectations 

 Full integration vs partial integration 
o Not a good idea to go into full, see how it works 
o Big step 
o Do not know enough yet re implications i.e. PMS arrangement,  
o What is the offer, need all of the detail  before full integration 
o If you go fully in you can revert back to GMS in 2/3 years 
o Partial change – every year 

 Funds/money 
o Efficiencies still to be made in MCPs 
o GP funds still be ring fenced 
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o If you have an MCP/contract protected for 15 years 
o Not a done deal 

 Good to have a list of all services for GPs from provider i.e. 6 different rehab services, 5 different audiology 
contracts for hearing aids 

 Fixed price contracts that do not see vast amount of patients 

 Opportunities to restructure 
o Hub and spoke models, number of practices that do not have that? 
o Joint injections, odd practice that do not do it 
o Minor surgery – locality hubs 
o Only downside practices that have it taken away do they get paid but may be practice choice? 

 All second option – keep contract (1 GP on table – wouldn’t want to give contact but felt may have to) 

 Build on integration - shared computer systems 

 Remove barriers  

 Control – e.g. D/N do and don’t know exactly what is expected 

 Can ensure equality and reduce variation – e.g. treatment room levels.  How are staff split on footprint – each 
practice have D/N, CM, Physio, etc 

 Make General Practice attractive - ? recruitment 

 Could locums be governed? 

 Shared training for all staff (DN/PN/CM) – consistent competencies 

 Standardised – all doing same including practices if involved 

 HUB based services such as INR in all localities – children’s bloods, diabetic specialists 

 Specialist Nurses within locality 

 One stop shop for patients – lots of services together  - Podiatry book-in, chronic disease management (1 
appointment), diabetic eyes, feet same time 

 Listen to people on the ground 
 

Washington 

 Is this compulsory? 

 Why is CCG pursuing this now? Will CCG or practices be penalised for not taking forward? 

 Questions about procurement and comfort levels re: independent sector, how can this risk be minimised? 

 Size of new organisation – practices will be small, will their voice be heard? GPA view – will make sure that 
practice has a deal that includes practices at the heart of it. Strong voice. Practices need to be part of the 
solution. 

 Loss of independence to practice is a concern, ability to drive things for their patients. 

 Need more specifics. Too vague and nebulous to make a decision/give a view point! 

 King’s fund paper – concerns about the amount of time it takes for new organisations to bed down and deliver. 

 Partial – if practices keep contract who will hold it in the future. NHSE or MCP? 

 Health and Social care integration – how will decisions be made about benefits e.g. expensive dementia drugs 
vs home care? 

 If keep GP partners happy, they will keep patients happy. 

 Less independence anyway. Can see GP partnerships disappearing. 

 Nurses and midwifes wrapped around practice teams. Social care with practice. Stable teams in general 
practice- over the long term. Pharmacists – new roles, e.g. discharge support, med reviews. 

 Continuity of care – reliance on locums, not positive for the patients, relook at contracts to see what can be 
done for incentives to help encourage people to stay over longer periods. 

 Stop doing private routine work e.g. benefit forms. 

 Need to be careful about centralised teams – everything should be in and around practice as otherwise 
fragmented, not everything should be in hubs. 

 Look at opportunities for doing unnecessary tasks differently – protect GP and continuity where it is needed. 

 Need more detail about the governance and decision making. 

 Ring fences would need to be applied to budgets. 

 Home visiting services would be an opportunity.  

 Staff management – an opportunity. At the moment works well e.g. GP and Nurse have a discussion about 
who does what e.g. re AF, fits practice. If employed by MCP there may not be this flexibility.  

 Resilience – opportunity re sick leave cover etc… 

 Red Line – don’t want to lose NHSE 

 MDT meetings working well at the moment - need to protect. 

 Concern on table that the decisions have already been taken in principle. 

 Where is the evidence that this model will work? 

 Opportunity – HR support and advice amalgamated, like recruitment, staff contracts. But team issues e.g. 
individual support still at practice level. 
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 Would want to have control over own staff. 

 Is it worth being in the first wave? 

 Attract GP’s to Sunderland. 

 Need more engagement on what is included. More discussion and more time to reflect. 

 Build on good relationships in Sunderland 

 Want the new MCP to be GP led 

 Need to sort community nursing – silo working, not integrated. How can we see how change will be delivered 
e.g. community nurses working differently if we don’t understand the contracting mechanisms 

 Need more frequent contact with key MDT people – patients health can change daily, value of conversations 
and relationships. In practice, what practices want is to get back to how services used to be delivered 15/20 
years ago with health visitors and nurses aligned. 

 Structure – GP’s need to be decision makers, able to improve how people work together and make operational 
changes quickly. 

 Treatment rooms need to be addressed. 

 Want services to be stable, strong, resilient – and integration to work as it did 20 years ago with aligned staff 
working very closely with practices, value of relationships. 

 Demand for home visits – patient transport in hours could help 

 Benefit of influencing nursing care delivery / health visitors / maternity services 

 Link and control of relationship in Primary Care 

 Do we have enough information at this point? Do we need more support with decision making? 

 Mistrust – ‘dark deal’ 

 Opportunity to shape 

 Fragmented services – have we failed in our attempt to integrate 

 Keep up with the amount of changes – what next? 

 Full circle 

 Who will be the provider? 

 Who is the top of the MCP? 

 Nationally delivery 

 Any examples of success of MCP? 

 Pressure from CCG to become a Vanguard and how much pressure to become a MCP 

 Little consultation – investment so that we are committed to ‘doing something’ 

 Assumptions that we are currently working in a virtual MCP – no formal agreement 

 LMC rep? is that fact – explanation 

 Definite detail not shared 

 If GP pulls out of partial MCP – do you leave patients behind? 

 CIT – mental health & district nurse, community health services – need to shape 

 Services to be back to locality – who would make the decision? 

 Where does social care fit in? 

 Structure needs to meet what we would like from an MCP 

 Still do not fully understand 

 Mistrust – example of PMS given 

 Stronger links in localities 

 Build collaborative working 

 Potential to buy ‘other services’ 

 More integrated services 

 More efficient 

 More control over disciplines e.g. District Nurses 

 Opportunities to change the way work with integrated teams 

 Are they just setting up to sell off and privatise? 

 How different would it be? 

 Helping to direct funding to where it is needed. 

 Indemnity costs 

 Centralised HR and Finance would help small practices 

 Can we save waiting time 

 Minor surgeries 

 Can look at the demand and deliver services around this 

 Social care area more joined up and could improve 

 Opportunities with Recovery at Home and urgent care 

 Could drive up standards for patients 

 Commission new locality services and working at scale 

 Less contracts to manage 

 Working together, integrated teams back in to general practice 
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 Income less susceptible to small practices – is this an opportunity? 

 Prescribing would be much more efficient 

 We need a connected system 

 Larger GP voice 

 Building on the community work already done – integrating with district nurses 

 Having a say on services 

 Ideal opportunity – easy for a larger organisation 

 Opportunity for service redesign and working from the bottom up  - opportunity for GP’s to have a say in this. 

 Look at partial integration first, if this goes well then willing to look at full 

 Options to have say and build conditions into integration agreement 

 Potential to do more with GP involvement 

 Opportunity – if full integration – GP’s paid for what they do or paid extra for doing certain hospital services 
such as minor surgery / ultrasounds etc… 

 GP alliance – bigger voice 

 More funding 

 Getting MCP right could attract GP’s and help recruitment 

 Better patient care by better integration 

 Barriers might not be there 

 Needs to be a locality element 

 Influence locality based work to have a say around what services are delivered where. 

 Practice teams having skills within the team to best help patients 

 Opportunity to bring back good ways of working – ways which we have previously worked but have changed 
and become fragmented over the years 

 

Question 2 GIVEN THE OPPORTUNITIES WHAT WOULD YOU WANT? 

West 

 Any underspend to go into patient care 

 Sounds planning required – no rushing into it 

 GP leadership 

 Professionals  that currently don’t help i.e. midwives giving Hep B injections need to do work (joint working – 
together) 

 Fine balance, costing savings, reduction in paperwork 

 Save money from duplication 

 Virtual no longer working, partial integration? 

 Mental health service involvement 

 Balances it from a financial perspective (i.e. bigger practices receive bigger team than the smaller ones) 

 Encourage people - career progression, career starter schemes for nurses, GPs, HCAs 

 Monies for training (key 1 message – to develop staff to move forward to replace staff that may retire in 3-4 years’ 
time. 

 Sound training / development programme 

 Estates – not to make money out of it (property company) 

 Recruitment decisions: options to jump on at different points on the journey 

 Level of GP representation – additional capacity 

 Need clarity on how practice will run within an MCP.  Business Unit or locality? 

 Independent approach to practices e.g. practice using telephone triage 

 Governing for decision making such as: 111 example, elected/rated responsible for GP, PM and NP. 

 Needs to be done controlled and responsibly 

 Impact of GPs retiring could de-stabilise the model 

 Ability to move activity out of practice: assessments/smears/jabs for travel 

 Option to move through the model options as it matures and become viable 

 Need absolute clarity on how a practice would operate in an MCP.  Business Unit – recruitment decisions, 
independent decisions such as triage calls. 

 Need elected representation from GP, PM at board level and NP 

 Budget to go MCP – terms and conditions – maybe need change what is required from GP for MCP.  Will money 
from salaries be ring fenced?  Would council move budget into MCP is onus on professionals? 

 If partial is there a chance contract will be reviewed, needs working out.  Full integration – too many unknowns!! 

 Don’t want to give up autonomy – building 

 If own building will MCP buy back at business value?   

 Maybe good for OOH and extended hours 
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 Limited company way forward for partial and full MCP – not profit.  Does it need to go out to tender?  If partial 
would another provider take over?  No private company to run MCP 

 Do wider public want GP to be in charge of MCP? 

 Need someone with business mind? 

 Alliance taken over practices without GP not successful 

 How can we be sure we will recruit GPs 

 If practices close what happens to patient list 

 What is fall-back position for GP if we don’t succeed – should be a shared problem as well as shared benefit 

 Who will be on the MCP board / finance / budgets 

 NHS England wouldn’t be part of an MCP 

 Potential power to take over 

 Don’t think this will help with retention – in some views GP and nurse but pharmacy / community staff employ 
other health workers e.g. nurse practitioners 

 NHS property services to be part of MCP 

 Good link with social care 

 Feedback on timeframe from partial to full and vice versa 

 Don’t lose any staff – no redundancies 

 What will happen to our building? 

 If in rented would we get same quality 

 Flexibility working hours retained 

 Sustainability and retention of practice population – maintaining named GP 

 Improved pathways 

 No duplication in work 

 Clarity about set up costs – will it be cost effective 

 Ensure terms and conditions and salaries of staff – general practice NOT on A4C 

 How would out of hours and extended hours match with general practice – e.g. pharms, DN’s etc? 

 Matching ancillary services – pathlabs and X-rays to extended hours 

 Maintaining individual practice identity and flexibility in service provision and maintain team spirit 

 Protect staff and practice identity 

 Communication 

 Easing workload and simplify working day 

 Less paperwork, more clinical time 

 Good promotion with the public 

 Patient expectations managed 

 Less tiers of management 

 If all services were integrated and it was done properly partial integration COULD work – benefit would be dealing 
with one organisation and cutting duplication without losing identity 

 Full integration NO!! 

 £340 Million – no example of budget without GMS budgets – can we have figures? 

 Need to know what the provider has to offer/who that provider is?? 

 Fear of being absorbed/losing identity/new organisation imposed, worry of privatisation 

 Wouldn’t want restrictions placed on practices 

 Ability to speak and have a voice regardless of type of MCP 

 Want to be able to deliver a good service and have personal relationships, own practice lists and protect practice 
money 

 Home visiting service 

 Pharmacist in practices 

 Practice mental health clinician  

 More clearly defined roles and responsibilities 

 Overflow hub 

 Increasing triage 

 ANP’s able to provide sick note 

 Divorce GP’s from benefits issues 

 Reduce bureaucracy – referrals to value based commissioning 

 Help with CQC inspections 

 Help with risk assessment 

 Help with upgrading buildings/premises 

 Individual – choice to deliver/work outside current core hours/contract 

 Strong GP leadership is important but how will that impact on losing GP clinic time 

 Ring-fenced budgets for GP – what does this mean in amounts - ? more or less money  

 Shared records 

 16 keys designs, what does this mean in implementation 
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 Improve recruitment and retention 

 No commercial provider 

 Estates – Problems currently with service charges 

 TL – expect flagged to NHSE repatriated to MCP important for care system 

 Deal breaker – Sunderland ownership of estate.  Want a local landlord NHS building for NHS care. 

 Reasonable terms 

 What if own their own property what implications for property at different levels of integration 

 Super Surg – BH, Pallion, Washington (min 30K list) 

 Further travel for home visits which team will do home visits? 

 Transf should be done by GP from localities culture change.  To save p/c separate medical care out, see the 
change evolve. 

 Bring services together so less fragmented 

 Leadership of GP’s in MCP depends on what representation they have?  If vito’d or over ruled then is that 
leadership? 

 What forms a board? 

 Is there a lay person? 

 How are “needs” addressed of population? 

 Concern about m/h services – capacity and waiting 

 Don’t want to give our ring-fenced money to other services e.g. M/H 

 10 minute consultation time already not enough time 

 Need more info on integration and its implications 

 Wouldn’t want to work for a private provider MCP regardless of if surplus made 

 No private provider 

 All the GP’s and all other health prof should be the shareholders different to members in the MCP – this will give 
dedicated workforce with limited liability 

 GP Alliance – do the groundwork re queries 

 Shared care agreement, more clout in MCP to stop FT.  Benefit in being part of MCP policy e.g. won’t prescribe 
antibiotics if asked by hospital.  Hard to stop this with hospital 

 Ring-fence budgets – protect this level of funding for general practice 

 If in partially integ practice what happens to salary/salaries depending on level of integration.  Is take home salary 
going to change? E.G. of partially integ.  Get GMS funded. 

 LES/DES into MCP. Will money still flow to practices 

 Want assurance we will be safe.  Want local clinical identity and mentoring 

 Have to feel happy wherever we work 

 Don’t want to lose collaboration 

 Remuneration is important – what happens to pay packets 

 Different commitment between partners and salaried GP’s 

 Psychological contract – don’t want 2 tier system 

 Teaching practices – how will this work? 

 Performance management – how will this work? 

 

North 

 Sharing resources – HR 

 Better medical defence fees 

 Estates Strategy & Management 

 Recruitment and Workforce Retention and staff development 

 Strong general practice leadership rather than GP 

 Ring fencing budgets – More money to recruit. Receive further investment in recruitment 

 Standardisation of Terms and conditions of staff 

 Investment in practices if not enough 

 Fit for purpose 

 Patients 
o More investment in providing better services, lots of fragmentation 
o Central hubs with standardised equipment – equality of services across localities 
o Improvements in Psychological services 
o Shared records – EMIS Web for everyone 
o More out of hospital services such as shared care/warfarin 
o Streamlined services outside  
o GP Core hours ie 111, Recovery at Home, Northern Doctors, Extended Access  
o Promoting Self-care 
o Centralised directory for signposting patients, Map of Medicine – Reuqire investment ie care navigators 
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o Drug addicts – centralised hub 

 Absolute NOT’s 
o Privatisation 
o Dictating what services will be delivered (Dictatorship v Independence) 
o Being told what to do by less qualified people 
o Prescribing – use clinical judgement not to be told what to prescribe 
o No performance related pay 
o More work  

 Organisational Form 
o Would need to know pro’s and cons before could make a decision  
o What can Alliance do to support us? 
o Provide strong and stable leadership 

 Can you go partial to full is there a possibility to go back? 

 Influence estates strategy across Sunderland  
o Costs/rent scheme 
o Premises not fir for purpose 

 Influence care closer to home 

 Influence service provision in the hospitals that can be provided in community setting (GP practices) 

 Partial integration might be of benefit 

 Make this system attractive enough to recruit and more important to retain GP resource 

 Opportunity to have pool of GP’s/PNs/PMs 

 Opportunity to set out rules around ring fence budget 

 Upscaling whole population Health approach 

 Concerns about “private company” winning the contract 

 Question: How will Public Health be involved in the MCP? 

 Centralised “Back Office” functions (IT/HR/Finances) 

 To change role to consultative in GP practices 

 Influence definition re investment 

 Opportunity for Practice Nursing having “Voice” and potentially influencing service provision across Sunderland 

 Why isn’t children services are included in the MCP model 

 MCP clear about how it interfaces with Children’s Services 

 Where is the money coming from? 

 Shared facilities, Sharing of roles 

 Always had the opportunity to change things every 3-4 years.  But nothing changes 

 Opportunity to upskill Health & Social care staff to support GP practice 

 Is there a defined % of practices required to be in MCP? 

 Red Flags –  
o Would not want a for profit company 
o If full integration employed GPs would not be sent to provide care at other practices unless emergency 
o Clinically led strong leadership throughout all levels 
o Need strong governance management competency 

 See only 3 options 
o GP run – private company – FT 

 MCP Role – Workload and demand is too great – it must help manage workload otherwise no point 

 MCP Role – Role to promote encourage patient responsibilities/health literacy to reduce “unnecessary demand” 

 Sustain and support – Ensure sustainability through ensuring training and education is in MCP to develop 
workforce – future proof e.g. Career start 

 MCP – good thing for patient  

 MCP – take opportunity to provide some hospital services (e.g. OP (dermatology/rheumatology) 

 Risk to general practice – talked about this didn’t conclude 

 Transparency →veto 

 in running of organisation governance  

 Equivalent of company extra ordinary general meeting 

 Cost efficiencies – reinvested in general practice 

 Securing workload parameter of organisation to stop shift of workload – workload creep into general practice 

 FT to general practice 

 LA to general practice 

 Estates → exploring estates in Sunderland to be part of MCP ownership 

 Big change – most complex change – since 1966 

 Contract change 

 Summary as page 11 
o →Strong clinical leadership 
o →Ring fenced budget 
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o →Investment 
o →State 
o →Workforce 

 Additional  

 Workload – manage 

 Patient responsibility/self-management  want versus need 

 Transparency -  governance  

 Running exercise a veto 

 secure workload parameter – workload creep into general practice 

 FT/LA 

 Put estate management into partial integration 
 

Coalfields 

 Strong GP leadership – Alliance? 

 What will be the time commitment? 

 Ring-fenced budgets are a must and core contract 

 To support network needed to support each other which requires funding at practice level 

 GP recruitment is needed – model needs to be attractive to GPs 

 Use of skill mix/staff will need funding e.g. own pharmacists 

 Remunerated for work that has come down unfunded 

 Concerns about taking on social care budgets as they have a smaller budget – would not want this in the MCP 
as would underspend 

 Could we have partial integration with health but virtual with social or selective in what we choose? 

 Provision of care home GP visiting service only? 

 Strong, clear governance and HR framework 

 Use of voluntary sector could enhance work 

 Close working with public health to ensure that there is no duplication in HW assessments and strategy 
development 

 Partial integration? 

 Outcome drive, concerns about meeting these on a population basis as may not have control over them and 
may lose funding 

 Leadership 
o Make sure each locality has own GP representation 
o Review current meeting structure to ensure no duplication of meetings 
o Need for impartial representation felt SGPA not as also providers 
o Possibly external GP to give balance, recognise conflict of interests and have objective view of needs of 

whole population 

 Budgets 
o Extras on top of core contract – fear of money diverted to other provider – need to ensure money allocated 

to other providers doesn’t destabilise practices 
o What about other providers e.g. pharmacies, ambulance services 
o Easier referral routes to HV, improved consistency 

 Estates 
o Improved estate strategy and use facilities 
o Shared resource 
o Owned by MCP 
o Issues with NHS Property Services 
o More rel to practices within HC 

 Recruitment 
o Need to look at Sunderland as a whole 
o Need a whole city recruitment campaign 
o Make more glamorous 
o Raise profile 
o Retention – locality plan, all staff/bank 
o Centralised admin 
o Improved locality training 
o Want more locality based than city wide 

 Integration – partial (only if) 

 Guaranteed ring-fenced funding 

 Locality focus and influence 

 Continuity attendance and input into integrated working 

 Increasing providers involved e.g. ambulance 
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 Improved clarity on roles and why 

 Managers need to give consistent messages and be committed to same agenda 

 Streamlined, flattened structure 

 Too many meetings and board (governance framework) 

 Could do with extra time (pilot) to embed vanguard and ‘polish’ system 

 Want to see the collation of all today comments to be assured that ll concerns and views are captured and 
considered 

 Need additional doctors and nurses – workforce 

 Home visiting service would be a huge help and free up capacity 

 Important to patients to have locality 

 Need to influence pathway, and reduce need for GP referral for everything – DNs having more referring 
powers 

 Comms help 

 MCP could facilitate how to fulfil request for extended hours without affecting retention.  Would like help sorting 
this without making it mandatory 

 Manageable workload to help make general practice sustainable – with strong leadership for GPs to have a 
louder voice 

 Would like GP budget ring-fenced (extra money from efficiencies) and comes back to that practice 

 Less targets/simplification 

 Help with workforce recruitment, retention and training 

 Work at standardisation – clearer lines and clearer risks of delegating to non-GP colleagues.  Could be 
Sunderland wide, not just locality standards set 

 Can we get rid of primary vs secondary care? 

 More care home nurses 

 Needs to be attractive to others outside the area for recruitment and retention 

 Retain ownership and decisions, influence of own practice 

 How we manage workflow and better streamline of admin 

 More funding MCP manage back office staff – utilise own staff 

 Training 

 Service that’s better for patients 

 Streamlined processes i.e. bloods/results 

 Service where patients can see who they liked – GPS 

 Get rid of barriers of “I can’t”, “ring…” 

 Respite care criteria and process 

 Processes made easier for referrals 

 “Yes” culture 

 Appraisals – streamlines 

 Occ Health support for staff sickness 

 Better understanding of financial impact 

 Funding – core money, QOF, LIS 

 Want it to be NHS/GL led 

 Retain ownership and decisions and influence of own practice 

 Training resources – teaching for skilled staff, medical admin, GPs, nurses 

 Job satisfaction – better morale, “yes” culture 

 Streamlined processes for referrals, community nursing team 

 Increase funding/stability into practice 

 Want a very clear picture of what the future holds 

 Want it to be a NHS/GL led 

 One provider – but still want individual funding with incentives (QOF, LIS) 

 Better understanding of financial impact 

 Inefficient way of discussing this – ask individual practices/feedback 

 Go out to practices when know what we are talking about 

 Funding – core money, up to 11.7% 

 Lose all LIS, QOF etc, not decided yet 

 Culture change 

 Teaching and training for staff – medical, admin, staff training 

 Social care – MCP community services 

 Patients – have they been notified of MCP? 

 Want patient continuity – care for own patients just more streamlined 

 Want patient continuity – care for own patients, just more streamlined 

 Want to be in full control of workload 
o Resources 
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o Lack of GPs 
o Nurses – not been replaced 
o Skilled admin staff 

 Hospital training apprenticeships 

 Protected premises – improve estates plan to take pressure off GPs 

 Morale – job satisfaction 

 Want to know who is going to run all of this? 

 

East 

 Premises 
o Collective negotiating with NHS Property Services regarding rent, service charges 
o Time differences in 25 year leases 
o Partner owned – what happens to those premises? 
o Enabling continuity of care by using local resource 

 Organisational form 
o Lean organisation without lots of tiers of management 
o Not for profit 

 Partnership vs salaried 
o GPs who want to remain partners can sub-contract to the MCP 
o Equity is important 
o Some news that all GPs should be salaried ultimately to ensure everyone is pulling towards the same 

goals 

 The patient needs to be central and contribute to the development of the MCP (e.g. focus groups) 

 Could this take over how you run the practice? 

 Want to retain practice identity 

 Want to retain own contracts 

 Don’t want to be forced to merge 

 Subcontracting could be a risk – this is what we already have because can’t control quality of services 

 Want quality for the money spent 

 Want locality provision – where 1 practice offers a service on behalf of all others – this could be subcontracted 
via the MCP 

 Want GPs on the MCP Board (clinical leadership) effective not tokenism 

 MCP CEO – known (e.g. Ken Bremner) vs unknown with good track record e.g. Richard Branson 

 People to lose their jobs – don’t want to happen 

 Minimise bureaucracy/management layers 

 Want GP budget ring-fenced 

 Want to be able to trust the MCP to deliver – but don’t know what they need to be able to do this 

 It is possible to ring-fence budget over the term of the contract? 

 Don’t want privatisation – or what could be perceived as privatisation – do we want to set a number on how 
much money gets reinvested - all profit should be reinvested. 

 Don’t de-stabilise GP workforce/individual practices 

 The process (move to MCP) mustn’t create more work long term in the practices 

 If not an individual business will lose discretionary effort i.e. people won’t work as hard 

 Risk re loss of autonomy – autonomy is the red line – clinical autonomy as independent contractor in how run 
own practice = don’t want to be lost in the MCP 

 Want opportunity to regularly review the contract 

 Property – want control of the Prop Co properties – cost effective up to required standards 

 Hubs – what would stop the MCP clustering a number of practices into hubs – e.g. 5 practices into Grindon 
Lane 

 Fear of losing autonomy especially at full integration 

 Risks are real – benefits are more intangible 

 Want security, identify, security of workforce 

 Want additional investment into general practice 

 Want to minimise risks 

 Who would monitor performance – CCG 

 What are the timescales – April 2018 is ambition 

 Other NE trusts could form an entity e.g. RVI 

 Is £340m realistic?  This is current spend 

 How do we meet needs with growth in funding? 

 Will goodwill be lost e.g. discretionary effort where people work extra hours for no extra money? 

 Practices want real control – not tokenism 
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 Time saving opportunities – reducing hand-offs 

 What is minimum number of practices signed up to progress the MCP? 

 Recruitment issues – how can MCP change recruitment issues an retention? 
o Smarter ways of using current resources 
o Retirement of GPs 
o Could be less GPs on the ground to give patient services 
o Could the provider increase international recruitment 
o Encouraging medical students to general practice 

 Privatisation 
o Have a say in profits and where they are going 
o FP influence and sit on the board 
o Patient choice will this take this away from the patient 
o Don’t know what providers are interested yet?  Would need to speak to practices for services to be 

provided 
o Not against privatisation 
o View the offer first 
o Organisations like Spire/who and when they see 
o Private provider offering NHS services 
o Individual private arrangements 
o Sub-contracting 
o £340m in pot, do not involve privatisation of other providers 
o Yes to STFT as a provider 
o What is private?  All private activities 
o Depends where profits go 
o More a case of privatisation taking over, lock, stock and barrel 
o Being a collective provider i.e. Trusts 
o This would have to be a number of collective providers too big for one provider - number/size provider 

could do 
o A lot of people do not know this – these organisations function, could take advantage to make a profit 
o Functionality and how profits are shared in practice – providers 
o Out of hours e.g. provider who has the assurance on overspend, how the practice would be protected 
o STFT could be a provider available as a procurement provider 
o A Foundation Trust may have a provider arm that links with to provide service 
o As a FT no say but has a protection 
o Need an option appraisal 

 Contracts 
o How much influence have or lose on contracts 
o How much this would benefit patient/practice from this provider? 
o Protection for GMS contract 
o Funding/extra negotiation of contract with provider 
o How much say as a GP or PM to the contract in the outside world 
o Better services for patients 
o GMS contract – protection built into that currently 
o Will the MCP give the same protection? 
o Be up front about the funding 
o Service redesign 
o Nurses 
o Voices 
o Profits coming back in the system 
o GP time pressures, effect on patient care 
o If you need more funding and you do not get it then just retain current status then no MCP 
o Legality, drill down of contract for 10-15 years 
o If GPs have more influence then the practices can dictate 
o Losing autonomy – start of partial rather than full 
o MCP start date April 2018 – push providers to speak to GPs 
o Email practices learning from Dudley/Stockport and Manchester with being months ahead of SCCG – send 

out link to practices 

 Cover/bank with MCP 

 Clear roles of community staff, etc. 

 Organisational form – not for profit / CIC 

 Estates – Propco buildings 

 Choice for patients 

 Continuity of Community/social care staff 

 Ensure patients at centre of everything. 

 GP Practice remain advocate for patients 



Page 47 of 101 
 

 Similar to GP – All DES/LES brought under I agreement 

 Ethos within general practice.  Mission statement / value of organisational standards.  Everyone signed up to – 
influenced by whole. 

 GP Alliance support – not sure how they can support process 

 Equality of Care (treatment room) – eg all appropriate staff give vaccines e.g. flu’s – housebound and partners. 
Management of this contract – management structure 

 Reduce bureaucracy – look at patient holistically – prescribe, vaccinate, health checks, etc. 

 All staff input data services onto EMIS System – templates 

 Priorities the same 
 

Washington 

 More detail about ability to opt out 

 GP’s to have full control  

 Ring fenced budgets for general practice – protect income, maintain or principle - money follows the work. 

 Maintaining quality GP services. 

 An end to unplanned home visits (e.g. except terminally ill and these practice knew and agree need home visit) 

 Reduced bouncing back of patients – all working in genuinely integrated way, no constant debate about whose 
role it is to see a patient. 

 Clinical leadership and designing pathways needs to be GP led 

 Different ways of working e.g. telecare and video consultations, need equipment. 

 Estates needs to be a big part of it, propco costs and timescales are big issues and a waste in the system. 
Similar issues around partners who own their own premises – buy in puts people off. 

 One provider – strength in numbers and strong position to negotiate. 

 Incentives for GPs to stay in Sunderland for x amount of years. Incentives for people to buy into partnerships. 

 Med changes and discharge work on wish list. 

 Co-location – teams need to be based in practices for MDT’s 

 1st priority – protect bottom line, 2nd priority – addressing big challenges and threats like propco, 3rd priority 
wish list re working differently e.g. pharmacists, home visits, paperwork e.g. benefits etc…  

 Some recognition of seniority 

 Make Sunderland attractive to GP’s, recruit and retain. 

 Develop better links with charities and voluntary sector – this should be part of the integration. Same for 
private sector provision. 

 Protect work-life balance. 

 Recognition of dangers of open tendering could have a big input on preferred option. 

 Need more detail about the contract. Difficult to give a view while this is not available. 

 Need detailed pros and cons – including finances to give a view. 

 Take wish list of opportunities – project finances. Need to make an informed choice. 

 Full integration is too big a leap into the unknown at this point in time – all on the table agreed. May be a 
different position for single handers looking to retire with no one to hand over to. 

 Not ruling out partial – but can’t give a view as no detail re wish list plans, finances. Need to understand 
services, workload – carrots and sticks and what will change. Need to know deal before express view. 

 Also need check points built in 

 Discussions in depth at locality meetings with individual detailed information 

 Seat round the table for writing the deal and designing the solution e.g. a GP from each locality involving their 
locality more widely. 

 Not to have a voice – given that we are important 

 Clear service / contract provision – joined up and providing support – true integration 

 Need to understand other service providers 

 Position from social care 

 Governance and evaluation – key 

 Who holds other service providers to account? – clearer contracts 

 Elected board – with strong representation from GPs and strengths 

 CCG should not be represented on MCP board – conflict of interest 

 Initial thought  - partial 

 MCP not the only vehicle to promote integration 

 Ring fence Primary Care money for GP patients 

 New funding to promote growth and reward investment 

 Business improved rather than more work 

 Have a voice and change in policy 

 Mutual support – practices that are struggling can benefit from a wider alliance 
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 Increased workload 

 GP involvement 

 Nothing imposed without agreement 

 Reducing the workload e.g. home visits, pharmacy etc…  

 Consistency and routine and consistency in services. Not pushed around the system. 

 Out of hours group providing 

 Training opportunities. Education and GP’s with specialist services 

 Ring fenced funding to primary care 

 Dispensing – will pharmacists be involved? 

 An improved personal working relationship with district nurses, practice based rather than locality based 

 Recruitment and retention, what do we do to attract career progression  

 Standardised back office to help efficiencies of practice and business management 

 Point of care testing 

 Access to quicker diagnostics 

 OOH e.g. northern doctors, should have access 

 Continuity of care for the patients 

 The right to have a contract break 

 Someone who represents  GP’s and has their best interests at heart 

 Ensure funding is appropriate to general practice 

 Want a % of GP’s on a board. GP’s are the specialist 

 GP’s to be Key stakeholders – is this an option 

 How to elect and who sits on 

 Protection around being taken over 

 Need large board participation 

 Substantive voice for GP practices to really integrate services 

 A vote on an MCP 

 Further clarification on whether all services will integrate 

 GP’s to have a say on the organisational form 

 Guarantees that income would be retained 

 GP led organisation with strong GP leadership 

 Ring fenced budgets with additional income 

 Extra income generated from performing additional hospital services – minor surgery 

 All estates back in house - NHS family. Estates strategy to wrap around this. 

 Integration to be locality focus and retain locality views 

 GP majority in Governing body 

 Can’t confuse design principles with what the GP’s want 

 Quicker access to diagnostic services 
 

Risks and Concerns 

 Where do I stand in my locality and my  contract and indemnity 

 Unclear as to how it will affect patients – will patients get lost 

 Who might be the provider – is it a private company 

 Will I be salaried 

 Deteriorating pay and conditions 

 Loss of autonomy and control 

 Risk of not knowing, Still lots of uncertainty 

 Whole state privatisation 

 For profit basis is a bad idea 

 Worried about having to work more hours and the way they would work 

 Contracts starting and stopping at different phases. 

 Concerns that MCP will be taken over by private companies 

 Concerns over ownership – GP’s being salaried will only do what is expected and not going above and beyond 

 Concerns over larger MCP – will the GP voice be lost 

 Washington sits between two FT’s – how would referrals etc… work? 

 Concern that the design principles are creating extra work for GP’s – will there be extra funding for this 

 Extra layer of bureaucracy and concerns re how we free up time 

 Ring fenced budgets and concern taking on social care budgets when over spent 

 GPs not happy to be salaries – lose partnerships and power 

 Risks of privatisation 

 Risks of loss of income for GPs – resources diverted elsewhere if not ring-fenced properly for GP practices 
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 Full integration  

 Partial integration – What happens to staff 

 Would you be asked to move around? 

 More work for same money 

 Practice contract risk 

 Depends who is in change 

 Worried about NHS 

 Knowledge – would be a private provider 

 Dilute service if contract goes in 

 Practice/patient relationship 

 Understanding of structures – what will it look like 

 Management of this contract – management structure 

 Massive scope -contract one for another – no improvement in services / need to be clear 

 How can we ensure change takes place – feel staff on ground willing to changes / not middle management 

 How contract pulled together? (DB) National template – can add local influence/ outcome framework.  Lessons 
learnt APMS. 

 Patient most important element in middle of decisions / relationships – continuity of care for patients 

 Provider responsible for all services.   

 Biggest concern is who will provide 

 Not convinced STFT right people – issue around culture 

 Private company would concern 
 

Key Messages 

 Key – good working environment and reduction in paperwork for referrals etc) 

 Key benefits – recruitment of younger GPS, sustainability 

 Streamlining better system navigation for patients 

 Communication of what’s happening 

 Taking control/opportunity to influence 

 Integration and benefits 

 Many unanswered questions/uncertainty 

 Recruitment issues (how can MCP change recruitment issues and retention?) 

 Privatisation 

 Contracts 

 Investment for delivering extra services.   

 Strong leadership in MCP.   

 Ring-fenced budget GP.  

 Recruitment and retention 

 One larger voice in re-design of services and GP’s having a say in how MCP is created 

 Having the option of a get out clause if integration isn’t going as planned / promised. Being able to either 
renegotiate contract or pull back and get GMS contract back. Be this in terms of pay, workload, income etc… 

 Influence and improve local services e.g. dermatology. Ability to improve for the benefits of the patients – local 
services 

 Want to know the financial implications 
 

Red Lines 

 Loss of control, we want influence 

 Stability 

 No privatisation re: profit 

 Increase in workload 

 Retain control over working out of hours – it should be an option. We want a say in this 

 Organisational form – not enough information. Prefer not for profit – possibly CIC 

 Reduction in GP budget i.e. more work less pay 

 Loss of freedom – possibility of being taken over by private company 

 Money needs to follow patient – extra services require extra funding 

 Maintain job identity – GP’s to remain GP’s and not take on social care role 

 GP’s to have guarantee of get our clause / contract negotiations. 

 Being asked to work out of ours would be a red line – not in contract 

 Private organisation 
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 GP loosing autonomy / still hold contract – partial integration only 

 Not every practice 7 days a week. 

 Part of NOT done to – democracy not prescribed 

 KPI’s – measure achievement and quality.  Easy for practices to give feedback (feedback to contract review) 

 Avoid a private organisation holding the MCP contract 

 GP pay must not go down 

 No individual reps on the MCP board 

 GP reps on board – city wide representation 

 Ring-fenced money – has to be protected and clearly defined 

 Organisation not to be for sale at end of contract 

 Being forced to work in another practice/areas 
 

Parked Issues / Questions / Ideas 

 Where do social services link in 

 Who is going to be MCP – governance over MCP 

 How much do hold as MCP to attract new GP 

 Why need alliance if we have money and contracts 

 If we want to extend premises – how easy with full MCP – what difference in GP working in health centre/those 
maintain own premises 

 Will budgets between primary and secondary care be joined 

 Contract next 2-3 years 

 Freeing up GP time 

 How would it work with current arrangements – private appointments? 

 ACO and MCP why not join together? 

 24 hour ECG service issues 

 MDT system not working in my opinion 

 Overseas recruitment 

 Who will be the “boss”? Work with existing providers – have provider board. 

 What would happen to practices who do not engage? 

 Will there be redundancies included? 

 Will there be a process to evaluate and change the contract? – 15 years a long time 

 Will there be KPI’s for services to agree? 

 Is it all or nothing?  Can sign up to elements. 

 How do the Alliance think they can support practices in the process? 

 Mistrust between practices and CCG plus MCP 

 Financial benefits and sustainability 

 Are CHS an option for being the MCP? – will we still have fragmented services between primary and secondary 
care? 

 More explanation around gain/loss agreements. 

 No control in a massive contract/organisation 

 Virgin Health Care – has to have local acceptance 

 Safeguarding the primary care envelope 

 Some GP’s worry about getting money taken off 

 Indemnity 

 The right to contract break 

 Timescale is too ambitious  

 A vote on MCP 

 

Appendix 5.2 

 

Sunderland MCP 

General Practice Questions and Answers  
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Executive Summary 

 

Sunderland CCG commissions a wide range of healthcare community services from over 40 providers. To secure 

the out of hospital model of care for the future, Sunderland CCG wants to commission a Multi-Specially 

Community Provider (MCP) that has strong GP input, influence and leadership.  

 

The basic idea behind an MCP is that the health and care systems work together to improve the health of their 

local population by integrating services and improving people’s experience and health outcomes. This represents 

a different way of working for the NHS; the emphasis will be on the people of Sunderland rather than individual 

organisations 

 

A significant amount of engagement has already been carried out with member practices and the public to plan 

the MCP model of care which will need to be secured via a new contract/agreement. It started in 2013 and 

followed on through the Sunderland MCP vanguard programme, All Together Better (ATB), which began in 2015. 

The MCP will continue to build on our local work of ATB, secure it and go further through the integration of all 

health services. 

 

Sunderland CCG has held multiple listening and engagement events with GP practices at various TITO events and 

at the locality meetings and collated all your questions which are answered below 

 

Key Messages: 

1. There is no MCP without the support of General Practice 

2. There has been extensive local public and market engagement on the MCP including the Design Principles 

and Outcomes with clear support. 

3. GP leadership across all levels of the MCP is a design principle and an essential component of Sunderland’s 

MCP 

4. Integration by any GP practice is entirely voluntary  

5. Strong support from local providers who have formed a Consortium 

6. Interest from another local Foundation Trust and national organisations 

7. Local Authority remains fully committed to integration 

8. General Practice budgets are protected 

9. Individual practice income remains dependent on what activity the practice undertakes as is the case 

currently e.g. the Quality Premium / LIS/ LES etc 

10.Benefits to practices who wish to work closer with an MCP to be identified via an integration agreement 

(greater influence, business benefits, development of incentive schemes etc.) 

11.The Sunderland GP Alliance have started the formation of an Integration Agreement Steering Group (IASG) 

– representatives from localities currently being nominated 

12.Core contracts and practice identity are not affected in virtual or partial integration 

13.Most practices are not in favour of full integration however a few practices may consider it. 

14.Exit routes and renegotiation of integration agreements will  be built in 

15.This is not a re-organisation of the NHS but a contract/agreement for out of hospital services that ensures 

there is strong GP support, influence and collaboration with community providers 
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16.This will not create a two tier system for patient services, the aim is to improve services and reduce the 

duplication and fragmentation 

 

Sunderland MCP 

General Practice Questions and Answers  

 

Patient Services 
 

Q1. Will there be consultation or engagement with patients?  

 There has been comprehensive engagement over November – December building on continuous engagement 

via the Vanguard over the last 3 years. The most recent engagement focussed on the MCP Prospectus – WHAT 

we want to commission and in particular the 19 Design Principles and Outcomes.  The feedback is currently 

being considered including its impact on the final Prospectus. The full report detailing the range of feedback 

from street and online surveys; focus groups and deliberative events will be made available on the CCG website 

in the near future. 

 

Q2.  What if public say they don’t agree with an MCP, and how much say do patients have in this?  

 The proposal for an MCP is about a new care model supported by a new business model.  Any service changes to 

be delivered by an MCP could only take place following appropriate statutory consultation with the public. 

However, in relation to the care model and business model, any feedback from the public would be considered 

by the Governing Body when making its decision about commissioning an MCP – the overwhelming feedback to 

date has been supportive of what the MCP is intended to achieve. 

 

Q3. Will patients receive faster, streamlined access?  

 This is the fundamental aim of any integrated working, to provide patients with a more streamlined service that 

improves on the quality of care provided and breaks down the barriers and dissolves the silo working.  

 

Q4.   Will there by a two tier system for patients? 

 As a commissioner we would not be commissioning a two tier service. All MCP services will be provided to all 

patients 

 

Q5. Will patients have access to the same service e.g. CIT wrap around services?   

 Community integrated teams, MDT working and wrap around services are subject to sign up by practices so all 

patients would receive the service unless a practice decides not to sign up for the MDT meetings, as is the case 

now. 

 

 

Finances/Funding 
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Q6. Is it the overall sum of primary care that is protected or is it individual general practice? Could the MCP take 

off one practice and give to another? 

The overall sum is protected. This is the same as the current situation whereby the CCG has protected the 

overall sum. Individual practices receive different incomes depending on the services they deliver and the size of 

their registered list. We could not envisage taking income from one practice and giving it to another if both 

practices were delivering what is required for the income. Our fundamental aim is to support the sustainability 

of general practice for the future. 

 

Q7. What would happen if there were CCG underspends of commissioned DES’? 

In a case of any underspends on the General Practice budget, these will be protected for General Practice.  How 

they will be used will be negotiated between the CCG and MCP each year.  

General Practice will have a strategic role in an MCP and therefore will be part of those discussions with the 

CCG. The CCG will continue to have oversight and influence the General Practice Strategy. Those practices that 

have signed an integration agreement would be expected to have more say over how any MCP related 

underspend will be used in relation to General Practice.  

 

Q8. What solid assurance as individual practices can be given that income would not drop? 

The same assurance the CCG gives now – the current CCG strategy for General Practice will continue. It is also a 

fundamental design principle/requirement of an MCP that the overall budget for general practice will be 

protected..  

 

Q9. What will happen if a practice chooses not to integrate (work closely) with an MCP, what funding would they 

lose? 

As long as a Practice is willing to deliver what is required in the Quality Premium, (covers DESs/LESs/PMS 

premium) they will be able to access this funding whether they sign up to an Integration agreement with an MCP 

or not as we would want all practices to offer the same services to patients.  

There may be a small incentive scheme linked to signing up to an Integration agreement subject to negotiation 

on the Integration Agreement. It is likely that those practices that sign the integration agreement would have 

influence in the governance of any integration agreement and access to the general practice developments that 

are not currently funded per patient per practice.  

This is subject to the negotiation on the Integration Agreement, which is being progressed via a Steering Group 

supported by the SGPA. 

 

 

Q10.  Will this create more management levels – how will this be funded? Citywide? Locality? 

      By joining up all community services contracts the aim would be to reduce the duplication and break down of 

silos within services and across organisational boundaries. The structure of the delivery will be for the MCP 

provider to set out, and it will have oversight for the whole budget to deliver to the contract requirements. It is 
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in the MCP’s interests to reduce managerial costs and streamline processes as funding will be population based.  

More money spent on administration will mean less available to deliver the care model. 

 

Q11. What incentives will there be to join? 

 There is an Integration Agreement Steering Group being established by SGPA currently and its key role will be to 

develop an integration agreement on behalf of Practices – to be used with potential providers. This work will 

need to consider any incentives. Initial ideas include: 

 - Priority access to business developments being proposed by the MCP for General Practice 

 - Ability to influence the governance and ongoing development of the integration agreement with the MCP 

This list is neither final nor exhaustive, further work is needed to articulate the gives and gets for practices. The 

Integration Agreement Steering Group will negotiate on behalf of General Practice and potential providers may 

or may not choose to offer a small financial incentive as part of this process.  Practices are free to negotiate 

separately to the Integration Agreement Steering Group if they prefer. 

 

 

Q12. If you sign up straight away you would have advantage over practices that don’t join until later.  

Yes, that may be the case in that it is likely that you will be able to influence and shape how the relationship 

between the MCP and the Practices works on the ground and throughout the length of the integration 

agreement. Practices who are signed up are likely to have the ability to shape the governance arrangements 

between the MCP and GP as well as influence how the MCP discharges its duties. 

This is subject to the negotiation on the Integration Agreement being progressed by a Steering Group supported 

by the SGPA. The advantage is that those who sign up early will have any benefits earlier than those who sign 

later. 

 

Q13. If a practice doesn’t join how will you manage/survive financially? 

 Our aim is to ensure that any integration agreement improves the services provided to patients and further 

sustains and supports general practice including financial sustainability for practices. This is a continuation of all 

the improvement work that has been ongoing throughout our Vanguard journey. What we do want is to ensure 

each Practice is fit for the long term and believe that by Practices working with the MCP, leading on pathway 

changes and service redesign will enable Practices to evolve and survive for the long term and improve patient 

outcomes and current working arrangements  

 

Q14.  As commissioners have we put the entire GP budget in to MCP? 

 This decision entirely depends on GPs choice and the level of integration between practices and the MCP. Any 

level of integration is entirely voluntary. Core budgets will NOT be included unless a practice chooses to fully 

integrate with the MCP and suspend their GMS contract. After our GP engagement we do not envisage this is 

the approach most practices would voluntarily opt for. For Partial Integration, Core Contract budget remain the 

responsibility of the CCG/NHSE. 

 

Q15   Who set the GP Support/Integration threshold at 35% (100,000 patient)? 
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 The CCG Governing Body. This is to ensure there is General Practice Support in place for the new provider and 

allows General Practice to have influence in the system. A lower target was suggested nationally, however we 

have aspirations for a much higher number of GP involvement. – and any threshold is for a CCG to decide on. 

This is a threshold to enable providers to proceed through the first stage of any procurement process. 

                                                                                                                                                                                                                                 

Q16 What happens to other 65% of practices?  As not all practices signed up to SLA’s, DES etc  

The 100,000 patient population threshold (35% of patients in Sunderland) is to ensure that any provider willing 

to bid for the MCP has support from General Practice. This is different from a normal procurement/ standard 

contract whereby providers of community services do not need to provide this level of support. This could be an 

integration agreement. As for practices who do not sign up , nothing happens to them – they continue to 

provide services to their contract with the CCG and if they are willing to continue to deliver the Quality Premium 

– they will receive the premium (which covers all the non-core funding). The MCP services will continue to be 

delivered to their patients e.g. district nursing. 

Practices who do not want to work closely with the MCP will not have the same level of influence as those who 

sign the integration agreement e.g. future development of the Quality Premium; use of non-recurrent funding 

and access to new business developments.  

Sufficient support to cover 100,000 patients is a threshold for potential providers to proceed to next stages of 

procurement, not an aspiration. Our aspiration is to ensure the vast majority of practices see the benefit and 

have an integration agreement that is beneficial to practices and patients.  

 

Q17. Will the money be ring fenced for General Practice?  

 Yes this will be in the contract between CCG & MCP  

 

Q18.  Will there be additional investment? 

 This is an aim for additional investment into primary care and will be made clear in the contract with the MCP – 

however, to be able to achieve this aim, the MCP will need time to address the duplication; silos and waste.  

Where Practices are working with the MCP they are more able to help the MCP Provider understand where to 

focus and what might be possible to enable additional investment. It is also worth mentioning that General 

Practice will have a strong influence over future direction of travel within the MCP and would be able to direct 

resources to where it is needed for the patients 

 

Q19. Will there be any investment in staff i.e. courses/training?  

Yes, could be part of an integration agreement 

 

Q20 Recruitment costs – could this be carried out as a city? 

 Potentially Yes, could be part of an integration agreement 

 

Q21 Will employed staff have a standard contract/ job descriptions/rates of pay.  
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 There will be NO CHANGES to GP Practice staff under virtual or partial integration. Their employer will remain as 

their existing practice, and their terms and conditions will stay as they are. 

Under full integration, practice staff will transfer into the MCP.  This process will be governed by the Transfer of 

Undertakings (Protection of Employment) legislation (TUPE).   

  

Q22 Will there be opportunity for gain share?  

 Yes – participation in the Integration Agreement Steering Group will allow you to negotiate gain share 

arrangements. 

 

Contractual 

 

Q23.Can practices pull out of an integration agreement after they have signed up? If so what is the timescale? 

The timeframe for any integration agreement has not yet been determined but will need to include review 

points for all parties - this is the kind of issue the GP Integration Agreement Steering Group and Commissioners 

are currently considering.  

You can find further information on Full Integration and what happens if practices want to pull out, via the 

National Guidance Document which can be found by clicking the following link:  

https://www.england.nhs.uk/wp-content/uploads/2016/12/1693_DraftMCP-5_A.pdf.  

We have not concentrated on this area as the general feedback from Practices is that at this stage they are 

unlikely to consider Full Integration and give up their contract and fully integrate with an MCP. 

 

Q24. Who will be writing the contract, will it be the CCG and will there be legal advice sought? 

 The MCP contract is a national contract with capacity for local additions – legal advice is being used for both the 

national and local elements. There will be an extensive assurance process that not only involves legal advice but 

also the input of NHSE and NHSI. The NHS New Business Models Team will be working with commissioners, 

including Sunderland CCG, to test this contract and improve it further and plan to release an updated version for 

formal consultation in 2018. Please see NHS Accountable Care Model (ACO) Contract and supporting documents 

interested providers are advised to read the documents at: https://www.england.nhs.uk/new-business-

models/publications/ 

 

Integration Agreements for practices are to be negotiated and practices will need to do their own due diligence 

and that could be via the Integration agreement Steering Group.  

 

Q25. How will GPs know that the contract is better than before? 

The national MCP contract takes account of the learning from each of the Vanguards including Sunderland and 

builds on the NHS national standard contract – there remain lots of opportunity for local requirements in the 

contract.  

https://www.england.nhs.uk/wp-content/uploads/2016/12/1693_DraftMCP-5_A.pdf
https://www.england.nhs.uk/new-business-models/publications/
https://www.england.nhs.uk/new-business-models/publications/
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For partial integration, the core Practice contract will remain in place.  Practices should review the Integration 

Agreement and consider whether it is in their interests to be a party to this agreement. GPs will be able to shape 

the integration agreements. This is within your power. 

 

Q26. Would the integration agreement be for 10 years or would it change on annual basis? 

  The process for changing the Agreement is something that the Integration Agreement Steering Group can 

negotiate so that it is fair to all parties. This could be on an annual or bi-annual basis for example 

 

Q.27. Will the contract be shared with General Practice, and if it is will there be an easy read version so it can be 

understood easily? 

 The integration agreement will be the document that sets out what the MCP needs to give to General Practices 

and how practices will work with an MCP and this will be developed with Practices via the Steering Group noted 

earlier. A summary of an example integration agreement is available on the website below.  

The draft national MCP contract is already in the public domain along with national summary documents for 

General Practice (which are easy reads): 

https://www.england.nhs.uk/new-business-models/publications/  

These have been shared previously and we will make sure are available on our website along with this Q and A. 

If the CCG concludes that it will procure the MCP then any draft contract will be published as part of the 

procurement process. 

 

Q28. How would we get out of Full Integration if it is not working, and would there be a financial penalty? 

 Full Integration is entirely voluntary and we do not expect most practices to consider it. However, the guidance 

allows for practices to revert back to their GMS contracts at two- year intervals throughout the life of the ACO 

contract.   However, after the first two years, the patient list will not automatically revert to the original practice 

– patients will have a choice.  The finances will be affected by this choice.  The link to this guidance:  

 https://www.england.nhs.uk/new-business-models/publications/  

 

Q29. Will there be KPI’s for Practices to agree? 

 The MCP will be required to deliver defined outcomes as part of its contract with the CCG ( as any community 

provider).  It is likely that the MCP will wish to reflect some of those requirements in the Integration Agreement 

with General Practice, and it would be sensible to measure performance against those obligations.   

 The Integration Agreement Steering Group will consider the outcome measures and their suitability for General 

Practice.  It will also be able to consider the relationship between performance and reward, and whether, or to 

what extent, achievement of targets should or shouldn’t impact on payment mechanisms. 

 

Q30. What happens if people pull out, does the MCP need to sustain the 100K population? 

https://www.england.nhs.uk/new-business-models/publications/
https://www.england.nhs.uk/new-business-models/publications/
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  We are seeking National Advice to help answer this question and will update as soon as possible. However our 

local expectation is that the MCP needs to maintain this threshold  

 

Q31. If you want to come in 6 months’ time could you negotiate with MCP? 

 Yes 

 

Q32.  Who does the negotiation, will it be individually or collectively? 

  This is up to Practices – the SGPA are establishing a Steering Group to collectively negotiate an integration 

agreement on behalf of all member practices, although practices can choose to do this individually.  However, it 

is each practice that will determine if they want to sign any final agreement.  

 

Q33.  How will we (CCG & GPs) hold MCP accountable? 

Via our current contract and quality management processes, as we currently do with any provider. 

GPs will also have key strategic roles within an MCP and at all levels so will have additional opportunities to 

check the MCP is going in the right direction and to support it to deliver the contract expectations. 

 

Q34.    What is the CCG responsibility for patients in virtual practices?  

 The CCG remains the accountable statutory body for commissioning the health care for all patients registered 

with practices in Sunderland. Whether practices are virtual, partial or fully integrated with the MCP.  The, the 

MCP will be accountable for ensuring the delivery of joined up community services to those patients via a single 

contract.  Where practices are virtual, the CCG will be accountable for ensuring the delivery of joined up 

community services across its various community providers each with their own contracts. 

 

Q35. Can the scope of services intended to go into MCP e.g podiatry, SALT etc be shared? 

 Yes – it is in the Draft Prospectus that has been sent to all Practices and is on the CCG website. 

 

Q36.  Would there be a separate QP for practices not signed up to agreement?  

 There will only be 1 Quality Premium. The thinking at this stage is that if practices agree to deliver the QP they 

will receive the payment, whether they have signed an integration agreement or not.  However, the ability to 

influence the QP is likely to be available to those practices that are willing to work with the MCP subject to the 

final negotiation on the Integration Agreement. 

  

GP Engagement 
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Q37. How can potential providers engage with GPs in advance and the CCG not be challenged?  

 The CCG has not yet decided how it will commission the MCP so there is nothing to challenge currently. The 

decision will be made at the end of February 2018.  If the CCG decides to go to the market, then there will be a 

clear separation between GPs involved in any procurement decision and GPs involved in negotiating with 

potential providers.  The Integration Steering Group and the SGPA are aware of the need to manage this 

potential conflict and legal advice has been provided. 

 

Q39. Could practices have a copy of a sample integration agreement? 

 Currently under development but Yes – we will ensure these are on the CCG website. 

 

Q40.Education and TITO is really useful, where does this fit within an MCP and how would this affect practices? 

Would it still be managed by the CCG or MCP? 

 The budget is in the MCP as it relates completely to general practice in the community. Education and 

development is part and parcel of any future developments. Some of the functions that currently support the 

CCG would move into the MCP – this may be an example – what this means for each CCG function will be 

worked through in the next few months. The expectation is that this education will be GP led irrespective of 

which organisation manages it.  

 

Q41. How can we ensure that GP’s are listened to and there is a strong GP influence? 

 You are the MCP (GP’s). The CCG has ensured this will be in the Contract and the Provider will need to 

demonstrate how it will deliver this expectation before being awarded any contract.  In the interim – engaging 

with the Steering Group for the Integration Agreement and using the TITO and Locality meetings will also be 

crucial. . You can shape that level of influence via the integration agreement. Contractually it is also a design 

principle that any provider needs to evidence. There will be no MCP without enough GP support (100,000 

patient populations) 

 

Potential Providers 
 

Q42.  Could practices sign up with two potential providers? 

 It is up to the practice if they want to show support for more than one provider, prior to any contract being 

awarded.  However a practice would ultimately only be able to sign one integration agreement as there will 

ultimately only be one MCP or legal entity to sign an integration agreement with.   

 

Q43.  If there were two providers how would they work closely together?  

 This would be up to the Providers – any collaboration would need to demonstrate to the CCG however that they 

are able to fulfil what is required in the contract, however only one entity can hold the contract 

 

Q44. What if the provider came from Newcastle or another region than Sunderland … would they merge into one – 

ACS ( Accountable care system)? 
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An MCP is a community provider, similar to what is currently in place but with one entity rather than multiple 

contracts and providers and with strong GP influence and support.  

An ACS is usually at a very large population level and is about both providers and commissioners working 

together across a system, determining what should be commissioned at which level e.g. NE wide; city wide or 

neighbourhood level.  

Both terms have been conflated recently, one is a provider and the other is a system of both commissioners and 

providers working together not a contract.  

A Sunderland MCP would be purely focussed on Sunderland’s patients and their needs 

 

Q45.  Who do you think will bid for this contract? 

 This is why we have undertaken a market engagement exercise – to sense check the level of potential interest in 

the contract– this generated interest from 3 providers, 1 local consortium of health and care providers; 1 NE FT 

and 1 national organisation.  However, that does not mean that they or others who have not engaged to date, 

would bid if the CCG decided to put a tender out. 

 

Q46.   How can providers prove themselves? 

 This will depend on how the CCG concludes it will secure the MCP.  Any assessment would be expected to 

enable the provider to prove themselves in terms of capacity, capability, including financial standing, service 

delivery model, partnership arrangements, including working with general practice, ability to mobilise etc. 

 

Q47.  Will providers change their culture? 

 This will be part of what will be assessed but is also why the CCG has set out what it expects in terms of ways of 

working and outcomes. Also by General Practice being involved and influential at all levels that would enable 

and support the culture change that is required.  

 

Q48.  Could a consequence of an MCP be taking over General Practice? 

 The vast majority of GP Practices in Sunderland have a GMS contract (some have APMS contracts) which is not 

changing under virtual or partial integration. An MCP will take over the running of General Practice only if a 

Practice wants to hand over its contract – full integration, although even then it would negotiate the terms with 

the MCP.  The aim is for the MCP to support practices and the practices support the MCP so that together they 

can best meet the needs of local people within the resources available. 

 

Q49. Can an MCP refuse to take on a practice that wants to go full integration?  

 We are seeking National Advice to help answer this question as we would want this to be in  the interests of 

both parties, whilst ensuring the outcome will benefit patients.  We will update this question as more 

information becomes available. 
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Q50. What are the risks for general practice? Why are we hearing that there are lots of risks?  

Changing the way providers work and moving to focus on delivering outcomes rather than individual 

organisations is difficult and there is a lot of scepticism due to the political environment. The nature of the risks 

depends on how the Practices want to work with an MCP, for example, if they want to hand over their contract 

there will be issues to manage in the short term. e.g. staffing impact; estate impact; impact on livelihood.  

However, retaining your contract also involves risk.   Risks can be managed as long as they are worked through.  

 

The noise about lots of risks is usually the case with any change. There is a lot of national support working these 

issues through. This is further supported by our local intention to sustain and transform general practice so that 

is fit to survive for the future 

 

Q51. Will there be influence of pathways i.e. secondary – primary care, community?  

  Yes , that is one of the aims of integrated care 

 

Integration Options 

 

Q52. Is virtual even an option? 

 Yes it is. 

 

Q53. Partial Integration - How will this impact on General Practice? 

 The Integration Agreement is under development – if you want to influence this contact the GPA. See previous 

sections 

 

Q54. Can there be a mix of the three (full / partial / virtual)? 

 Yes in that some practices may choose to put their contract into the MCP; some may be happy to sign an 

integration agreement and some may do neither – all can take place at the same time. 

 

Q55. Who will the patients register with if a practice goes for full integration?   

 There is a GP participation document in the contract package which has the information around this. You can 

access the document from the below link: 

https://www.england.nhs.uk/wp-content/uploads/2016/12/1693_DraftMCP-5_A.pdf  

 

The document states: 

 

‘As GPs move into the MCP, either as employees or sub-contractors, their patients will follow them or in effect 

become part of the MCP’s registered list’ 

 

https://www.england.nhs.uk/wp-content/uploads/2016/12/1693_DraftMCP-5_A.pdf
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It is worth noting that the department of health is currently consulting on allowing suspension and reactivation 

of primary care contracts to enable participation in an Accountable Care Organisation (ACO) – in effect, the 

practice can suspend their contract for a period of time to work in the ACO, and reactivate it at a later date. This 

impacts upon the patient list as, upon reactivation: 

 

‘The MCP and commissioner would write to all patients who are resident in the practice’s former boundary to 

advise them of the GP’s move and their right to choose to stay in the MCP or join the new practice. If the GP 

reactivated in the first two years of the ACO Contract the default would be that patients previously on their 

registered list follow the GP to be re-registered with the practice. If they reactivate after these first two years the 

patients will remain with the MCP unless they request to follow the GP.’ 

 

 

Q56. What happens to those practices who don’t/won’t partially integrate?  

 Nothing.  They continue providing services for their patients – if the question is about financial impact or ability 

to influence the MCP or what this means for their patients – please note answers to these specific questions in 

the Finance Section. 

 

 

Estates 

 

Q57. What will happen with premises and what level of support will practice receive in regards to estates? 

 The budget for premises reimbursement for the GPs is linked to their GMS contract & therefore will not transfer 

into a partially integrated MCP. The budget would only transfer into an MCP where the practice decides to be 

fully integrated. The support will continue from the CCG unless the practice decides to fully integrate and then 

the support would come from the MCP.  

 

Q58. Will practices get estates and indemnity benefit?   

 We are seeking advice to help answer this question and will update as soon as possible 

 

 

 

 

 

 

Miscellaneous 
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Q59. Who will be the data controller? 

 The MCP entity will have to set out its approach to managing data and assure the CCG that is can comply with 

the law and best practice. 

 

Q60. Will this help with recruitment and retention or make it worse?  

 This is a key area of importance for the CCG and we have made it clear in the Prospectus that any MCP will need 

to demonstrate how it will enable better recruitment and retention. 

 

Q61. Could there be a pilot, for example no risk for 1 year? 

 This is what we have been doing for the 3 years as a Vanguard.  However, whilst a 240m contract is for 10 years, 

the services build up over 3 years, giving the MCP time to take on the responsibility and any risk and gain share 

will recognise the early years will need to be low risk. 

 

Q62. Would issues such as the treatment rooms be easier under MCP? 

 Potentially, as there would be no organisational barriers. Although how much easier will depend, on the level of 

engagement that practices will sign up to with an MCP and the integration agreement negotiations 

 

Q63. What happens if there is a political change/change in parliament?  

When a contract is signed, any future political changes don’t immediately instigate a change to a contract. Under 

English law the principle of privity of contract applies so that only the contracting parties can change/vary the 

contract. A 10 year contract may not therefore be adjusted by a change in national policy unless this is already 

provided for in the contract. A CCG or other commissioner may find itself seeking to implement changes to 

reflect a change in national policy. Contracts can provide for this by including a variation mechanism or as 

detailed above could already include advance planning to deal with a specific change. However anything which is 

not dealt with in advance may only be incorporated by agreement of the parties. 

 

Q64. Will pharmacists be involved in the process? 

 Their services of community pharmacies are not in the scope of the MCP as the CCG does not commission 

Pharmacies – so they will not be the formal responsibility of the MCP but that does not stop each party agreeing 

and exploring the benefits of working closely together.  The professional role, and the employment of 

pharmacists in an MCP would certainly be possible. Pharmacists have a key role to play in the future of General 

Practice and we would anticipate any potential provider wishing to make extensive use of their skills within the 

MCP.  

 

Q65. How will CQC work?  

 The CQC will register and inspect the MCP and there is national work currently underway on how they will 

manage this for new care models.  This will only impact on practices if they put their full contact in the MCP. The 

CQC thinking currently is that an inspection of an MCP would be similar to an inspection of a hospital – the 
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thinking is less clear for Virtual MCPs or Alliance agreements where each party to the agreement if it provides 

registered services will need to be inspected but it is unclear what this would mean for the Alliance or Virtual 

Partnership itself. 
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Appendix 5.3  
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Executive Summary 

Thank you for you attendance and input into the May TITO. The outcomes we planned for the 

session were as follows: 

 To raise awareness of what is an MCP and in particular the plans for a Sunderland MCP 

 To highlight the crucial importance of General Practice to an MCP – no MCP without GP 

 To discuss the 3 ways General Practice can integrate with an MCP 

 To understand what is important to Practices when considering integration with an MCP 

 To identify the opportunities for general practice and any risks that need to be managed 
 

The evaluation in the full report from the TITO (which is available at 

http://sunintranet/Information/Documents/Forms/AllItems.aspx) clearly shows for those who 

attended that awareness levels have increased substantially. 

All discussions and feedback were collated and evaluated to allow common themes to be 

identified. We cross matched these themes with our existing 16 Design Principles to identify any 

gaps. 

The amended Design Principles at Appendix 1 will form part of the Draft Prospectus, a 

document that will set out what we want to commission via an MCP.  The document will show 

potential Providers what is important to Commissioners.   

Any provider of the MCP will need to demonstrate that they understand and will provide an MCP 

taking account of these Design Principles for the duration of the contract 

Market Engagement 

The purpose of this engagement will be to share our Draft Prospectus and engage with the 

Market about what they think about what we want to commission – the intelligence from this will 

help us conclude how and when we want to secure the provider of the MCP. 

Practices noted at the TITO they needed more information about the potential provider of the MCP 

before they could determine if/how they would want to integrate with an MCP.  Therefore part of 

the Market Engagement session will be to give practices an opportunity to meet potential providers 

and for providers to consider how best they may engage with Practices about how they may want 

to work with them. 

General Practice Support 

Following the market engagement, providers will need to demonstrate to Commissioners the level 

of support they can gain from Practices, as the proposal is that any potential provider of the 

MCP will be eliminated from the process if they are unable to demonstrate sufficient 

support from General Practice. The suggested threshold for support will be 35% of General 

Practice patient population (100,000 patient population)  

Next Steps with Practices 

1. Practices to receive the Final Report from the TITO including the suggested Design Principles 

to go into the Draft Prospectus 

2. Practices to be invited to a Market Engagement session with potential providers of the MCP 

http://sunintranet/Information/Documents/Forms/AllItems.aspx
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Appendix 1    Design Principles 

19. Integrated and holistic approach to care to include physical and mental health that is 

integrated with social care. 

 

20. Conduct a population health needs approach in developing strategies to improve the health 

and wellbeing of the population and reduce health inequalities 

 

21. Proactive and patient centred care that empowers patients and addresses people’s needs 
 

22. Consistent and standardised offer of care to the population whilst maintaining the national standards 
of quality and safety  
 

23. Strategic leadership Role for General Practice throughout all levels of the MCP  
 

24. Strong clinical operational leadership, recognising the role of the GP as the expert generalist and the 
value of continuity of care 
 

25. Protect existing budgets for general practice and identify additional resource in line with the national 
ambition to increase investment in general practice 
 

26. Support the delivery of more enhanced and specialised community services where appropriate 
without increasing the workload for General Practice. 
 

27. Sustain and Transform General Practice and Primary Care by assisting the recruitment and retention 
of staff and ensuring a responsive, flexible and highly skilled work force. 
 

28. Locality focus (c 50,000 patients) for delivery of services that are wrapped around patients and closely 
aligned to General Practice where appropriate 
 

29. Develops and implements an estates strategy that protects and improves the community and GP 
estate.   
 

30. Integrate the intermediate and urgent care system with the model of care to ensure responsiveness to 
patient needs 
 

31. Ensure patients have timely access to high quality services within a simplified system 
 

32. Close working with the community and the voluntary sector 
 

33. Focus on self-care and prevention to promote independence and reduce pressures on the health and 
social care system 
 

34. To ensure continuous and effective patient and staff involvement where service changes are required 
or proposed 
 

35. Improve the quality and efficiency of services through sharing records, data and information including 
integrating information management and technology 
 

36. Maximise the agreed outcomes within the resources available 
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Note: Further work is taking place on the key issue of profit and the need for investment in services, 

cost and tax efficiency which will require legal advice before conclusion. 
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Appendix 5.4  

 
Sunderland Local Medical Committee response to Sunderland CCG’s Draft 

Prospectus on Developing a MCP 
 
 

Executive Summary 
 
1. Integration by a GP practice, at any level, is entirely voluntary. 
2. The fundamental aims of integration of community services are achievable without forming a 

MCP or ACO. 
3. In Sunderland, Social Services and the main health providers have withdrawn support for a 

local MCP. 
4. Integration has already started successfully without formal merging of budgets and the 

formation of a MCP. 
5. The BMA and GPC lawyers believe there are significant risks for practices that agree to 

formal integration with an MCP. 
6. The BMA/GPC has produced a formal document about integration at “virtual” level and 

further documents are expected covering “partial” and “full” integration.  
7. Reorganisation of local health service via a formal procurement process is unnecessary, 

introduces another layer of bureaucracy, and is expensive in terms of manpower and 
finance. 

8. Practices that agree to give up parts of their income to integrate with a MCP are putting their 
practice income and sustainability at risk. 

9. The procurement allows for a multi-organisational MCP and sub contracting, which is likely 
to cause fragmentation rather than integration. 

10. CCGs probably have a time-limited lifespan and will be superseded by the STP that has a 
remit to make major “savings” in Sunderland. 

11. Sunderland CCG member practices should be allowed a confidential vote on the future 
procurement of a MCP. 

 
 
Introduction 
 
Sunderland LMC prepared an initial document in response to Sunderland CCG’s proposals, in 
June 2017. We suggest this current document is read in conjunction with that first document which 
is available at http://www.sunderlandlmc.co.uk/blog/files/364f8b3a6aad7777039a5651a76d7fed-
430.html.  
 
SCCG’s original MCP proposal was made as a joint Health and Social Care project, with a unified 
budget held by one combined “accountable” provider organisation, with the expectation that this 
status is the best way to deliver integration of all community services.  
 
The LMC supports greater integration of community services, particularly of community nursing 
services with general practices in “Primary Health Care Teams” (PHCTs), but also combined with 
input from social workers and other allied health workers. Many colleagues had been disappointed 
that the previous commissioner, Sunderland Primary Care Trust (PCT), had actually moved in the 
opposite direction by disengaging staff such as District Nurses and Health Visitors. The LMC also 
supports closer working between individual GP practices in localities and for those to be co-located 
with pre-existing Local Authority localities to support integration. Prior to the formation of the CCG, 
the LMC had already had preliminary discussions with representatives of adult social care to 
discuss those localities. This was in the hope of re-establishing the co-location that many had 
believed to be successful in the days of Primary Care Groups (PCGs) before the development of 

http://www.sunderlandlmc.co.uk/blog/files/364f8b3a6aad7777039a5651a76d7fed-430.html
http://www.sunderlandlmc.co.uk/blog/files/364f8b3a6aad7777039a5651a76d7fed-430.html
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the much larger PCT. The LMC was therefore very supportive when the current five localities 
concept was adopted by the CCG and we fully applaud and support the CCG in that decision. 
 
The LMC does not believe it is necessary to undergo yet another wide reaching reorganisation of 
the NHS in Sunderland to consolidate and augment the improved integration that has already been 
achieved. We have seen genuine commitment from all partners including community and 
secondary care providers, social services and of course general practice to continue the project of 
increasingly closer working and integration. Sunderland LMC is not alone in believing there are 
particular risks for GPs and practices, and we have previously referenced the guidance from the 
national General Practitioners Committee (GPC) ‘Focus on draft MCP contract’ which says “the 
key aims of the MCP contract can be met within the existing framework and protections of 
the national GMS contract”.  
 
Sunderland LMC is also not alone in our reservations about SCCG’s proposals. In our first 
document, we warned we were not convinced both the Local Authority and the main health 
providers were committed to the MCP project.  On 24 October 2017 we advised all practices that 
Social Services had withdrawn its support, as we did not believe member practices had been 
properly informed. The LA withdrawal was a severe blow to the MCP project because the whole 
purpose was about a single provider to deliver an integrated social and health care agenda. 
Without the “social element” within the MCP, the original project is redundant. Sadly, the CCG did 
not heed the message and subsequently decided to commission a “health only” MCP, only for the 
main health providers also to withdraw their support.  
 
We also warned that such a huge contract over a ten/fifteen year period (previously £3.4 – 5.1 
Billion) would inevitably invite the interest of the private sector. The CCG’s reassurance that they 
intended to negate that possibility by what they described as “clever commissioning” has also 
proven to be incorrect.  Colleagues who attended the “market engagement event” on 22nd 
November 2017 to meet potential providers will be aware that the private sector were in 
attendance, the most notable of which were Virgin Care Services Ltd who describe their 
organisation as a potential “main provider”. We also warned that any attempt to exclude such 
providers, coupled with the concerns of current local NHS providers, could lead to legal challenge 
and possible prolonged legal wrangling and subsequent costs.  
 
 
 
Decision to go to market and procure a MCP 
 
CCGs are “membership” organisations that should have practices at their heart. Many CCGs have 
open meetings to both discuss and decide the direction of travel of policy and often employing 
voting arrangements. The LMC accepts that it is not practical for every practice to be consulted on 
every commissioning decision that is made, and therefore authority is subsumed to the six elected 
GPs on the Executive Committee. However, there are some decisions that have such far reaching 
implications that members should be consulted and have a proper democratic say in that decision. 
The CCG’s own Constitution seems to agree and says the CCG should:  
 
“where appropriate, ensure that member practices have had the opportunity to contribute to 
the CCG’s decision-making process” and ensure “as far as reasonably practicable, the views 
of member practices are properly considered as part of its decision-making processes” 
 
The Tyne and Wear LMCs recently conducted a confidential survey of GPs and practice managers 
about the development of MCPs. There was a large response, including 73 respondents from 
Sunderland. SCCG has actually used the results of that survey to inform their own documentation 
and have therefore clearly accepted the results as valid. 83% of Sunderland respondents believed 
that member practices should make the decision on procuring the MCP, and 77% believed that 
there should be a secret poll. The procurement of a MCP is a major decision. GPs are unique in 
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the risks they are being encouraged to take because they are the only health care providers 
that are being encouraged to surrender either part of their personal income, or surrender 
their national contracts against BMA/GPC guidance. If SCCG are confident in the support of 
GPs they should agree to a secret poll of members as the survey respondents have indicated. 
Such a poll would be “appropriate” and “practicable” and consistent with the letter and spirit of their 
own Constitution. In the context of other major providers having withdrawn support, it is not 
appropriate to proceed with procurement without demonstrating the fulsome support of GP 
members. 
 
 
Comment on Specific Aspects of Prospectus Document 
 
The Draft Prospectus document is a long document although there are recurrent themes. We 
intend to identify and comment on the main themes, but in view of the significance of the plans for 
practices, we cannot emphasise enough the importance of GPs and Practice Managers carefully 
reading the document for themselves.  
 
General overview 
 
In general terms, the prospectus describes the introduction of an additional layer of bureaucracy 
sitting within the local health community. There is nothing in the proposal that suggests the 
dissolution of any existing structures. For example, there will still be an acute trust, a mental health 
trust and a community trust. GP practices will still exist in localities although who runs them is part 
of the debate. There is no mention of the dissolution of the CCG once it has commissioned a 
contract for ten years, and we assume they see a role as managing the contract.  However, we 
suspect that the days of CCGs are numbered and they will disappear and be replaced by an 
organisation that will emerge from the STP.  
 
Establishing a large new player to provide NHS services involves recruitment of staff, 
establishment of functions etc. It is time consuming and more importantly it is expensive. It is 
estimated that the break up of PCTs and the establishment of CCGs cost in the region of £2Billion. 
The NHS locally should not be using vital resources to undergo another reorganisation. 
 
This may explain why NHSE seems to be losing enthusiasm for “Accountable Care Organisation” 
(of which MCPs are one type) and now refer more to Accountable Care Systems”, the latter 
requiring collaboration between providers rather than the formation of new structures and thus 
avoiding the procurement process. 
 
Sunderland is part of the North East STP that has been tasked with “saving” £700million in our 
region over five years, of which the Sunderland “share” is £170million. Nobody really believes that 
these will be actual financial “savings” because the health care system simply could not function 
without that money. However, what NHSE really expects is that those “savings” will be attributable 
to better “efficiency” within all aspects of the health service. In other words, there is an expectation 
that there will be more work done for less money. General practice will be expected to contribute to 
those “efficiencies” and it is in that context that practices should consider the real risks of 
surrendering part of or all their practice budget. For those who have not read any of the STP 
documentation with its emphasis on transferring work from the secondary sector into the 
community, the LMC has previously produced a report - Sunderland LMC’s response to the 
Sustainability & Transformation Plan (STP) of Northumberland, Tyne and Wear and North Durham 
– see here: http://www.sunderlandlmc.co.uk/blog/files/02c0e2defce68220da51eb9486ef0cf3-
377.html.  
 
The LMC fully appreciates the frustration of the current recruitment problems, lack of financial 
investment and increasing workload in general practice. However, GPs must look to the history of 
numerous reorganisations within the NHS and realise that this MCP project is just another in a long 

http://www.sunderlandlmc.co.uk/blog/files/02c0e2defce68220da51eb9486ef0cf3-377.html
http://www.sunderlandlmc.co.uk/blog/files/02c0e2defce68220da51eb9486ef0cf3-377.html
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line of such reorganisations. Practices must consider whether they really want to engage in such a 
way that threatens their own income and independence.  
 
Integration of community services 
 
The Prospectus recurrently refers to the advantages of integration of services within the 
community. We endorse that principle. We also agree that over the last few years there have been 
developments, particularly around the five localities and MDTs, which have improved integration. 
However, that has all been achieved by organisations that have not thrown their funding into one 
unitary budget, but have worked in good faith with colleagues in the city. We have seen no 
evidence in the document that provides any evidence that unifying budgets will accelerate or even 
consolidate that collaborative working. It really is an unknown. This is clearly also the view of the 
Local Authority (Social Services), and the major clinical providers such as City Hospitals and the 
Mental Health Trust (NTWFT) who have withdrawn support for the MCP project. They appear to 
believe that further integration can be achieved using the current established structures. This is 
also the view of the professions’ representative bodies, the BMA and GPC.  
 
We are concerned that with the cessation of “vanguard monies” from April 2018 some of that 
additional joint working may suffer, but cannot see how joint budgetary arrangements can address 
the issue. We have been informed that the CCG has an “exit strategy” for the loss of vanguard 
monies, which we assume covers areas in which “disinvestment” will occur after April 2018. We 
have written to the CCG to seek details and await the response with some trepidation. 
 
The Prospectus emphasises the importance of working with Social Services and refers to 
establishing a “working or integration agreement” in “key areas”. In short, the document thus 
acknowledges that joint working can be achieved without a formal merging of budgets. However, 
there is a potential catch here for GP practices. Such an “agreement” for practices may be 
interpreted as being part of a “virtual” integration model with a MCP. Practices should understand 
that there is no need to sign any such document of agreement and the BMA/GPC has produced 
specific legal guidance that advises of the risks of such a “virtual” arrangement:  
http://www.sunderlandlmc.co.uk/resources/Other-Docs/Focus-on-Virtual-MCPs-and-Alliance-
Agreements.pdf.  In such a situation, the Prospectus recommends the use of a draft national 
agreement for local use. In other words, even at that level of “virtual” agreement, the document 
practices may be asked to sign would be based on recommendations from NHSE. The LMC 
Secretary has checked and that draft documentation has not been approved or adopted by the 
GPC/BMA.  
 
GP Practice Integration 
 
The document is somewhat confusing around some aspects of GP integration. In one section it 
says “The MCP will receive an integrated budget for patients registered with all Sunderland 
practices”, and yet it later acknowledges that practice involvement is “voluntary”. It refers to there 
being “no MCP without general practice” and yet refers to a minimal requirement of 100,000 
patients. In other words, it could proceed with the majority of patients/practices not included or 
supporting the MCP. The document then refers to practices (those who do sign up at any level) 
joining at various degrees of involvement such as fully-integrated when the whole practice budget 
is given over to the MCP, and then various degrees of partial integration when the individual 
practices can voluntarily agree to give aspects of the Quality Premium (includes DES, LES etc) 
and/or QOF payments. In summary, the document describes a successful MCP as proceeding with 
only 35% practice/patient involvement, and that 35% will all have the potential to be involved at 
different levels of engagement. This sound very confusing, a nightmare to manage, and a recipe 
for fragmentation rather than integration of primary care service in the city. It allows for the delivery 
of differing services in different practices. 
 
For those practices considering the idea of “partial integration”, they should note that if they give up 

http://www.sunderlandlmc.co.uk/resources/Other-Docs/Focus-on-Virtual-MCPs-and-Alliance-Agreements.pdf
http://www.sunderlandlmc.co.uk/resources/Other-Docs/Focus-on-Virtual-MCPs-and-Alliance-Agreements.pdf
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the “Quality Premium” element of their practice income as a necessary part of that partial 
integration, the document says the MCP will have “the ability to shape and develop the Quality 
Premium to deliver the outcomes specified in the contract”. In other words, the MCP will be 
able to use that income however it sees fit to deliver its own targets. Practices will need to do 
additional or different work to have those monies re-invested. The document further states: “it is 
the intention where possible to incorporate budgets related to the Quality Outcomes 
Framework (QOF) currently paid to general practice into the Quality Premium”. Practices can 
decide for themselves if they believe that surrendering QOF and Enhanced Service income will 
excuse them from achieving the implicit work and targets attached to those monies. Most practices 
use approximately half of their income to cover practice expenses such as salaries, premises etc. 
The remaining half is the “profit” element of practice income. The QP and QOF are a significant 
part of practice income and in the context of expenses remaining unchanged, it is the profit 
element (partner income) that will be effected. 
 
Nature of MCP provider and GP involvement 

The CCG’s intention is to procure for a “single provider” and the main driver is to ensure integration 
of community services under one organizational umbrella. However, the document adds “we do not 
wish to exclude multi-party bidding models” and then refers to different “bidding models”. This 
describes the potential for multiple providers, possibly private sector providers, to make a joint bid 
for the contract. Furthermore, those organisations need not have the expertise within their existing 
structures to deliver the contract because the Prospectus makes allowance for the eventual 
provider(s) to sub-contract aspects of the contract.  

The involvement of numerous providers as the main contract holders, and then the 
potential for sub-contracting aspects of that contract is not a recipe for integration, but for 
fragmentation. Ironically the nature of some of the current contracts with the main providers such 
as CHS, STFT and NTWFT, is that the Trusts are probably the only providers that have the 
expertise to deliver those services.  
 
We understood when the idea of a MCP was first floated that it would be “GP-led” in view of the 
MCP being “community based”. GPs would be the prime clinicians and would be able to determine 
the nature of investment by the MCP and consequently ensure that resources would be directed to 
practices.  In our previous document in June 2017 we noted this message appeared to have 
diluted to “clinically-led”, and we warned that GP influence would be in a minority. The Prospectus 
now refers to a “strategic leadership role for general practice within an MCP-strong GP 
leadership in the governance arrangements of the MCP with a clinical majority (clinical 
majority in widest sense) on the Board and clear GP leadership throughout all level of the 
MCP”. The LMC believes GPs will be in a minority on the main decision-making bodies, 
outnumbered and out-voted by other clinicians and senior management.  

 
 
Dr O Aiyegbayo  Dr G McBride  Dr R N Ford 
Chairman   Vice-Chairman  Honorary Secretary  
 
12th December 2017  
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13 February 2018 
 
 
Dr Aiyegbayo 
Dr McBride 
Dr Ford 
Sunderland LMC 
 
 
 
 
Dear Dr Aiyegbayo, Dr McBride and Dr Ford, 
 
RE: LMC RESPONSE TO SCCG DRAFT PROSPECTUS ON DEVELOPING AN MCP 
 
Thank you for your response to the above engagement.  We have delayed responding until we had 
gathered and assessed all the feedback from the market, public and stakeholder engagement. 
 
In terms of the core content of the Prospectus it would appear that the LMC do support the model 
of care.  The focus of the response seems to be on the LMC views and concerns about 
Accountable Care Organisations as a business model and the associated national contract. 
 
These comments are being taken into account along with other comments received from the public 
and the market when determining the most appropriate business model to support delivery of our 
care model.  The Governing Body will be cited on the challenges and benefits of these business 
models including the LMC views, before concluding the Commissioning Strategy at the end of 
February 2017.  
 
I would bring to the LMCs attention that procurement is not and has never been the only option 
under consideration. If the Governing Body decide procurement is the way forward then both 
legally and in terms of our values, we would be committed to running a fair and open procurement 
process to let a new contract.  
 
In terms of communication with Practices, we continue to use our TITO; Locality meetings, emails 
and GP elected Executive members to directly engage with our member Practices about these 
developments and share information on the local situation and what this means for local practices.  
The views of member practices have informed the Draft Prospectus and will continue to inform the 
Governing Body decision about how best to commission the MCP. 
 
I understand our Chair is also responding to a separate letter from the LMC Chairman. 
 
Yours faithfully 
 

    
 
Debbie Burnicle     (D Burnicle for and on behalf of) Dr Fadi Khalil 
Deputy Chief Officer   Vice Chairman  

Pemberton House  

Colima Avenue 

Sunderland  

SR5 3XB 

 

Tel: (0191) 512 8484 

www.sunderlandccg.nhs.uk 
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Colima Avenue 

Sunderland 

SR5 3XB 
Tel: (0191) 512 8484 

www.sunderlandccg.nhs.uk 
 

Dr Olagoke Aiyegbayo 

Sunderland LMC Chairman 

c/o Maxine Allen 
9 The Gardens 

Axwell Park 

Blaydon 
NE21 5PJ 

 
15 February 2018 

Dear Goke 

Many thanks for your letter regarding Sunderland’s care model and our ongoing work to 
secure this successful model of care for the future. 

 
As you will be aware working within the NHS new care models vanguard has brought £16 

million pounds of extra (welcomed) investment into the city which has benefited our patients 

and partners including general practice immensely. We received our final payment of this 

money just this week having attained the required progress by NHSE for release of funds, 
something I am sure that the LMC will also welcome. 

 
The key to the success of this model has been the clinical and patient engagement that has 

occurred during its development and it is pleasing to see that the LMC has again re-iterated 

its support for this model of care that has been developed. We also note the LMCs 

preference for an integrated solution avoiding procurement. It is also worthy of note that all of 
the key partners including the Local Authority , City Hospital Sunderland and NTW mental 
health trust (to name but some ) have welcomed our jointly developed model of care and 

expressed support for its future. 
 
The concerns expressed by the LMC about the way this care model may be secured (i.e. via 

an ACO supported by a national ACO contract via a procurement route, rather than relying on 

goodwill) are well understood by the CCG board who receive regular local and national 
updates and advice. Indeed as a vanguard site we have influence in shaping these 

discussions nationally. 
 
As you are aware we have developed an outline business case for the MCP that has at its 

very core key design principles developed by our practices, we are clear (as are our partners) 
that the success of this model of care relies on having general practice at its centre. 
I can assure the LMC and our practices that this care model will be secured for the future in 

the manner that is best for Sunderland and the patients we are responsible for. We fully 

understand the concerns you have raised in your letter 
and we can assure you that our Board will reach the 
right decision for Sunderland.

 

 

 

Pemberton House 
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Finally I would bring to Sunderland LMCs attention again that procurement is not and 
has never been the only option under consideration. The decision about how best to 
secure the MCP has not yet been made by the Governing Body – the decision will be 
informed by the outcomes from the public, market, stakeholder and member practice 
engagement. 

 
We move forward under the “All Together Better” vision for this piece of work which I feel 
has always reflected how this model will be best delivered in the future. Kind Regards 

 
Dr Ian Pattison 
Chair of NHS Sunderland CCG 
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Appendix 5.10  

 
Member Practice Engagement Event 

 
 

Agenda item Key Discussion Points A 

3.  2:45pm 

The MCP proposal 

and Integration 

Agreements 

JT gave overview of MCP developments. Talked included (slides attached) 

- What we know / what we need to know. 

- Range of opportunity 

- Integration agreement 

-  

Table discussion. What commitments would you like to see in integration 

agreements? What are the red lines not willing to cross. 

 

Table 1 –  

Redline  

- Retain core contract. 

 

Commitments.  

- Secondary care, clear response from all providers, following through 

actions discussed earlier.  

- Corporate goals, clear leadership of what delivering, data sharing 

aligned, work efficiently and effectively.   

 

Table 2  

Red line  

– Independent contractor status.  

 

Would like to see  

- Estates strategy  

- Lease support  

- Adequate funding for primary care  

- Recurring services / stability so can plan from staff etc, less chopping 

and 

- Increased workforce sharing collaboration.  

- Clause for adequate protection leaves MCP if not delivery what was 

agreed.  

 

Table 3  

Redline –  

- No workload increase, tackle duplication in work / joint up services.  
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Commitments  

- More control for GP  

- Take out bureaucracy  

 

Table 4  

Commitments  

- From other providers, control over service provision i.e DN as impacts 

of quality of care in general practice.  

- Prevent Secondary care from promising patient actions from Primary 

Care.  

- Security of funding / no increase in workload without allocation of 

funding to support.  

 

Table 5  

Commitments  

- Standardisation primary / secondary care 

- SLA’s –  

- Control of other services such as district nurses.  

 

Redline  

- Retain full contract  

- Retain identity  

- Having not only leadership but also staff play key role in MCP.  

- Social care withdrawing concern as feel vital to MCP 

 

Table 6  

Commitments 

- Collaborative working must.  

 

Redline  

– GP’s do not want to be performance managed of core contracts.  

 

Highlighted questions to as;  

Who will be main provider? 

What see GP role for future?  

 

Table 7 

Commitment  

- Security of workforce 

- Retain autonomy / status 

- Premises  

Redline 
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- Controlled / dictated to  

- Privatisation  

- Optional process and shouldn’t be forced to hand back contract.  

 

Table 8 – see james notes.  

Redline  

- No full in 

- Want to retain underspend  

- Transparency about what ring fenced funding meant i.e. enhanced 

services. Not for profit organisation  

 

Commitments 

- Pursue form of game share  

- NTW to see patients  

 

Table 9 

Redlines  

- Not return to commitment of 24 hour provisions.  

- General practice has equal status, not to do most of work.  

 

Commitments  

- Clarity around core contract and funding to go with this.  

- Activity based and not quota based.  

- Defined efficiency saving and collaborative working  

- Vulnerability of small practices, loss of partners.  

 

Clear themes  

- Control / autonomy for GP’s.  

- Retain core contract. 

- Clarity around core contract / funding allocation / if can retain 

underspend. 

- No additional workload without funding allocation.  

- Not performance managed core contract.  

- Security – workforce / premises / 

- Retain autonomy / status 

- Input / control over other providers or services such as DN teams.  

- Clause for adequate protection leaves MCP if not delivery what was 

agreed.  

- Collaboration / joint up working. 

- Not work 24 hours per day. 

 

(Outcome based commissioning. Quality improvement mentality) 
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JT suggested to members that a steering group be set up made up of a 

representative of each locality to help steer MCP negotiations. Get in touch 

with Jon Twelves if interested.  
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SUNDERLAND LOCAL MEDICAL COMMITTEE 
____________________________________________________________________ 

 
Secretary           

           Administrator 

Dr Roger N Ford             Maxine Allan 

mail: roger.washingwells@gmail.com         9 The Gardens 

Mobile:  0776 825 1867               Axwell Park 

            Blaydon 

NE21 5PJ 

e-mail:  maxine.allan@sunderlandlmc.co.uk 

Tel/Fax: 0191 414 8962 

 

 

Initial Response to Sunderland CCG’s Aspiration for 

Multispecialty Community Provider (MCP) status in Sunderland 
 

 

Introduction 

 

This document is intended to inform Sunderland CCG on Sunderland LMC’s current views as the CCG 

moves towards MCP procurement. The intention is to prepare much fuller documentation when the CCG 

has published further material, in particular their Draft Prospectus that is anticipated to be ready for mid-

June 2017.  This document may not therefore be our definitive response. We hope our views will be 

included in their Prospectus. 

 

Following three meetings with senior officials of the CCG prior to the TITO event on 10
th
 May 2017, the 

LMC came to the conclusion we could not engage jointly with the CCG and GP Alliance in managing the 

“communication and engagement” with practices because: 

 

1. We believed the CCG had a clear agenda of promoting MCP status despite assurances that it was 

to be a “bottom up/practice led” process. The prescriptive nature of the subsequent document 

“Case for Change – GP integration with an MCP in Sunderland” provided for the TITO seems 

to support that view. 

 

2. We anticipated that practices would be divided in their views on MCP status and because LMCs 

represent all GPs and practices we are reluctant to be perceived as supporting a particular direction 

of travel. 

 

3. It is vital the LMC retains the ability both to support and be constructively critical of CCG plans, 

where appropriate and after due consideration.  It is our role to provide more balance to the process 

to aid Sunderland GPs reach an informed position. 

 

mailto:roger.washingwells@gmail.com
mailto:maxine.allan@sunderlandlmc.co.uk
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4. We remain unconvinced of the claims made for MCPs, and very wary of the risks. 

 

Initial Discussion 

Many GP colleagues may not be aware that, in the North East, only Sunderland CCG is at such an 

advanced stage of considering an MCP because of its “Vanguard” status. We understand from our 

neighbouring LMCs that South Tyneside, Gateshead, Newcastle and North Tyneside CCGs are at a much 

less advanced stage and are watching these experimental developments in Sunderland very closely. Our 

LMC colleagues share our grave concerns about the potential contractual and financial obligations between 

GP practices and any MCP structure. 

 

The prime purpose of MCPs is the Government’s plan to bring about the integration of social and health 

care of a given population. They are part of a Government agenda and yet the Government itself describes 

membership of an MCP as being voluntary. Crucially the BMA’s General Practitioner Committee (GPC) 

produced a document “Focus on the Draft MCP Contract” in December 2016 (see here) which clearly 

states “the key aims of the MCP contract can be met within the existing framework and protections of 

the national GMS contract”.  

 

These views by both the Government and GPC could not be clearer, and to date Sunderland LMC has seen 

nothing to persuade elected members that any level of integration with an untried and untested 

organisation (an MCP) is to the advantage of the majority of practices and to the care they deliver to their 

patients. We include GMS, PMS and APMS contract holders in that view.  

 

Practices will be aware that there has been much discussion around GPs “working at scale”. Nationally and 

locally we are seeing GPs amalgamating practices and joining federations, and yet there is no clear 

definition of “working at scale”. For some it is merely sharing some back office function, for others it is 

sharing some extended clinical work, and at the other end of the spectrum (for a small minority) it is 

forming “super partnerships”. The LMC is very clear this is not the same as creating MCPs and this was 

confirmed at the Annual LMC Conference in Edinburgh only three weeks ago. The LMC will resist 

attempts to conflate the two issues.  

 

Practice Involvement and Finance 

 

There is a myth that practices are already at “virtual” level and therefore further integration is “just the next 

step”. We fail to see how practices can be at any level of integration with an organisation that doesn’t 

actually exist. Neither is becoming part of an MCP “inevitable”. 

 

There are 4 options for practices: 

 

1) Decline any involvement with an MCP – carry on with your GMS, PMS or APMS contract. This 

does not exclude joint working and would be the same as present. 

 

2) Virtual Integration. 

 

3) Partial Integration: each practice contributes a sum of money to an MCP – this could be trivial or 

may be substantial e.g. Enhanced services, QP, QoF funding. Practices would have to “earn 

back” that funding with no guarantee that this funding will return to practices (remember the 

MCP board includes the Local Council, City Hospital Sunderland, Northumberland, Tyne and 

Wear NHS Trust, South Tyneside Foundation Trust – all of whom have a pivotal influence on how 

https://www.bma.org.uk/advice/employment/contracts/gp-partner-contracts/mcp-contract-framework
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MCP funding is spent). There is no clarity as to how much of those monies will return to practices, 

what extra work is required by practices to “earn back” that money, nor how long any interim 

arrangement for pay back will last once the MCP board has control of the budget. 

 

4) Full Integration: GP practices give up their GMS/PMS/APMS contract and funding entirely. All 

GPs and practice staff would probably become employees of the MCP (and thus perhaps no 

longer NHS employees). 
 

There has been talk of “ring-fencing” any money given by practices to an MCP. However, we do not 

understand at what level that ring-fencing would occur or how long it could be maintained. In many 

areas when Public Health was subsumed into local authorities it was promised that the Public Health 

budget would be “ring-fenced”. We now know that Public Health budgets have not always been 

preserved and cash-strapped councils have subsumed this money into their general budgets. 

 

Regional NHS Savings Requirements 

 

MCPs need to be considered in the context of NHS funding both nationally and regionally. 

 

The Sustainability and Transformation Programme (STP) for the North of England is expected to make 

“efficiency savings” in the order of £700million in the next 5 years. The savings to be made in Sunderland 

are approximately £175million.  

 

Much of the STP proposals are about rationalising hospital services and reducing A&E attendances, but 

crucially involve moving care from the hospital sector into the community. This will entail extra work for 

practices when their own core practice work currently is continuing to rise. MCPs will come under the 

influence of the STP. (See Sunderland LMC’s STP response document here). It is difficult to see where 

additional resources for practices will come from, but by maintaining current core contracts practices will 

not be bound to accept additional work that may come their way via a signed MCP agreement.  

 

Most GP practices are currently uniquely placed as their core income is guaranteed by national contracts, 

including nationally based Enhanced Services and QOF. Only local Enhanced Services are not guaranteed 

and constitute a relatively small percentage of practice income. Withdrawal of those local enhancements 

could result in the withdrawal of practices engagement and is not in the interests of any commissioning 

body. 

 

This position is envied by other organisations within the health and social care community and may 

explain the enthusiasm for hoping GPs will voluntarily “share” their budgets.  

 

Procurement and Governance 

 

Sunderland CCG describes an annual MCP budget of £340million for 10-15years, which equates to £3.4 – 

5.1BILLION pounds in the lifetime of the proposed contract. 

 

This is potentially a massive business opportunity for the independent sector either now or in the future. 

That future could be earlier than 10-15years if any initial provider was to surrender the contract or if 

government policy was to change.  

 

http://www.sunderlandlmc.co.uk/resources/Other-Docs/Sunderland-LMC-response-STP.pdf
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The LMC believes that such an opportunity could prove irresistible for the private sector. We do not 

question the CCG’s intentions on this matter insomuch they have assured us they will be able to structure 

the procurement and contractual requirements to exclude bidding from the independent sector. However, 

for such a huge contract even carefully constructed procurement will potentially be challenged and 

possibly subject to Judicial Review. The CCG has confirmed it has legal opinion to support their view 

but will not share that evidence. 

 

An MCP will need a significant management structure and governance arrangements. There will need to be 

an over-arching board composed of senior executives and managers. Even if the whole of the GP budget 

(i.e. the total income of every practice in Sunderland) was included in the MCP budget (i.e. all practices 

became fully integrated), this would constitute less than 15% of the total budget with the remaining much 

larger sums (85%) coming from NHS Trusts and the Local Authority. This will inevitably have a direct 

influence on the decision making of the MCP board, and the promised influence of GPs in the decision 

making within the structure will likely be commensurate. GP influence on an MCP board will likely be 

very much in the minority and it seems unlikely that those full time professional managers will see 

investment in GP practices as a priority over their own organisational backgrounds. Who those GPs 

would be, what level of expertise they will have, and how they are appointed remains unknown. 

 

The organisation is described as being “clinically-led” but this will include hospital doctors and perhaps 

other clinical staff and not just GPs. With the emphasis on shifting work into the community it is debatable 

which clinicians will have the most influence, although we would expect GP involvement in clinical 

pathways development will continue. How much clinicians really do lead in NHS organisations is an issue 

for debate.   

 

Alternatively, if practices have signed contracts with the MCP to deliver on the core objectives of the MCP 

they may have little say on these pathways and, thus workload. The likelihood is that any level of direct 

involvement with the MCP, whether virtual, partially integrated, or fully integrated, will require the signing 

of a contract or binding agreement to deliver the MCP’s objectives, not the practices.  

 

Conclusion 

 

The BMA and LMCs have increasing concerns about MCP contracts and what they mean for GPs and 

practices, although the objective of integration of services in the community is worthy. We are uncertain 

what the level of commitment there is from the NHS Trusts or the Local Authority to MCP status, but we 

have seen no evidence to recommend practices to sign an MCP contract at any level of involvement. 

Practices will need to be very wary. 

 

We look forward to further information coming from Sunderland CCG, remain open to discussions, and 

anticipate commentating further at a later date.  

 

 

       
 

Dr Olagoke Aiyegbayo     Dr Gerry McBride 
Chairman, Sunderland LMC    Vice-Chairman, Sunderland LMC 
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