
 

 

 

 
Meeting of the Primary Care Commissioning Committee 
To be held on 24th May 2016 at 1:00 pm in Bede Tower 

 

AGENDA 
 

1. 
Welcome and Introduction 
C Macklin, Chair 

 

2. Apologies for Absence  

3. Declarations of Interest  

4. Minutes of the previous meeting held on 29th March 2015 Enclosure 

5. 

Matters arising from the minutes and action log 

 Screening Programme for People with Learning 
Disabilities 

Enclosure 

6. 

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

 

7. 
Committee End of Year Review and Terms of Reference 
D Cornell 

Enclosure 

9. 
Primary Care Commissioning Finance Report 
D Chandler 

Enclosure 

10. 
List closure – Fulwell Medical Centre 
W Stephens/G Stephenson 

Enclosure 

   

 FOR INFORMATION  

12. 
GP Strategy and Implementation Group – minutes from last 
meeting enclosed 
Debbie Burnicle 

Enclosure 

13. 
LIS 
J Spencer/D Burnicle 

Enclosure 

14. Workforce Update – minutes from last meeting enclosed Enclosure 



 

 

16. Any Other Business  

17. 
Date and Time of Next Meeting 
26th July 2016, Venue TBA 
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Primary Care Commissioning Committee 

Minutes of the meeting held on  

Tuesday 29th March 2016 

Bede Tower, Burdon Road, Sunderland SR2 7EA. 

 

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

   Dr Ian Pattison, CCG clinical chair (until 5:50pm) 

   Dr Valerie Taylor, executive GP and clinical vice chair 

Mrs Debbie Burnicle, deputy chief officer 

Mr David Chandler, chief finance officer  

   Mrs Aileen Sullivan, lay member patient and public involvement 

   Dr Geoff Stephenson, primary care advisor 

 
In Attendance: Ms Deborah Cornell, head of corporate affairs 

 Mrs Denise Jones, primary care commissioning manager (GP) 

NHS England 

 Mrs Tarryn Lake, head of finance 

Miss Alison Greener, minutes 

Mrs Florence Gunn, strategic practice nurse for Item 2016/20 

Mrs Janet Rutherford, locality practice manager for item 2016/20 

 
2016/14  Welcome and Introductions 
 

The chair welcomed everyone to the meeting of the primary care 
commissioning committee.    

 
The chair informed members that Mrs Lake was in attendance at the 
meeting for development purposes only.  There were no objections 
noted to this.   
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Dr Pattison informed the chair he would need to leave the meeting at 
5:50pm as he had another commitment. 

 
 
2016/15 Apologies for Absence 
 

Apologies for absence were noted Mr David Gallagher, chief officer and 
Mr Kevin Morris, chair of Healthwatch. 

 
 
2016/16 Declarations of Interest 
 

The chair asked for any declarations of interest.  None were noted at that 
point, however the chair reminded members that if any declarations 
became apparent during the course of the meeting then these should be 
declared at each relevant item and the appropriate course of action to 
manage any such conflicts would be recorded in the minutes.   

 
2016/17 Minutes of the previous meeting held on 26th January, 2016 
 
 The following changes were made to the minutes:- 
 

 The month and date of the minutes to be corrected. 

 2016/08 cycle of business – 3rd paragraph to read: …‘There was a 
query as to why minutes from the quality, safety and risk committee 
(QSRC) were required.  Mrs Sullivan, as chair of the QSRC, noted 
these were available on the CCG’s public website and could be 
removed from the primary care commissioning committee cycle of 
business.’ 

 4th paragraph to be amended to read: ‘..Dr Taylor informed him that 
changes were listed in the local medical committee minutes……’ 

 
Subject to the above changes being made, the minutes were agreed as a 
true and accurate record. 

 
 
2016/18 Matters Arising from the Minutes and Action Log 
 
2015/49 Any other business – b) response to Dr Pattison’s letter 
 

Dr Pattison had raised his concerns at a meeting with NHS England 
which was specifically about governance and queried whether the CCG 
could be fully assured the concerns raised had been addressed with 
clarity on the respective accountabilities.  Dr Pattison stated that currently 
NHS England was undertaking some tasks in relation to co-
commissioning and looked to the CCG for advice following their decisions.  
Dr Pattison noted this should not be the case and felt it should be the 
CCG that was making the decision with support from NHSE.  Mr Macklin 
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noted this needed further clarification and asked for this to remain on the 
action log to enable the committee to revisit the letter. 

 
Mrs Jones stated she would share the delegation agreement with 
members to help clarify this issue.   
 

Action: DB with DG to revisit Dr Pattison’s letter and the subsequent 
response to it. 

 
 Mrs Jones to share the delegation agreement with members 
 
2016/19 Operational and Strategic General Practice Financial Plans 
 

All NHS organisations required a financial budget/plan to be approved by 
their respective governing bodies.  The responsibility for producing the 
plan on behalf of the CCG has been delegated to the chief finance officer 
and the proposed budget was approved by the governing body at its 
meeting on 29 March 2016.   

 
This paper included a detailed breakdown of the proposed budget for 
delegated primary care services for 2016/17 and the assumptions used to 
develop the budget.  In addition, the paper provided the current draft of 
the five year strategic financial plan for delegated primary care services 
and the principles proposed for investments. 

 
Mr Macklin reminded members that there was now a general practice 
(GP) strategy in place which provided the context and strategic direction 
for how the budgets would be spent and noted the further investment into 
general practice.  Mr Macklin suggested it would be helpful to share the 
financial information and the progress made in delivering the strategy with 
practices and Dr Pattison agreed this would be useful.  Dr Stephenson 
highlighted that some practices had raised concerns with regards to 
finances and felt it would be helpful to share this information as soon as 
possible.  It was suggested this could be referred to at the next time in 
time out session with practices. 
 
Mrs Sullivan queried what communication systems were in place for 
general practices.  Mrs Lake stated that at a recent GP Strategy 
implementation group meeting, a discussion had taken place regarding 
the current financial situation and communication channels through the 
localities were currently being looked into.  Ms Cornell highlighted there 
was not a representative from the communications team on that group 
and Mrs Lake responded that this had been highlighted as a gap at the 
meeting and would be addressed.     

 
Ms Cornell raised a governance issue with the recommendations outlined 
on the paper.  She noted the committee were being asked to ratify the 
decision of the governing body and approve other financial decisions 
which was not appropriate as the committee did not have this authority.  
Ms Cornell advised that the committee could make a recommendation for 
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actions to be taken, but this would need to be ratified either by the 
executive committee or the governing body (depending on the financial 
limit) as the primary care committee did not currently have a delegated 
financial limit under the scheme of delegation.  Alternatively, the chief 
finance officer and deputy chief officer (as acting chief officer) could 
approve financial recommendations within their delegated limits if the 
committee made a recommendation to them to do so.  Mr Macklin 
expressed a concern that waiting until the next governing body for sign off 
would delay the funding proposals being implemented within appropriate 
timescales.  Mr Chandler added that the 2016/17 budget could be 
approved by the Acting Chief Officer and Chief Finance Officer, however 
the five year strategic financial plan would need to go to the governing 
body for sign off. 

 
The committee considered the proposals and requested that the deputy 
chief officer (as acting chief officer) and the chief finance officer approved 
the recommendations for the 2016/17 general practice budget as this was 
within their approved delegated limits (as specified in the CCG’s scheme 
of delegation).  This would be noted at the next executive committee.   
 
Mr Chandler and Mrs Burnicle APPROVED the 2016/17 budget.   
 
The committee considered the five year strategic financial plan and 
RECOMMENDED its submission to the governing body for formal 
approval.  
 

 
2016/20 Health Care Assistant Career Start and Practice Nurse Career Start 
 

The purpose of the report was to outline two proposed developmental 
programmes for health care assistants and practice nurses.  The 
programmes aimed to take a more strategic approach to the development 
of the general practice nursing team as a whole to support sustainable 
high quality care in general practice.   

 
Dr Stephenson noted this had been discussed in the workforce strategy 
group and the cases were recommended to the Committee by the group.  
Dr Stephenson also noted the nursing workforce was experiencing similar 
shortages that of the GPs.  The programmes had been developed with the 
aim of releasing more time from the practice nurses by developing more 
health care assistants.  Dr Stephenson reminded the committee that it 
could take a significant number of years to address GP recruitment and 
that these proposals would help stabilise the workforce in the interim.   

 
Dr Pattison queried what contribution had been made by Health Education 
North East.  It was not clear how much they were contributing to the 
scheme and primary care should be treated the same as secondary care.  
Mrs Sullivan supported this view and highlighted it was important to clarify 
with HENE as to the number of standard nurses being commissioned.  
Mrs Sullivan also queried whether Sunderland University met NMC 
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regulations.  Mrs Gunn confirmed they did and that there was a demand 
for this type of programme.  Mrs Rutherford confirmed that any of the 
programmes would accept students going through this scheme.  Mrs 
Sullivan queried what retention there was after nurses had gone through 
the programme to remain in the area and Mrs Gunn confirmed there were 
no such stipulations at present.  Dr Stephenson added this was put in 
place for careerstart GPs and a degree of loyalty was expected given the 
level of funding contributed to the scheme.  Mrs Burnicle agreed 
something should be added in order to encourage them to remain in the 
area.   

 
Dr Taylor queried whether there was a conflict of interest from the GPs 
present who had staff working in practices and may benefit.  The chair 
noted the potential conflict however stated that as the GPs present in the 
meeting would not benefit from these proposals, there was no conflict on 
this occasion.   

 
The committee considered the funding proposals and RECOMMENDED 
that the deputy chief officer (as acting chief officer) and the chief finance 
officer approved the funding for the programmes as this was within their 
approved delegated limits (as specified in the CCG’s scheme of 
delegation).    
 
It was also noted that the governing had also previously approved the 
financial plan on a page at its meeting in March. 
 
Mr Chandler and Mrs Burnicle APPROVED both cases. 

  
2016/21 Health Checks and People with LD 
 

Dr Taylor highlighted that some individuals with learning disabilities were 
not receiving health checks by some practices.  Mrs Jones stated that not 
all practices undertook these as they were part of direct enhanced 
services however Dr Taylor expressed a concern around this.  Mrs 
Sullivan also expressed concern that this group of people were being 
alienated and were entitled to have these health checks carried out.  Mrs 
Jones noted that they were still treated as registered patients.  Dr 
Stephenson noted this was an enhanced service and asked members to 
be mindful that some practices did not have capacity or manpower to 
carry these out but agreed that practices but should not be disadvantaging 
patients with learning disabilities.   

 
Mrs Burnicle stated that non recurrent funding was approved to test an 
approach to more proactive contact with people with learning disabilities 
to attend the practice.  It would be helpful to note how many practices had 
signed up to this local service compared to the DES and to see if this 
would help address the concerns noted.   Further understanding was 
needed with regards to the numbers of patients/practices this affected and 
Mr Macklin asked for this to be recorded on the action log, with an update 
to be provided at the next meeting.   
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ACTION: An update at the next meeting on the number of practices offering 

the DES and progress with the local incentive scheme.  
 
 
2016/22  Primary Care Commissioning Finance Report 
 

Dr Stephenson declared a conflict of interest in relation to the local 
enhanced services (LES) section of this report.  The chair noted this 
conflict and whilst Dr Stephenson could take part in the discussion, he 
was not to take part in any decision making.  

 
The purpose of the report was to present the committee with a summary  
financial position of the delegated general practice budgets as at month 
11 (for the period ending 29 February 2016). 

 
The committee NOTED the summary financial performance to month 11 
and NOTED the decision of the executive committee at its meeting on 5 
January 2016 to fund additional non recurrent schemes in 2015/16. 

 
The following was APPROVED by the deputy chief officer (as acting chief 
officer) and the chief finance officer within their agreed delegated limits 
(as specified in the CCG’s scheme of delegation):- 

 

 Funding for additional non recurrent scheme in 2015/16 from delegated 
general practice underspends 

 Changes to the value based commissioning local enhanced service in 
2015/16 

 Urgent and emergency care local incentive scheme in 2015/16. 
 
 
2016/23 Health Care Assistant (JCA) Short Term Funding Request 
 

This item was noted as an information item. 
 
 
2016/24 Workplan 

 
This item was noted as an information item. 

 
 
2016/25 Outcome of 2016/17 GMS Contract Negotiations 
 

This item was noted as an information item. 
 
 
2016/26 Workforce Update – minutes from the previous two meetings 

 
This item was noted as an information item. 
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2016/27 Quality Framework 
 

This item was noted as an information item. 
 
 
2016/28 Any other business 
 

Mr Macklin highlighted this was the last meeting for Dr Taylor who had 
resigned as executive GP and therefore member of the primary care 
commissioning committee with effect from 31 March 2016.  Mr Macklin 
thanked Dr Taylor on behalf of the committee for her contribution over the 
previous year.   

 
 
2016/298 Date and time of next meeting 
 
 The next meeting will be held on 24 May, 2016 at 4:30pm 
 

 



NHS Protect Item 5 

1 
NHS SCCG Primary Care Commissioning Committee Action Log 

 

 

 

 NHS Sunderland CCG Primary Care Commissioning Action Log 29th March 2016 
 
 
 

Minute Reference Action Point Lead Timescale 

2015/49 Any other business 
a) Violent Patient Service 

 
 
 

 

Dr Pattison/Mr Gallagher to send a formal letter 
of thanks to Dr Gough for his commitment to the 
service over the past 15 years. 

 
 

Dr Pattison/ Mr 
Gallagher 

 
 
 
 

Complete 

b) Response to Dr Pattison’s 
 letter 

DB with DG to revisit Dr Pattison’s letter and the 
subsequent response to it. 
 
 
Mrs Jones to share a copy of the delegation 
agreement with members 

Mr Gallagher 
/Mrs Burnicle 
 
 
Mrs Jones  

May 2016 
meeting 
 
 
May 2016 
meeting 

2015/80 AOB – Terms of 
Reference 
 
 
 

To be reviewed as they currently state frequency 
of meetings no less than 8 times per financial 
year. 
 
 

 May Meeting 

2016/21 Health Checks and 
People with LD 

An update at the next meeting on the number of 
practices offering the DES and progress with the 
local incentive scheme.  

 
 

Mrs Burnicle May meeting 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance  X 

 
PRIMARY CARE COMMITTEE 

 
24th May 2016 

Report Title: 

 
Local Incentive Scheme  - Identifying and 
Increasing Access to Preventative Screening for 
People with Learning Disabilities in Sunderland  

 

Purpose of report 

 
This report seeks to inform the Committee of the Local Incentive Scheme (LIS) for identifying and 
increasing access to preventative screening for people with learning disabilities in Sunderland, 
funded by Sunderland CCG and offered to its member practices. The report highlights uptake of 
the scheme and its aims and objectives. 
 
The report also discusses the Directed Enhanced Service (DES) for learning disabilities offered to 
practices and gives a wider picture of the local and regional approach to support people with 
learning disabilities access screening and health checks. 
 

Key points, risks and assurances 

 
 

 The LIS aims to improve access to cervical, breast and bowel screening as well as offer flu 
immunizations for people with learning disabilities 

 There are 37 practices in Sunderland signed up to deliver the LIS in 16/17 

 The DES is a nationally driven service aiming to ensure health checks are completed for 
people with a learning disability 

 There were 50 practices in Sunderland signed up to deliver the DES in 15/16 and no 
practice has indicated it will not continue to deliver the service in 16/17 

 Of the 50 practices only 38 were paid for delivering the service in 14/15. 

 There is no double funding, as both are unique schemes with separate aims and enhance 
the services offered in primary care to people with a learning disability. 

 The Community Treatment Team supports patients to access screening where this need 
has been identified. 

 There are a number of local and regional work streams focused on improving the uptake of 
screening and health checks for people with Learning Disabilities 

 The evaluation of the LIS will inform the future approach to reducing inequality of access to 
health care by people with learning disabilities. 
 

Recommendation/Action Required 

 
No action required this paper is for information only 
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Sponsor/approving director   Debbie Burnicle. Deputy Chief Officer 

Report author Laura Hope, Locality Commissioning Manager 

Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties  

CO2:  Maintain financial control and performance targets  

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

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

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

CO6: Develop the CCG localities  

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

CO8:  Develop and deliver primary medical care commissioning X 

Any relevant legal/statutory issues 

No 

Are the identified risks on the risk register?  

None 

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

N/A 
 

Equality analysis completed 
(please tick)  

Yes  No x N/A  

Key implications 

Are additional resources 
required?   

No 

Has there been appropriate 
clinical engagement?  

Yes the proposal was considered by the Executive Committee. 
And developed with the Primary Health Facilitation Nurse 
Specialist.   Advice was also taken from the NE and Cumbria 
LD Network. 
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Any current or expected 
impact on patient 
outcomes/experience? 
 

 To increase the number of people with learning disabilities in 
the GP Practices who  take up screening and flu immunizations 
in order to increase years of life and reduce inequalities. 

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

 Strategic Practice Manager developed the proposal building 
on her CCG leadership/champion role for people with learning 
disabilities and informed by the LD multi agency partnership 
board.  
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Primary Care Commissioning Committee 
 

Local Incentive Scheme - Identifying and Increasing Access to 
Preventative Screening for People with Learning Disabilities in 

Sunderland 
 

24th May 2016 
 
 
1. Introduction  

This report seeks to inform the Committee of the Local Incentive Scheme (LIS) for 
identifying and increasing access to preventative screening for people with 
learning disabilities in Sunderland, funded by Sunderland CCG and offered to its 
member practices. The report also discusses the Directed Enhanced Service 
(DES) for learning disabilities offered to practices and gives a wider picture of the 
local and regional approach to support people with learning disabilities access 
screening and health checks. 

 
2. Background 

The Learning Disabilities DES is a national enhanced service offered annually to 
anyone who holds a GMS or PMS contract with NHS England. The purpose of the 
DES is to encourage primary medical services contractors to identify registered 
patients aged 14 and over, who are known to the local authority social services 
department primarily because of their learning disabilities and to offer and provide 
this cohort an annual health check; 

 
 The scheme requires that the contractor (GP Practice): 

 set up and agree a “health check learning disabilities register” which identifies 
its registered patients aged 14 years or over with learning disabilities based on 
the practice’s QOF learning disabilities register (QOF indicator LD003). Any 
patients identified (and not already on the QOF LD register) should be added to 
the register. 

 liaise with the local authority social services department to establish which of 
their registered patients are known to the local authority social services primarily 
because of their learning disabilities 

 Invite patients on the learning disabilities health check register for an annual 
health check  and where the patient consents, this is to involve any carer, 



 NHS Protect Item 5 

   

Page 5 of 8 May 2016 

 

support worker or other person considered appropriate by either the patient or 
the contractor; 

 ensure the health check provides as a minimum: 
o a review of the patient’s physical and mental health that includes— 

 the provision of relevant health promotion advice 
 a chronic illness and system enquiry 
 a physical examination, 
 a consideration of whether the patient suffers from epilepsy, 
 a consideration of the patient’s behaviour and mental health, and 
 a specific syndrome check, 

o the production of a health action plan for all patients with a learning 
disability who are aged 14 years and over, 

o a check on the appropriateness of any prescribed medicines, 
o a review of coordination arrangements with secondary care, and 
o where appropriate, a review of any transitional arrangements which took 

place on the patient attaining the age of 18; 
o the “Cardiff” health check protocol  

 Ensure all staff undertaking these checks attend a multi professional education 
session  

 
The Learning Disability Local Incentive Scheme (LIS) was commissioned by 
Sunderland CCG and offered to its member practices in January 2016 for one 
year. The purpose of the LIS is to encourage GP Practices to identify and engage 
patients with learning disabilities in preventative screening and flu immunization. 
Increasing access to and the uptake of screening, this LIS aims to improve health 
outcomes for those with a learning disability. The scheme requires practices to 
undertake a four phase audit cycle as below and a payment of £81 per patient on 
the LD Register as of Sept 15): 

 

 Phase One  
o Undertake a clinical search to identify all patients above the age of 18 

registered     with the practice with a diagnosis of Learning Disability.  
o Search the patients’ notes of those identified who are eligible for screening 

or flu immunization and record any valid exclusion reason 
o Register with the Action for Health Website (Practices paid 25% on receipt 

of the completed SLA) 

 Phase Two 
o Contact all patients, and their carers, identified as eligible for screening 

who have not undertaken screening without a valid and current exemption, 
using an approved easy read letter and invitation.  (Practices will receive a 
50 % payment on submission of the audit information) 

 Phase Three 
o Undertake a further check of non-responders to the first invitation letter 

after six weeks and a second contact and invitation made. Practices 
should proactively contact carers or guardians of patients to encourage 
attendance or discussion. 
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o Make a third contact and invitation to all non-responders, six 
weeks following the second contact. If there has been no response to the 
invitations after a final six week period, then the medical records should 
have an entry of exception to the identified screening on the grounds of 
no patient consent.  (Practices will receive 25% payment on receipt of the 
audit information) 

 Phase Four 
This whole process should be repeated six months later to complete the audit 
cycle and check uptake of screening across the group. 

 
The Primary Health Facilitation Nurse Specialist and the CCG Executive Lead for 
LD were key in developing the LIS. The CCG Commissioning Manager for LD at 
the time and Project Manager (Cancer Screening and Learning Disabilities) for 
North East & Cumbria Learning Disability Network reviewed the specification 
before it was offered to practices to ensure it was joined up with the regional 
approach. 

 
3. Current Position 

Information from NHS England shows that in 2015/16 there were 50 practices 
signed up to deliver the DES in Sunderland. This means NHS England have 
received a signed SLA to deliver the service from these practices. Of the 50 signed 
up in 2014/15 (latest data available) only 38 practices were paid for completing the 
LD DES. There are a range of reasons why practices may not have claimed, but 
still undertaken the work in the period. These include: 

 

 Difficulty in submitting data  via Calculating Quality Reporting System (CQRS) 
which is an electronic payment system which pulls practice data based on the 
codes they have used to classify activity against the DES.  

 Incorrect coding - the DES provides national codes but practices do not always 
use these.  

 Dispute with NHS England over prevalence and register rates although the 
Community LD Team work with practices to help them with their LD registers 

 Inability to access certain patients on the register to invite for Health checks 

 Loss of staff member who undertakes this work in the period 

 Lack of patients in the practice population with LD 

 Time to engage with patients who DNA or opt out of health checks 
 

The data entered on CQRS informs the national data on uptake of LD Health 
checks so where practices have not submitted there may appear to be variation. 
Local uptake rates may differ as Sunderland CCG BI team are able to access 
practices clinical data if practices have recorded this using the correct codes, even 
if they did not receive payment, giving a truer picture of uptake rates. 

 
There are currently 37 practices signed up to deliver the LD LIS with Sunderland 
CCG. They are expected to undertake phases one and two by July 2016 when 
they will submit a report to show identification and first recall of eligible patients. 
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This will give a more definitive position on how many practices are delivering the 
LIS, as sign up does not always equate to delivery. 

 
Practices are expected where necessary to link with the community LD team to 
help achieve the required outcomes, however the Primary Health Facilitation 
Nurse Specialist reported that to date this has not occurred.  

 
The North East and Cumbria Learning Disability Network are carrying out a quality 
audit of annual health checks for People with Learning Disabilities in May 2016. 
The aim is to identify and reduce variation, yet improve quality of annual health 
checks across the patch. 10% of practices across the region have been identified 
by patient NHS number to undertake a questionnaire to measure performance 
against standards for health checks. The results will then be regionally analysed 
and reports written to be used to inform locality and region wide improvement 
plans. 

 
4. Benefits and Risks 

The DES and the LIS have very different aims and vary for the following reasons:  
 

 Although a requirement of the health check is to promote screening, the 
variation in what is delivered under this DES has been highlighted by the North 
East and Cumbria LD Network.  

 The targeted recall approach of the LIS is specifically focused on supporting 
access to screening and flu immunization.  

 The LIS targets those in the cohort who are aged 18 and above whereas the 
DES includes those aged 14 and over. 

 The LIS is time limited. 
 

Therefore if a practice is signed up to and delivering the DES but does not deliver 
the LIS patients at the practice will receive a health check but not the targeted 
recall for screening. If a practice is signed up to and delivering the LIS but not the 
DES patients at the practice would be recalled for screening and immunizations 
but may not receive an NHS Health check. Sign up to one scheme does not 
ensure that patients receive both services however if a practice is signed up to and 
deliver both schemes this should give the opportunity to improve the quality of the 
practices LD register. 

 
In terms of inequity of service delivery for patients based on whether their practice 
is signed up to deliver either the LIS or the DES, this is a choice made by the 
practice based on a number of factors, as with all enhanced services and incentive 
schemes. The Primary Health Facilitation Nurse Specialist confirmed that where 
there is an identified need for health facilitation and access to screening is 
required, GP practices can make new referrals to the community team who can 
support access or signpost to social care. This may need to be re-iterated to 
practices and may act as a lever to encourage further sign up. Cervical screening 
is monitored through the GMS contract therefore practices are more likely to 
undertake some level of recall with eligible patients. 
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The Nurse Lead for Commissioning at the Local Authority identified that the 
Community Learning Disability Team have a health and wellbeing stream who 
have successfully supported people to access screening appointments. If the 
person is known to the team and are a patient of a practice that is signed up to the 
DES / LIS the Nurse would support and ensure the person accesses appointments 
and appropriate screening. 

 
There are however a large number of people currently on the GP registers who are 
not known to the LD team. As the practices Learning Disability registers are 
validated by the LD team there will be patients who have not been identified 
through other routes. The LIS may help identify patients who are not on the 
register and accurate coding should help, but not eradicate the problem. 

 
5. Next Steps 

The outcomes of the LIS will need to be evaluated in terms of realized benefits, 
once the final recall scheme is completed. 

 
The work of the CCG to develop a Local Quality Premium for practices includes a 
review of the national and local incentive schemes in 2016/17.  This will provide an 
opportunity to review the effectiveness of the DES and alongside the outcomes 
from the evaluation of the LIS, will inform a future approach to improving health 
outcomes for people with LDs. 

 
The Joint Commissioning Manager for Mental Health and Learning Disabilities is 
working with the Primary Health Facilitation Nurse Specialist to develop a plan for 
targeting primary care to improve services for people with Learning Disabilities and 
will need to take account of the learning from the reviews of both the DES and LIS.  

 
Author:    Laura Hope 
    Locality Commissioning Manager 
 
Sponsoring Director:  Debbie Burnicle 
 
Date:    12.5.16 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
PRIMARY CARE COMMISSIONING COMMITTEE 

 
24th May 2016 

 

Report Title: 

 
Committee End of Year Review and Terms of 

Reference  
 

Purpose of report 

 
To provide the committee with an end of year review for the period 1 April 2015 to the 31 March 
2016. 
   

Key points, risks and assurances 

The attached document provides an overview of the committee’s performance and effectiveness 
throughout the year, as well as identifying the main areas of work the committee has focused on.   
 
The review also outlines the achievements and assurances the committee has gained through this 
work and also includes highlights the main challenges faced by the committee and a forward look 
to the coming financial year. 
 
The current terms of reference for the committee are attached at appendix 1.  The committee is 
asked to note these will be reviewed in the light of our learning from the first year of delegation at a 
targeted session in the next few months.      
 

Recommendation/Action Required 

The committee is asked to: 

 Receive the end of year review for the committee and recommend its submission to the 
governing body for assurance purposes 

 Note the plan to review the terms of reference in the coming months which will be submitted to 
the governing body for approval. 

 

Sponsor/approving director   
Mr Chris Macklin, lay member primary care 
commissioning, chair.  
Debbie Burnicle Deputy Chief Officer 

Report author Ms Deborah Cornell, head of corporate affairs  

Governance and Assurance 

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

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

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

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

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

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

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

Statutory duties relating to governance  

Are the identified risks on the risk register?  

 
Yes  

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

N/A 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
Yes to deliver the commissioning strategy for general practice.  
Response to this currently being considered by the senior team 
but agreement to fund Head of Primary Care/Localities post. 

Has there been appropriate 
clinical engagement?  

Yes via the clinical members of the committee 

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

Yes via Healthwatch representation on the committee and as 
per any service change 

Any current or expected 
impact on patient 
outcomes/experience? 

Yes as per the commissioning strategy for general practice 

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

Yes via Healthwatch, the local authority and general practice 
representatives on the committee 
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ANNUAL REVIEW OF 

PRIMARY CARE COMMISSIONING COMMITTEE  
 

 
In line with its terms of reference, this committee reports to the governing body and must undertake an annual 
review of its performance and provide an account of its work.  This template is aimed at assisting the chairs of 
those groups to produce a standardised report on that review.   
 

Review period 
 

April 2015 to March 2016 

 
Number of Meetings  
  

 
8 formal meetings 

 
Members 

 

 
Number of apologies / deputies attended (see below) 
 

Number of meetings 
eligible to attend: 

Number of meetings 
actually attended by 
members: 

Number of meetings 
where deputy attended: 
(*n/a – no deputy) 

Mrs Aileen Sullivan, lay member 
PPI (chair until end of Aug 2015) 

8 8  

Mr Chris Macklin, lay member 
primary care commissioning 
(chair from Sept 2015) 

3 3  

Mr David Gallagher, chief officer 8 7 1 

Mrs Debbie Burnicle, deputy 
chief officer  

8 8  

Dr Val Taylor, GP executive  8 6 n/a 

Dr Geoff Stephenson, primary 
care advisor) 

8 8  

Mr David Chandler, chief finance 
officer 

8 8  

In attendance: 

Mr Kevin Morris, chair of 
Healthwatch 

8 6 n/a 

Mr  Neil Reveley, director of 
people services, Sunderland City 
Council 

8 5  

NHS England primary care 
contracting representative 

8 8  

Ms Deborah Cornell, head of 
corporate affairs 

8 6 n/a 

 
Role and responsibilities of the committee  
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The committee has been established in accordance with statutory provisions to enable the members 

to make collective decisions on the review, planning and procurement of primary medical care 

services in Sunderland, under delegated authority from NHS England.  

In performing its role the committee will exercise its management of the functions in accordance with 

the agreement entered into between NHS England and NHS Sunderland CCG, which will sit 

alongside the delegation and terms of reference. 

The functions of the committee are undertaken in the context of a desire to promote increased co-

commissioning to increase quality, efficiency, productivity and value for money and to remove 

administrative barriers.  

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

medical care services under section 83 of the NHS Act.  

 
Details of main work areas 

 

The main areas of work for the committee include the following: 

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

monitoring of contracts, taking contractual action such as issuing branch/remedial notices, 

and removing a contract); 

 Newly designed enhanced services (‘local enhanced services’ and ‘directed enhanced 
services’); 

 Design of local incentive schemes as an alternative to the Quality Outcomes Framework 

(QOF); 

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

 Approving practice mergers; and 

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

 

The committee also carries out the following activities under delegated authority from the governing 

body: 

 Plan, including needs assessment, primary medical care services in Sunderland; 

 Undertake reviews of primary medical care services in Sunderland;  

 Co-ordinate a common approach to the commissioning of primary care services generally; 

 Manage the budget for commissioning of primary medical care services in Sunderland 

 
Main achievements and assurances 
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The committee has met eight times during the year and its main role has been to establish a robust 

handover process from NHS England to ensure continued effective management of the primary 

medical care commissioning function. This included reviewing the existing systems and processes 

and to provide assurance to the governing body that these were fit for purpose. 

In order to strengthen the membership of the committee, the CCG appointed a further lay member 

with a specific role around primary care commissioning to ensure the CCG carried out the statutory 

duties associated with these functions effectively.  These duties include the management of conflicts 

of interest in primary care commissioning, promoting the NHS Constitution, improving quality of 

primary medical care services, reducing inequalities, promoting patient choice and patient and public 

involvement.   

 

During the year the committee has: 

 Reviewed and agreed its terms of reference 

 Developed a strategy for general practice in partnership with general practice 

 Agreed a 5 year financial plan to support delivery of the strategy for approval by the Governing 

Body. 

 Approved investments in 2016/17 that will support delivery of Objective 1 of the Strategy 

relating to increasing capacity and capability in General Practice 

 Approved a range of workforce developments e.g. child care co-ordinator service; health 

practitioner service 

 Recommended to the executive committee a local incentive scheme for practices  

 Provided assurance to the governing body on the primary care commissioning financial 

position 

 Reviewed and agreed a procurement and evaluation strategy for three APMS contracts in 

Washington and West localities 

 Reviewed the PMS Review requirements 

 Agreed a Memorandum of Understanding with NHSE re respective roles as a delegated 

commissioner  

 Agreed to procure a revised Violent Patients Scheme as part of the APMS strategy. 

 
Details of main challenges faced by the committee 

 

The key challenges faced by the committee in 2015/16 have been: 

 Managing conflicts of interest 

 APMS procurement  

 Care Quality Commission inspection outcomes for GP practices and determining a Quality 

Framework for General Practice. 

 Understanding and managing the contract requirements for General Practice 

 Delegation authority in relation to financial management   

 

 
Prospective forward look at main areas of work for coming  year (2016/17) 
 

 
The committee will be focussing on the following in the coming year: 
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 Implementation of the general practice strategy and in particular the priorities for 16/17 relating 

to capacity and capability. 

 quality assurance (linking to the quality, safety and risk committee work) 

 communications with general practice  

 APMS procurement /mobilisation 

 
Proposal to review Terms of 
Reference? 
  

 
Yes  

 
If yes, summary of the key 
changes to the terms of 
reference: 
 

 
The terms of reference need to be reviewed to ensure: 

 the membership for the committee remains appropriate; 
ensure there is the right level of representation and 
therefore assurance gained within the committee 
discussions 

 The scheme of delegation is fit for purpose 

 Learning from managing the challenges identified earlier 
e.g. the developing quality framework and the role of the 
Quality, Safety and Risk Committee. 

  

 
Chair of the Committee 
 

 
Aileen Sullivan/Chris Macklin 

 
Date: 
 

 
April 2016 
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           Appendix 1 
 
 

 
 

 

Primary Care Commissioning Committee 

Terms of Reference 

  

 

1. Introduction  

 

1.1 Simon Stevens, the Chief Executive of NHS England, announced on 1 May 2014 

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

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

commissioning functions.  One option available was that NHS England would 

delegate the exercise of certain specified primary care commissioning functions to 

a CCG.     

 

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

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

functions specified in schedule 2 to these terms of reference to NHS Sunderland 

CCG. The delegation is set out in Schedule 1.  

  

1.3 NHS Sunderland CCG (the CCG) has established this primary care commissioning 

committee (the committee). The committee will function as a corporate decision-

making body for the management of the delegated functions and the exercise of 

the delegated powers.    

 

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

 

 NHS Sunderland CCG 

 NHS England 

 Sunderland City Council 

 Sunderland Healthwatch  
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2. Statutory Framework  

 

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

care commissioning functions set out in schedule 2 in accordance with section 13Z 

of the NHS Act.  

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

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

CCG. 

 

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

for the exercise of any of its functions. However, the CCG acknowledges that in 

exercising its functions (including those delegated to it), it must comply with the 

statutory duties set out in Chapter A2 of the NHS Act and including: 

 

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

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

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

14Q); 

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

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

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

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

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

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

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

 

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

NHS England, exercise those set out below: 

 

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

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

 

2.5 The committee is established as a committee of the governing body in accordance 

with schedule 1A of the “NHS Act”.  
 

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

by NHS England or by the secretary of state.  
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3. Role of the committee   

 

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

provisions to enable the members to make collective decisions on the review, 

planning and procurement of primary medical care services in Sunderland, under 

delegated authority from NHS England.  

 

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

in accordance with the agreement entered into between NHS England and NHS 

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

 

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

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

and value for money and to remove administrative barriers.  

 

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

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

 

3.5 This includes the following: 

 

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

contracts, monitoring of contracts, taking contractual action such as issuing 

branch/remedial notices, and removing a contract); 

 Newly designed enhanced services (‘local enhanced services’ and ‘directed 
enhanced services’); 

 Design of local incentive schemes as an alternative to the Quality Outcomes 

Framework (QOF); 

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

 Approving practice mergers; and 

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

 

3.6 The CCG will also carry out the following activities: 

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

Sunderland; 

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

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

services generally; 

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

Sunderland.     
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4. Geographical coverage   

 

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

 

 

5. Membership 

 

5.1 The committee shall consist of:  

 

 lay member (chair) 

 lay member 

 chief officer 

 chief finance officer 

 GPs x 2 

 deputy chief officer  

 

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

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

and to provide a direct link to the governing body.  

 

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

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

 

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

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

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

independence:  

 

 Local authority representative  

 Local healthwatch representative 

 NHS England  

 

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

 

6. Meetings and voting   

 

6.1   The committee will operate in accordance with the CCG’s standing orders. The 
head of corporate affairs, as secretary to the committee, will be responsible for 

giving notice of meetings. This will be accompanied by an agenda and supporting 
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papers and sent to each member representative no later than 7 days before the 

date of the meeting. When the chair of the committee deems it necessary in light 

of the urgent circumstances to call a meeting at short notice, the notice period 

shall be such as s/he shall specify.  

 

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

decisions by a simple majority of members present, but with the chair having a 

second and deciding vote, if necessary. However, the aim of the committee will be 

to achieve consensus decision-making wherever possible.     

 

 

7. Quorum 

 

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

 at least one lay member or vice chair  

 at least the chief officer or chief finance officer 

 at least one GP   

 

7.2 Where a conflict of interest arises which prevents the GPs from being involved in 
the discussion and/or voting on any matters, and/or the quoracy of the meeting or 
for individual agenda items cannot be maintained, the quoracy for the meeting will 
be: 

 at least the chief officer or the chief finance officer; 

 at least one lay member  

 
 
8. Frequency of meetings   

 

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

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

will be expected to attend each meeting.  

 

8.2 Meetings of the committee shall:  

 

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

 

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

the public (whether during the whole or part of the proceedings) whenever 

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

nature of the business to be transacted or for other special reasons stated in 
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the resolution and arising from the nature of that business or of the 

proceedings or for any other reason permitted by the Public Bodies (Admission 

to Meetings) Act 1960 as amended or succeeded from time to time.   

 

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

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

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

reach a collective view.  

 

8.4 The committee may delegate tasks to such individuals, sub-committees or 

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

consistent with the parties’ relevant governance arrangements, are recorded in a 
scheme of delegation, are governed by terms of reference as appropriate and 

reflect appropriate arrangements for the management of conflicts of interest. 

 

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

to inform discussions. 

 

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

the CCG’s standing orders.  
 

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

area team of NHS England and the governing body of the CCG each month for 

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

are delegated under paragraph 27 above.   

 

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

constitution.  

 

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

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

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

 

 

9. Accountability of the committee  

 

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

accountable to the governing body and subject to the CCG’s scheme of 
reservation and delegation. 
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9.2 For the avoidance of doubt, in the event of any conflict between the terms of this 

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

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

 

10. Procurement of agreed services   

 

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

delegated authority and in accordance with the detailed arrangements regarding 

procurement will be set out in the delegation agreement.  

 

11. Decisions   

 

11.1 The committee will make decisions within the bounds of its remit. 

 

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

Sunderland CCG.     

 

 

Date approved by committee: 23 April 2015  

 

 

Date approved by Governing Body:  21 July 2015 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
PRIMARY CARE COMMISSIONING COMMITTEE 

 
24th May 2016 

Report Title: 

 
Sunderland CCG Primary Care Commissioning 

Finance Report – Year Ended 2015/16 
 

Purpose of report 

 
The purpose of this report is to present the Primary Care Committee a summary of the financial 
position of delegated general practice budgets for the year ended 2015/16. 

Key points, risks and assurances 

 

 Key issue is to ensure the CCG has met all its financial duties for 2015/16. 

 The report provides assurance that the financial outturn for the year 2015/16 has achieved 
those duties so far as they relate to delegated Primary Care Commissioning.  

 Risks to delivery are documented within the report.  
 

Recommendation/Action Required 

 
Members are asked to note the financial position of delegated general practice budgets for the year 
ended 2015/16. 
 

Sponsor/approving director   David Chandler, Chief Finance Officer  

Report author Tarryn Lake, Head of Finance 

Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties 


CO2:  Maintain financial control and performance targets  

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

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

CO5: Identify and deliver the CCG’s strategic priorities  
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CO6: Develop the CCG localities  

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

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

None  

Are the identified risks on the risk register?  

 
No 

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

No 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
None 

Has there been appropriate 
clinical engagement?  

N/A 

Any current or expected 
impact on patient 
outcomes/experience? 
 

No  

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

N/A  

Version Date Comments  

1.0 Draft 06/05/2016 TL initial draft 

2.0 Draft 10/05/2016 Dc Review 

3.0 Draft 11/05/2016 TS Review 

4.0 FINAL 11/05/2016 FINAL DC APPROVED 
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Primary Care Commissioning Committee  
Financial Report for 2015/16 

 
1. Purpose of Report  

The purpose of this report is to present the Primary Care Commissioning 
Committee with the summary financial position for delegated general practice 
budgets for 2015/16. 
 

2. Summary Financial Performance 
The summary financial performance for delegated general practice budgets for 
the 2015/16 is outlined below.  
 

Expenditure Summary

2015/16 Budget 

£

2015/16 Actual

£

Variance

£

General Practice - GMS 20,580,000 20,333,242 -246,758

General Practice - PMS 4,220,000 4,238,159 18,159

General Practice - APMS 1,970,000 1,951,810 -18,190

QOF 4,233,000 4,273,722 40,722

Enhanced Services 2,016,000 1,993,068 -22,932

Premises Cost Reimbursement 3,286,000 3,211,915 -74,085

Dispensing/Prescribing Drs 165,000 186,984 21,984

Other GP Services 970,000 825,374 -144,626

15/16 Growth 18,000 0 -18,000

Clinical&Medical-Independent Sector & Other 645,000 609,625 -35,375

Conferences and Seminars 0 1,645 1,645

Contracting - Other External 40,000 29,609 -10,391

Foundation Trust Spend 9,000 17,505 8,505

Total Delegated Budgets                                        38,152,000                     37,672,659 -                              479,341  
 

 The CCG has reported an underspend of £479k on delegated general practice 
budgets for 2015/16.  
 
Further detailed analysis is provided below on the movements from the month 11 
report.  
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Expenditure Summary Month 11 Forecast Variance 

(£000's)

Month 12 Variance (£000's) Movement (£000's)

General Practice - GMS -225,558 -246,758 -21,200

General Practice - PMS 18,159 18,159 0

General Practice - APMS -44,637 -18,190 26,447

QOF 40,726 40,722 -4

Enhanced Services -62,449 -22,932 39,517

Premises Cost Reimbursement -69,251 -74,085 -4,834

Dispensing/Prescribing Drs 22,673 21,984 -689

Other GP Services -123,295 -144,626 -21,331

15/16 Growth -258,000 -18,000 240,000

Clinical&Medical-Independent Sector & Other -30,000 -35,375 -5,375

Conferences and Seminars 0 1,645 1,645

Contracting - Other External -10,391 -10,391 0

Foundation Trust Spend -4,500 8,505 13,005

Total Delegated Budgets -                                           746,523 -                                        479,341                                267,182  
 
The main adverse variance movements relate to 15/16 growth reserve (£240k), 
APMS contracts (£26k) and Enhanced Services (£40k). This has been offset by 
favourable movements on GMS (£21k) and Other GP Services (£21k).  
 
Overall the outturn has adversely moved by £267k. This is due in the main to the 
additional non recurrent schemes agreed at month 11 on medical equipment for 
GP practices (£100k) and the LD enhanced service (£140k). The additional 
spend on these areas also relates to the movement on the 15/16 growth reserve 
as the schemes have been funded in month 12 from this reserve.  
 
The General Practice – GMS, General Practice – PMS and General Practice – 
APMS budgets reflect the core contract payments for 2015/16. The 2015/16 
outturn for GMS has improved by £21k which in the main is due to actual 
transition fund payments being less than expected. This has been offset with 
additional costs for APMS contracts following final reconciliations in month 12 of 
£26k.  
 
The budget in relation to Quality Outcome Framework (QOF) payments has 
reported a £41k overspend for 2015/16 which is based on an estimate as the 
actual performance has not as yet been finalised. The budgets for 2015/16 had 
been established prior to transfer to the CCG and were based on the assumption 
of 100% achievement of QOF points across practices. This has however included 
an assumption in relation to the rate for prevalence of diseases of 15% when 
establishing the budget.  Following analysis of Sunderland QOF payments for 
2014/15 it has been identified that prevalence rates were closer to 22.51%. It has 
been assumed on the basis of prudency that practices achieve 100% of QOF 
points for 2015/16 with similar prevalence to 2014/15.  
 
The Enhanced Services budget has reported a £23k underspend for 2015/16 
which is an adverse movement from the month 11 forecast of £40k. Assumptions 
have been made to determine the 2015/16 year end position as actual 
achievement is not as yet known. The movement in the outturn in the main 
relates to additional forecast expenditure for violent patient service and minor 
injuries enhanced services not previously expected.  
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The overall underspend on Enhanced Services relates mainly to the Dementia 
and Extended Hours DES. The estimated outturn for the Dementia DES has 
been determined based on a growth in the number of checks being completed 
from 2014/15 of 10%. The forecast spend for the Extended Hours DES has been 
estimated based on the number of practices expected to sign up to the DES for 
2015/16 being the same as 2014/15. The detailed breakdown of expected spend 
by individual enhanced services is outlined below including the movement from 
the month 11 forecast outturn.  
 

Enhanced Services

2015/16 

Budget 

£

2015/16 

Actual

£

Variance

£

Mth 11 

Forecast 

£

Movement

£

Dementia 277,145 155,151 -121,994 -106,478 -15,516

Extended Hours 467,601 367,888 -99,714 -99,714 0

Learning Disabilities 71,593 123,163 51,570 43,107 8,463

Minor Surgery 260,205 358,096 97,891 97,891 0

Unplanned Admissions 882,884 905,621 22,737 22,737 0

Violent Patients 26,528 44,777 18,249 3,740 14,509

Intrapartum Care 4,808 1,311 -3,497 -3,497 0

Choice GP & Minor Injuries 25,236 37,062 11,826 -20,236 32,062

Total         2,016,000         1,993,068 -        22,932 -        62,450          39,518  
 

The Premises Cost Reimbursements are based on actual rent, rate and waste 
charges expected in 2015/16. The outturn for Premises Cost Reimbursements for 
2015/16 reported is an underspend of £74k which is due mainly to an 
underspend on the contingency budget for rent and rate reviews. There have 
been some minor movements from month 11 across a number of areas in 
premises.  
 
Other GP Services include expected charges for seniority, maternity and 
sickness cover, suspended GP’s and sterile products. This outturn for 2015/16 is 
based on an estimate and has adversely moved in month 12 due to a change in 
national guidance on reimbursable rates for maternity leave cover. As agreed 
previously in the committee, Sunderland CCG has entered into a risk share 
agreement with other CCGs in the North East to mitigate against any unexpected 
variances in expenditure in this area.  As previously discussed, the nature of the 
expenditure in this category means the forecast can be volatile if unexpected 
sickness, maternity or suspensions occur. The risk share agreement should 
reduce the potential impact on Sunderland CCG of large movements in the actual 
outturn.    

 
3. Recommendation  

Members are asked to note the financial position of delegated general practice 
budgets for the year ended 2015/16. 

 
 Tarryn Lake  
 Head of Finance  
 Sunderland CCG 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Primary Care Commissioning Committee 

 
24 May 2016 

Report Title: 
 

Fulwell Medical Centre List Closure 
 

Purpose of report 

 
To inform NHS Sunderland Clinical Commissioning Group of an application received from Fulwell 
Medical Centre for a list closure of 11 months and seek a decision on the request. 
  

Key points, risks and assurances 

NHS England received a request from Fulwell Medical Centre on 24th March 2016 to close their 
patient list for a period of 11 months.  The practice has a list size of 9,782 patients. 
There are 4 salaried GPs at the practice; two are currently on maternity leave and another has 
announced she is pregnant and will start maternity leave in September 2016.  The 4th GP has 
resigned and leaves the practice on 4th July 2016 which leaves the practice with a Whole Time 
Equivalent of 2.33 GPs at the practice, equating to a patients per whole time equivalent GP ratio of 
1: 4,198.   
 
The practice wants to employ a career start GP and a Nurse Practitioner to ease the staffing 
situation and continue best support for all patients.   There are 8 practices within a 1.7 mile radius of 
Fulwell Medical Centre which have open patient lists, all of which are supportive of the list closure.   
 
The options for consideration are: 
 
Option 1 – Approve the application to close the patient list for Fulwell Medical Centre for eleven 
months.  
 
This option will allow the practice to work towards the recruitment of a new Career start GP and a 
Nurse Practitioner.   

 
The risk identified with this option is that additional applications may be received from practices 
within the Sunderland area. 
 
Option 2 – Reject the application for a temporary eleven months closure on the grounds that 
accepting the practice’s proposal will increase pressure on neighboring practices and reduce patient 
choice in the area.   
 
This option will allow: 

 

 No change to patient choice of practices to register with. 

 Recognition that other practices in the area are under pressure and that the pressures need to 
be managed within the practice. This will reduce additional strain on other practices in the area. 
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The risk identified with this option is that it will increase the pressure on the remaining GPs at 
Fulwell Medical Centre. 
 
A copy of the report is attached.  Since the report was written, the practice have been in touch to 
inform NHS England, that one of the remaining partners making up the 2.33 WTE is to retire in 
October 2016. 
 
NHS England requires the Primary Care Commissioning Committee consider the options. 
 

Recommendation/Action Required 

 
Following consideration of assessment of information and relevant factors detailed in the report, 
NHS England, Cumbria and the North East’s Primary Care Operational Group considered the 
application received from the practice and recommends the approval of: 
  
Option 1 – Accept the application for a temporary eleven months closure on the grounds that 
accepting the practice’s proposal will give the practice more time to recruit a Career Start GP 
and a Nurse Practitioner, and continue to look after the best interests of the patients.   
 
The agreement of the list closure would be subject to the practice submitting a credible action plan 
within 2 weeks of approval to close which would include details on: 
 

 a plan to ensure the list is re-opened at the end of the closure period, including steps to be 
undertaken to recruit; 

 a practice plan to ensure a sustainable clinical service model is achieved for the future, 
exploring GP and alternative clinical models for delivery. 

 

Sponsor/approving director   Debbie Burnicle, Deputy Chief Officer 

Report author 
Simon Cox, Primary Care Business Manager, NHS 
England 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 
CO1: Ensure the CCG meets its public accountability duties  

CO2:  Maintain financial control and performance targets  

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

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

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

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

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

The GMS contract allows practices to apply to close their list to new patients for a period of 3 
months up to 12 months. 

Are the identified risks on the risk register?  

 
None  

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

 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 
Are additional resources 
required?   

 
N/A  

Has there been appropriate 
clinical engagement?  

Local practices and the LMC have been contacted for their 
views on a potential list closure 

Any current or expected impact 
on patient 
outcomes/experience? 
 

None - New patients will be able to register at other local 
practices, all of whom have open lists 

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

8 local practices within a 1.7 mile radius have been notified of 
the request, none of the practices informed have said they 
won’t support the closure, all have been positive.  The LMC 
also support the list closure. 
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A89015 – Fulwell Medical Centre, 

Sunderland 

Application for Temporary Closure of List  

 
 

 

1. INTRODUCTION 

 

 

1.1 The purpose of this report is to provide information to enable NHS England to consider an 

application received on 24 March 2016 from Fulwell Medical Centre, Sunderland 

(Appendix 1) to close its list to new patients for a temporary period of 11 months.   

 

1.2 Fulwell Medical Centre is a GMS practice providing Essential, Additional and Enhanced 

general medical services to a population of 9,782 as at 01 January 2016 (weighted 

population 10,380.20) based in Sunderland. 

 

2. BACKGROUND 

 

 

2.1 The practice states in its application that the reasons it wishes to close its list on a 

temporary basis are: 

 

 “We have 4 salaried GPs.  One is on maternity leave, one has just started 

maternity leave 4
th

 April 2016, one has announced is pregnant and will start 

maternity leave in September 2016.  Another GP leaves as of the 1
st
 

July2016” 

 

2.2 Based on the list size as at 01 January 2016 of 9,782 patients, and from August the practice 

will be 4 GPs, 2.89 WTE down, the average number of patients per whole time equivalent 

GP is 4,198. 

 

 

3. ACTIONS TAKEN BY THE PRACTICE TO PREVENT THE LIST CLOSURE  

 APPLICATION 
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3.1 The practice is trying to secure regular locum sessions, but struggling to pay for this.  
They are also giving consideration to employing a career start GP and a Nurse 
Practitioner. 

 
 
 
 

4. ISSUES FOR CONSIDERATION 

 
 

4.1 Practice Profile 

 

4.1.1 There are 8 other practices within a 1.7 mile area of Fulwell Medical Centre.  From a 

comparison with other practices’ boundaries in Sunderland, there are no areas of Fulwell 

Medical Centre’s practice area that would not be covered by neighbouring practices.  
  

4.1.2 The opening hours of the practice are given in Table 1.   

 

 Table 1 – Opening Hours (Fulwell Medical Centre) 

 

  Core Hours  Extended Access 

 Hours 

 Total Hours 

Monday  08:30 – 18:00 N/A  9 ½ hours 

Tuesday  08:30 – 18:00 N/A  9 ½ hours 

Wednesday  07:00 – 18:00  N/A  11 hours 

Thursday  08:30 – 18:00  N/A  9 ½ hours 

Friday  08:30 – 18:00  N/A  9 ½ hours 

Weekend  Closed  Closed  N/A 

 TOTAL HOURS  =  49 hours per week 

 

 

4.1.3 The list size for Fulwell Medical Centre is shown in Table 2 and the graph below.  This 

shows that the list size has steadily grown over the last two years with an increase of 158 

patients since the quarter end January 2014.   

  

Graph 1 – List Size – January 2014 to January 2016 
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4.2 Financial Information 

 

4.2.1 Fulwell Medical Centre is a GMS practice and receives £80.59 per weighted patient.  All 

other neighbouring practices are GMS with the exception of Millfield Medical Group, 

however as a PMS practice they also receive the same Global Sum rate of £80.59 per 

weight patient.  Therefore if patients registered at one of the neighbouring practices there 

would be no financial impact. 

 

4.3 Clinical Staffing Levels  

 

4.3.1 The practice would normally work with 5.22 WTE GP commitment.  Due to maternity 

leave and a vacancy the practice is working with 2.33 WTE GP commitment.  Therefore 

the number of patients per WTE GP is 4,198 which is higher than the national benchmark 

or 1,800.  

 

4.4 Impact Assessment on Neighbouring Practices 

 

4.4.1 Within a 1.7 mile radius of Fulwell Medical Centre there are 8 other practices.  Table 2 

below gives details of practices within 1.7 miles of Fulwell Medical Centre.  The table 

shows that the average number of patients per WTE GP at Fulwell Medical Centre is 

higher than the local average at 4,198 compared to 2,066. 
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Table 2 – Neighbouring Practices   

Practice 

Code 
Practice 

GMS 

/ 

PMS 

WTE 

GPs  

 

WTE NPs 

 

List Size  

Patients 

per WTE 

GP 

Open / 

closed 

list 

Distance to 

Fulwell 

(miles) 

A89015 Fulwell Medical Centre GMS 2.33 0 9,782 4,198 Open 

 

A89014 Roker Family Practice GMS 1 0 2,217 2,217 Open 1.0 

A89019 
Dr Cloak, Choi & 

Milligan 
GMS 5.88 

1 
9,914 1,686 Open 1.1 

A89603 Dr Obonna GMS 1 0 2,013 2,013 Open 1.1 

A89604 Dr Weatherhead GMS 2.5 0 3,914 1,566 Open 1.1 

A89016 St Bede Medical Centre GMS 4.2 0 7,862 1,872 Open 1.2 

A89040 Monkwearmouth H C GMS 1.79 0 2,913 1,627 Open 1.2 

A89008 Red House Medical Centre GMS 3 0 4,933 1,644 Open 1.7 

A89017 Millfield Medical Group PMS 7.22 1 12,777 1,770 Open 1.7 

 Average of Practices in 

Table 
 

 
6,258 2,066  

 

 

 

 

 

 

4.5 Stakeholder Consultation 

  

4.5.1 NHS England has consulted with local practices as well as Sunderland Clinical 

Commissioning Group and the Local Medical Committee.   

 

4.5.2 Dr Weatherhead and Monkwearmouth Health Centre are supportive of Fulwell Medical 

Centre’s request.  The Roker Family Practice is also in support of the list closure and has 

said they would be happy for their details to be passed onto any patients who wish to 

register with them.  Redhouse Surgery is also in support of the list closure.  Dr Cloak and 

Partners are willing to support the list closure and happy to offer support to colleagues at 

Fulwell Medical Centre.  Dr Obonna’s surgery have said if the list is closed, there should 
be no effect to their surgery. 
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4.5.3 St Bede’s Medical Centre would like to support Fulwell’s request, but have expressed 
concern as they are currently struggling with capacity issues.  The Practice Manager from 

Millfield Medical Group, informed NHS England that Sunderland Council are looking to 

build up to 200 properties in Seaburn over the coming year, once feedback has been 

received from local residents.  

 

4.6 Quality Assurance 

 

4.6.1 The Primary Care Web Tool highlights the practice as an ‘achieving practice’ within the 

General Practice Outcomes Standards (GPOS) with 2 Level 1 triggers and 0 Level 2 trigger 

around:  Diabetes Estimated Diagnosis Rate and %Naproxen and Ibuprofen.  

 

4.7 Regulations, Legislation and Contractual Issues 

 

4.7.1 Regulation 13.18 of the GMS contract allows practices to apply to close their list to new 

patients for a period of 3 months up to 12 months.   

 

4.8 GP Patient Survey 

 

4.8.1 A selection of relevant questions from the Patient Access survey for 2014 / 15 are provided 

in Table 4 showing that patients’ satisfaction in respect of access at Fulwell Medical 

Centre is above the CCG and national average in respect of convenient appointments 

offered, below the CCG average in respect of telephone access and overall satisfaction and 

below both the CCG and National average in respect of satisfaction with opening hours.  
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 Table 4 – Patient Survey Results (weighted) July 2014 to September 2014 and  

January to March 2015 – Published July 2015 

 

Practice Easy to get 

telephone 

access % 

Convenient 

appointment 

offered % 

Satisfied with 

opening 

hours % 

Satisfied with 

overall 

experience of 

GP surgery % 

Fulwell Medical Centre 76 95 69 86 

Roker Family Practice 84 96 90 86 

Dr Cloak, Choi & Milligan 62 99 87 92 

Dr Obonna 89 93 84 84 

Dr Weatherhead 79 91 86 93 

St Bede’s Medical Centre 93 98 88 89 

Monkwearmouth H C 100 96 87 92 

Red House Medical Centre 94 88 79 77 

Millfield Medical Group 69 97 86 89 

Sunderland CCG average 78 94 79 87 

National average 73 92 75 85 

Red / Green / Amber rated against Sunderland CCG and National average with Red indicating performance 

below Sunderland and National average; Amber falling between Sunderland and National average and Green 

falling at or above Sunderland and National average.   

 

  

5. OPTIONS 

 

5.1 The following options are available: 

 

5.1.1 Option 1 – Approve the application to close the patient list for Fulwell Medical Centre for 

eleven months.  

 

 This option will: 

 

 Allow the practice to work towards the recruitment of a new Career start GP and a Nurse 
Practitioner.   

 

 The risks identified with this option are: 
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 Additional applications may be received from practices within the Sunderland area.   

 

 

5.1.2 Option 2 – Reject the application for a temporary eleven months closure on the grounds 

that accepting the practice’s proposal will increase pressure on neighbouring practices and 

reduce patient choice in the area.   

 

This option will allow: 

 

 No change to patient choice of practices to register. 

 Recognition that other practices in the area are under pressure and that the pressures 

need to be managed within the practice. This will reduce additional strain on other 

practices in the area. 

 

 The risks identified with this option include: 

 

 Increase the pressure on the remaining GPs at Fulwell Medical Centre. 
 

 

6. SUMMARY 

 

6.1 Fulwell Medical Centre holds a GMS contract with 2.33 WTE GP with a practice list size 

of 9,782 patients as at 01 January 2016.   

  

6.2 NHS England has consulted with eight local practices.  All eight practices have supported 

the application, however St Bede Medical Centre did raise concerns that they are also 

struggling with capacity and Millfield Medical Group did advise that the local council 

were building up to 200 properties in the neighbouring area of Seaburn.  

 

7. RECOMMENDATION  

 

7.1 Using the information within the assessment above and the relevant factors detailed 

within this report, the recommendation is:  

 

Option 1 – Accept the application for a temporary eleven months closure on the 

grounds that accepting the practice’s proposal will give the practice more time to 
recruit a career start GP & a Nurse Practitioner and continue to look after the best 

interests of the patients.   

 

7.2 The list closure would be subject to the practice submitting a credible action plan within 

2 weeks of approval to close to ensure the list is re-opened at the end of the closure 

period. The plan must include: 

 A plan to ensure the list is re-opened at the end of the closure period, including 
the steps to be undertaken to recruit a GP. 

 A practice plan to ensure a sustainable clinical service model is achieved for the 
future, exploring GP and alternative clinical models for delivery. 



 NHS Protect Item 9 

 Page 11 of 13 May 2016 

 

APPENDIX 1 

 

APPLICATION FROM FULWELL MEDICAL CENTRE  

FOR TEMPORARY LIST CLOSURE 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Primary Care Commissioning Committee 

 
24th May 2016 

Report Title: 
 

Notes of the General Practice Strategy and 
Implementation Group meetings 9th March 2016  

Purpose of report 

 
For information  

Key points, risks and assurances 

 
Within the minutes  

Recommendation/Action Required 

 
For information 
 

Sponsor/approving director   Debbie Burnicle 

Report author Helen Steadman 

Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties x 

CO2:  Maintain financial control and performance targets  

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

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

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

CO6: Develop the CCG localities  

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

CO8:  Develop and deliver primary medical care commissioning x 

Any relevant legal/statutory issues 
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N/A 

Are the identified risks on the risk register?  

 
N/A 

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

The notes of the Workforce meeting are presented to each Primary Care Commissioning 
Committee for info 

 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
Yes as per the financial plan on a page for general practice  

Has there been appropriate 
clinical engagement?  

Yes via the membership of the group. 

Any current or expected 
impact on patient 
outcomes/experience? 
 

Yes via sustaining and transforming general practice, patient 
experience ratings should continue to be above average. 

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

Yes via the membership of the group 
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GP Strategy Implementation Group meeting 

held on Wednesday 9th March, 2016 
Steve Cram, 

Pemberton House 
 
1. Welcome 

Present: Tarryn Lake; Jon Twelves; Elizabeth Mallett; Dr Tracy Lucas; Dr Fadi Khalil; 
David Thorne; Sue Goulding; Jackie Spencer; Jacquie Lambie; Dr Geoff Stephenson; 
Helen Steadman; Debbie Burnicle; Jim Hardman. 
Apologies noted from: 

 Eric Harrison 

 Dr Ian Pattison 

 Dr Martin Weatherhead 
 

2. Membership of the Group 

As Sunderland HealthWatch is a member of the group, DB queried who represented 
HealthWatch. It was noted that the representative was Stephen Thompson but he was 
no longer at HealthWatch.  
HS advised that Florence Gunn had identified a Practice Nurse, Barbara Craggs, as the 
Practice Nurse representative on the group but it was too short notice for Barbara to join 
the March meeting as this had only just been organised.  
TL queried whether Terms of Reference (ToR) existed for the group. DB advised as this 
was only the second meeting of the group and the first meeting in January had been to 
undertake a prioritisation of the strategic objectives, ToR had not been developed. 
Action: To draft Terms of Reference and contact H/W regarding representation  
3. Prioritisation session 

The summary of the outputs from the prioritisation session on 12th January had been 
circulated to the group (agenda item 3 appended). Having prioritised the initiatives 
under each of the five strategic objectives, the group had discussed the outputs and 
came to a consensus. In summary, the priorities for 16/17 concern supporting general 
practice to increase capacity and build the workforce, continuing to deliver the role of 
General Practice in transforming out of hospital care, supported in both by working with 
the GP Federations. 
4. Primary care extended access service evaluation 

The group considered an evaluation of the GP extended hours service run in the East, 
West and North localities, undertaken by Durham University on behalf of Sunderland 
Alliance. 
 
Key points 

 Extended hours provide only 2% to the total number of appointments available. 

 The shape of delivery is broadly similar in the West and North - a same day 
weekday urgent care service.  In the East the weekend service is different in that 
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it caters more for non-urgent cases, given that referring practices are not open at 
the weekend. 

 The service was broadly thought to be at the right times.  The 6-7pm and 7-8pm 
appointments were most popular, but there was some patient willingness to 
attend for 8-9pm and even 9-10pm.   

 Any expansion of the service would make most sense with additional 6-8pm 

inputs. 

 Attendance was variable across the localities.   

 Use by individual practice is variable.   

 Patient support for the service was high.  More than half would rate the service 
received as better than their own GP and more than three quarters better than an 
urgent care centre. 

 Weekend utilisation was 61% on Saturdays and 58% on Sundays in the East and 
45% in the West, with no benchmark comparisons. 

 Practice Managers and clinicians also believed that the success of extended 
hours had helped foster a sense of collaboration between practices and helped 
develop links in the locality. 

 The costs could be standardised, or centralised. 

Following debate and discussion the group recommended:  

 the service should be tested further and continue for 2016/17 enabling the 
recommendations in the report to be realised; 

 providing a more efficient and standardised offer across the 3 localities, whilst 
retaining the benefits of the pilot, by a single provider;  

 the focus should be on ‘same day’/urgent appointments for all the population in 
those localities EXCEPT for more complex patients who need continuity of care 
and should be supported by integrated teams and recovery at home;  

 the offer be made to all 3 localities despite the low take up in the North, 
recognising the need to keep them engaged but that a potential option was for 2 
sites across 3 localities. 

 The funding would be non-recurrent. 

Dr Lucas also advised that the UC Board had considered the evaluation identifying key 
principles of the service to be: 

 Read and write access to full medical history (not just Summary Care Record) 

 Full 111 integration 

 For patients requiring an urgent care appointment 

 Single service specification required to enable measurement of impact 

 Retain Locality basis (not necessarily the same as Locality delivered) 

 Include Surge response and linked to the wider system 

 Expanding the service to the North locality will at this present moment in time 
cause workforce issues   
 

The UC Board supported the extension for a further year to enable the 
recommendations to be addressed and a non-recurrent budget for the service has been 
secured for the next year. 
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5. Primary care financial plan on a page 

Financial plan on a page and proposed application of funds were tabled at the meeting. 
TL took the group through the financial plan for the general practice delegated budget in 
respect of pre-commitments; assumptions; potential investment alongside the priorities.  

 Section 1 Planning Assumptions for delegated Primary Care 5 Year Financial 
Strategy 

o Assumptions regarding Primary Care / growth allocation announced 
o Growth is likened to a ‘U’ shape (elevated - reducing – elevated) 
o Funding for 20/21 reflects 7 day services 
 

 Section 2 Resource Releasing Initiatives 
o Funding gap in pharmacy pilot 
o Unutilised growth – need to identify 0.5% contingency fund and 1% set 

aside for contingency  
o LES & DES have not been included as the plan is about growth rather 

than £35m obligated GP budget. Also LES is funded from the GP budget. 
 

 Section 3 Source and Application Funds 
o Assumptions made regarding uplift – MPIG etc 
  

 Section 4 Planned investment Area 
o Outlined funding available for investment areas  
o Discussions regarding whether this is recurrent or non-recurrent 
o Some 16/17 schemes have already been agreed e.g. Training and Child 

Care Co-ordinator Service    
 

 It was agreed that it was difficult to make recommendations for investment at this 
stage in isolation of any understanding of costs of each priority in the GP 
Strategy. 

 

 It was agreed that a subgroup to meet to refine the funding priorities for 
presentation to the March Primary Care Committee for consideration along with 2 
business cases for career start practice nursing and health care assistants.    
 

6. 2016/17 Work plan 

This was not discussed due to time constraints. 
The delivery arrangements that are in place, or need to be in place, for the priorities 
would be reviewed at April’s meeting. 

 
7. Any Other Business 

Nothing noted. 
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8. Next Meeting: Wednesday 20 April 2016, 12.30 – 14.00, Steve Cram Room, 

Pemberton House. 
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Action Log for the GP Strategy Implementation Group 09.03.2016 

 

 

Issue Meeting 
Raised At 

Lead Action Status 

Membership 09.03.15 Helen Steadman Helen to liaise with Sunderland 
HealthWatch to confirm 
representative on the group 

 

Terms of reference 09.03.15 Helen Steadman Helen to draft Terms of Reference 
(ToR) 

 

Primary care financial plan 09.03.16 Debbie Burnicle To get a subgroup together to 
refine funding priorities for the 
March Primary Care 
Commissioning Committee 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance  x 

 
PRIMARY CARE COMMISSIONING COMMITTEE  

 
Tuesday 24th May 2016 

Report Title: 
 

Local Incentive Scheme 2016/17 
 

Purpose of report 

 
To note the local incentive scheme for 2016/17 including the sum of £2.22 per registered patient 
  

Key points, risks and assurances 

 
The details of the LIS has been developed and shared with GP Executives, Locality Practice 
Managers, Locality Practice Nurses and relevant staff within the Clinical Commissioning Group 
(CCG).   
 

 The LIS proposal is split into two sections Engagement and Medicines Optimisation 

 It is expected that the 2016/17 LIS will be the last year of a separate scheme, with the 
funding next year going into any Quality Premium that is being developed for Primary Care 

 
This paper  

 outlines the areas chosen in the LIS with a timetable for delivery;    

 includes the funding allocated per head of population and suggested breakdown for 
achievement payment. 
 

The Executive Committee approved the LIS and the supporting draft guidance which will undergo 
further refinement shortly, and will be launched to Practices through locality meetings in April/May 
2016. 

 

Recommendation/Action Required 

For information  

Sponsor/approving director   
Debbie Burnicle, Deputy Chief Officer 
 

Report author Jackie Spencer, Senior Commissioning Manager  

Governance and Assurance 

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

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

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

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

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

CO6: Develop the CCG localities X 

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

CO8:  Develop and deliver primary medical care commissioning X 

Any relevant legal/statutory issues 

N/A 

Are the identified risks on the risk register?  

 
N/A 

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

N/A 

Equality analysis completed 
(please tick)  

Yes  No  N/A x 

Key implications 

Are additional resources 
required?   

 
LIS funding of £2.22 per registered patient is already in the 
agreed CCG budgets for 16/17. 

Has there been appropriate 
clinical engagement?  

Engagement at 15 March 2016 development session 

Any current or expected 
impact on patient 
outcomes/experience? 
 

 
Patient outcomes, in terms of glycaemic control and diabetes 
related hospital admissions, are no better than other CCGs in 
the region, who have a lower weighted prescribing costs.  The 
picture, in terms of attainment of all care processes for 
diabetes patients is not clear as only 18 out of 51 practices 
completed the National Diabetes Audit in 2014-5. 
 
It is expected that through this scheme we can develop a better 
picture of the care processes that patients are receiving 
through the increased submission of the National Diabetes 
Audit. 
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Audit around patients on metformin likely to achieve better 
control with improved overall outcomes, may reduce demand 
for use of more expensive agents, those agents may be 
possible to step down/stop. 
 
 
Completion of a competency framework by GP Practices will 
allow gaps for training to be identified which will allow patients 
to be seen closer to home and not have to attend hospital. 

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

Development session on the 15 March 2016 involved public 
health, member practice representatives along with CCG 
Executive Team  
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Local Incentive Scheme 2016 – 2017 

 
Introduction 
 

The purpose of the Local Incentive Scheme (LIS) is to support achievement of 
Sunderland Commissioning Group (SCCG) priorities whilst enabling actions that all 
practices can play a part in delivering.  The LIS scheme will not be used to performance 
manage practices, but should provide opportunities for shared learning.  Participation in 
the LIS is voluntary, and through the scheme practices are recompensed for the time 
and resources required to deliver the LIS requirements.   
 
The LIS budget for 2016/17 equates to £2.22 per registered patient. 
 
Chosen Areas for the LIS 
 

As with 2015-2016 the chosen areas for the Local Incentive Scheme (LIS) are 
Engagement and Medicines Optimisation.   This reflects the longer term intention of 
incorporating the LIS into the Quality Premium for General Practice from 2016/17 and 
the engagement that will take place over the coming year on the key outcomes to be 
achieved via the Quality Premium.  It was not considered an effective use of resources 
to undertake major engagement on the LIS when such engagement would be needed 
on the overall Quality Premium over 2016/17. 
 
These areas were discussed during the Development Session and shared with Locality 
Practice Managers, Locality Practice Nurses, GP Executives and relevant CCG staff. 
 
The focus of the Medicines Optimisation element is on type 2 Diabetes and the four key 
areas that relate to medicines optimisation are: 
 

1. Education and training 
2. Participation in the national diabetes audit 
3. Audit – optimising the use of metformin and cardiovascular prevention in type 2 

diabetes 
4. Supporting the work of the medicines optimisation diabetes specialist nurse 

 
The purpose of the engagement section of the LIS is to encourage practices to attend 
TITO events, The AGM and locality meetings; but principally it is to ensure that the 
CCGs key messages are disseminated to all clinical and administrative staff within 
practices. The localities are crucial to the success of the CCG, therefore engagement 
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and attendance at these events by practices is extremely important, and for this reason 
it is included in the LIS. 
 
Previously in the 15/16 LIS the CCG made a £1.00 per registered patient upfront 
payment to practices recognising the pressures practices were under and in light of 
previous high levels of LIS achievement, therefore low risk in terms of overpayment. 
This year the Executive are asked to continue this upfront payment of £1.00 to practices 
for the same reasons and due to the late final payment for the end of year. Late 
payments as in previous years are due to final submissions taking place in March 2016 
and the Medicines Optimisation data lag. The previous year’s upfront payment was 
received well by the practices and also helped incentivise them to start the delivery of 
the LIS earlier on in the financial year.   
 
This year’s payment for the LIS is £2.22 prp, we propose that £0.75 of this be assigned 
to the Engagement section, with a further £0.25 to be allocated to the nurse 
engagement section and the remaining £1.22 to the Medicines Optimisation section.    
 
We do not propose any splitting of the Medicines Optimisation section. 
 
Next Steps 
The LIS will be launched during each of the Locality Meetings over April/May 2016. 
Following this launch the full document will be emailed to the Practice Managers. 
 
Detailed guidance is available and attached as a well developed draft, however there 
are some outstanding refinements that need to be resolved before issuing the detailed 
guidance to practices, although these will not affect the core components of the LIS 
described in this report. 
 
Recommendations: 
The Executive Committee: 

 approved the LIS for 2016/17  

 approved the upfront payment and. 

 noted the draft guidance supporting its implementation which will be shared with 
Localities in April/ May 2016. 

 
 
Jackie Spencer 
Senior Commissioning Manager 
 
Debbie Burnicle 
Sponsoring Director  
 
21 April 2016 
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Local Incentive Scheme 2016-17 
 
 

Introduction 
 
The purpose of the Local Incentive Scheme (LIS) is to support achievement of Sunderland 

Clinical Commissioning Group (SCCG) priorities whilst enabling actions that all practices can 

play a part in delivering.  The LIS scheme will not be used to performance manage practices, 

but should provide opportunities for shared learning. Participation in the LIS is voluntary, and 

through the scheme practices are recompensed for the time and resources required to deliver 

the LIS requirements.   

 

As in previous years it has been agreed that those practices who sign up to deliver the LIS will 

be paid £1.00 per registered patient upfront.  Therefore any practices not wanting to 

participate in the 2016-17 LIS will be required to opt out once they have received this 

guidance document. The specific deadline for practices to opt out will be outlined in the email 

which accompanies this guidance.  

 

Focus of the 2016-17 LIS 

 

It has been agreed through the development sessions on 15 March 2016 that the LIS for 

2016/17 will be the final LIS and from 2017/18 this will form part of the Quality Premium being 

developed during 2016/17.  This year’s LIS consists of two elements for which a practice will 

be paid. As in previous years, engagement will play a key part in this year’s LIS.  

 

Medicines Optimisation will also be included within this year’s LIS with the focus on type 2 

Diabetes.  

The four key areas that relate to medicines optimisation are: 

1. Education and training 

2. Participation in the national diabetes audit 

3. Audit – optimising the use of metformin and cardiovascular prevention in type 2 

diabetes 

4. Supporting the work of the medicines optimisation diabetes specialist nurse 

 

These areas were considered the best options to take forward into 2016/17, as there was not 

enough time to consider putting the LIS into the quality premium as originally suggested.  
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Engagement 

 

The purpose of the engagement section of the LIS is to encourage practices to attend TITO 

events, The AGM and locality meetings; but principally it is to ensure that the CCGs key 

messages are disseminated to all clinical and administrative staff within practices. The 

localities are crucial to the success of the CCG, therefore engagement and attendance at 

these events by practices is extremely important, and for this reason it is included in the LIS.  

 

 

To receive payment for the engagement element of the LIS, a practice will be required to; 

 

 Have a minimum of a GP, Practice Nurse and Practice Manager attend 75% of the 

TITO sessions  

 Have at least 1 admin representative attending two of the TITO sessions 

 Show evidence of key messages being disseminated to practice staff 

 Attend the SCCG Annual General Meeting (a GP and Practice Manager/Practice 

Nurse as a minimum) 

 

The practices will also need to demonstrate full engagement in locality work by; 

 

 Attending 75% of locality commissioning meetings. (GP & Practice Manager)  

 75% attendance at Practice Manager Meetings 

 Encouraging attendance at Practice Nurse meetings (no percentage given as 

appreciate some practices may only have one nurse)  

 Nurse engagement with the Diabetes Medicines Optimisation programme by attending 

and participating in clinical supervision sessions held during a locality practice nurse 

session during 2016-7 
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Medicines optimisation LIS 2016/7 – Type 2 diabetes 

Background: 

Diabetes mellitus is a common and complex condition affecting all aspects of the individual’s 
life, with potential costly and life-changing complications.  

Diabetes is the highest cost area of primary care prescribing in Sunderland.   

There is high use of the newer agents used in the treatment of Type 2 diabetes in Sunderland, 
such as gliptins, SGLT-2 inhibitors and GLP agonists, as well as relatively high use of insulin 
analogues in patients with Type 2 diabetes. 

Patient outcomes, in Sunderland, in terms of glycaemic control and diabetes related hospital 
admissions, are not better than other CCGs - who have lower prescribing costs - in the region.    

Benchmarking of patient care and the rates of acute and long term complications related to 
diabetes is difficult. Data are available in the annual national diabetes audit, however, during 
2014-5 (the latest report available) only 18 out of 51 practices took part in this audit.  

Recent developments 

Sunderland guidelines are now available for the prescribing of hypoglycaemic drugs in Type 2 

diabetes and prescribing of blood glucose testing strips. 

http://sunderlandccg.nhs.uk/wp-content/uploads/2015/12/SUNDERLAND-CCG-T2DM-

guideline-Dec-2015-FINAL.pdf 

 http://sunderlandccg.nhs.uk/wp-content/uploads/2015/04/SCCG-Guidance-on-the-Self-

Monitoring-of-Blood-Glucose-in-Adults-December-14.pdf 

The SCCG medicines optimisation team have commissioned a medicines optimisation 

diabetes specialist nurse service to support practices to review patients and ensure that their 

diabetes treatment is optimised. This service is initially focussed on patients with Type 2 

diabetes who are prescribed insulin analogues. Patients will be offered a holistic review to 

optimise all diabetes treatment, test strips and needles. The nurse also works with each 

practice to provide guidance, mentoring and support so that the practice can continue to 

improve the management of patients with diabetes. 

Sunderland GP Alliance are leading on enhanced primary care projects in SCCG. This will 

incentivise practices to review patients with Type 2 diabetes who are sub-optimally controlled 

and taking the newer medicines; optimise treatment, and ensure systematic routine review of 

patients on these medicines in line with NICE guidance. 

 

 

 

 

 

 

 

http://sunderlandccg.nhs.uk/wp-content/uploads/2015/12/SUNDERLAND-CCG-T2DM-guideline-Dec-2015-FINAL.pdf
http://sunderlandccg.nhs.uk/wp-content/uploads/2015/12/SUNDERLAND-CCG-T2DM-guideline-Dec-2015-FINAL.pdf
http://sunderlandccg.nhs.uk/wp-content/uploads/2015/04/SCCG-Guidance-on-the-Self-Monitoring-of-Blood-Glucose-in-Adults-December-14.pdf
http://sunderlandccg.nhs.uk/wp-content/uploads/2015/04/SCCG-Guidance-on-the-Self-Monitoring-of-Blood-Glucose-in-Adults-December-14.pdf
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Aims 

 

The local incentive scheme aims to improve outcomes for patients with Type 2 diabetes by:  

 Mapping the current skills in management of diabetes across practices to support provision 

of targeted education 

 Providing education and mentoring for clinicians on the management of diabetes and  

Sunderland diabetes guidelines to improve care and reduce clinical variation 

 Supporting practices to participate in the national diabetes audit, to give a clearer picture of 

patient outcomes and allow benchmarking 

 Supporting practices to review patients with Type 2 diabetes to ensure that their treatment 

with metformin is optimised, the patient has appropriate medicines prescribed for 

cardiovascular prevention and that the patient has formulary specified blood glucose test 

strips and needles 

 Supporting practices to work with the medicines optimisation diabetes specialist nurse 

 

Overview 

Education and training 

Practices are asked to identify a diabetes lead in the practice and assess the competency of 

the practice as a whole, in the management of diabetes, using a national competency 

framework.  

At least 75% of the practices GPs, practice nurses and nurse practitioners must attend a 

training session – at TITO on the new Sunderland guideline for the management of blood 

glucose in Type 2 diabetes.  

In addition – the practice diabetes lead must attend at least one of an additional two learning 

sessions at TITO and then provide evidence that the learning is shared at practice meetings. 

This work will link to locality practice nurse meetings as the diabetes specialist nurse will hold 

at least one clinical supervision session at the locality practice nurse meeting during the year 

that each practice nurse must attend and bring a case for discussion. 

Participation in the national diabetes audit 

Support and guidance will be provided to practices by SCCG medicines optimisation team on 

how to submit data from their clinical system to the National Diabetes Audit - a major national 

clinical audit, which measures the effectiveness of diabetes healthcare against NICE clinical 

guidelines and quality standards, in England and Wales. Through participation in the audit, 

GP practices are able to benchmark their performance and identify where they are performing 

well, and improve the quality of treatment and care they provide.  
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Audit – optimising the use of metformin and cardiovascular prevention in Type 2 

diabetes 

Practices are asked to undertake a full clinical audit cycle of patients with Type 2 diabetes to 

optimise the use of metformin, cardiovascular prevention and test –strips/needles where 

required. 

Practice pharmacists will run a search on the clinical system to support identification of 

patients for review.  

A briefing for practices on optimising metformin use and a patient leaflet that supports self-

management of up-titration are provided by the SCCG medicines optimisation team to support 

this work. 

Practices are asked to review patients on sub-optimal doses of metformin and titrate to the 

maximum tolerated dose, using modified release metformin where necessary. This is to 

ensure that patients get the maximum benefit of this first line treatment that has been shown 

to improve patient outcomes and reduce mortality. At the same time, patients should have an 

assessment of cardiovascular risk, aspirin reviewed (if prescribed) and any preventative 

treatment should be optimised. 

Supporting the work of the medicines optimisation diabetes specialist nurse.  

Practices will be identified during the year, to be offered support from the diabetes specialist 

nurse, based on prescribing data. The diabetes specialist nurse will review patients with Type 

2 diabetes that are prescribed insulin analogues and switch them to human insulin whilst also 

reviewing any other diabetes medicines that the patient is taking.   

A proportion of the available funding will be paid for supporting this – including helping to 

contact patients for review and arranging clinic sessions.  

 

Who should lead the medicines optimisation LIS work? 

The practice medicines optimisation support pharmacists (Pharmicus) can support practices 

with initial searches to identify patients and can advise on implementation. However, they are 

unable to deliver the work on behalf of the practice because they are leading on other 

medicines optimisation priorities.  

Practices are asked to continue working with the practice pharmacists on the wider CCG 

medicines optimisation agenda.  

Practices have full flexibility in implementing optimization of treatment with metformin, and this 

work may fit in with other audits led by the GP federations.   
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Scoring 

Practices will be awarded points for the completion of each activity in the requirement section 

below. The evidence required and deadlines are shown.  

The total funding available to the practice remains the same – regardless of whether or not the 

practice is offered the support of the diabetes specialist nurse. 

Funding will be allocated based on the points scored out of a maximum of 110 points – for 

practices who are offered support from the medicines optimization diabetes specialist nurse; 

and out of a maximum of 100 points for those who are not. 

 

Requirements  

1. Skills, education and training  

Activity Detail Measure Deadline Score 

Self- 
assessment 
competency 
in diabetes 
management 

Nominate a diabetes lead for the 
practice – GP or practice nurse. 
Diabetes lead to complete competency 
framework assessment and return to 
SCCG MO team. 
 
See Appendix 1 for further details 
 

Nomination 
of lead and 
submission 
of framework. 

Completed 
framework 
to be 
submitted to 
sunccg.mo
@nhs.net 
by 31st May 
2016 

10 

Training for 
all GPs and 
Nurses 

TITO update session on Sunderland 
management of glycaemic control in 
Type 2 diabetes guideline 
  

Attendance 
at TITO 
session (date 
to be 
confirmed) 

Date to be 
confirmed 

10 

Practice 
nurse or 
diabetes 
lead to 
attend at 
least 1 
training  
session at 
TITO 

TITO training session -  Type 2 
diabetes: getting the basics right  
 

Evidence that 
learning has 
been shared 
at practice 
meeting 

Date to be 
confirmed 

20 – if at 
least 1 
TITO 
session 
AND clinical 
supervision 
session  

TITO training session -Type 2 diabetes 
ensuring effective use of the newer 
drugs. 
 

Evidence that 
learning has 
been shared 
at practice 
meeting. 

Date to be 
confirmed 

 

 

2. Practice participation in the national diabetes audit 

Activity Detail Measure Deadline Score 

National 
diabetes 
audit 

Practice to participate in national 
diabetes audit. 
http://www.hscic.gov.uk/nda 
 
Further information - Appendix 2 
 

Practice data 
included in 
audit 

Dates for 
data 
extraction 
TBC 

10 

http://www.hscic.gov.uk/nda
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3. Clinical audit – metformin and cardiovascular optimisation in Type 2 diabetes. 

Activity Details Measures Deadline Score 

Clinical 
audit – 
optimising 
metformin 
use and 
cardiovasc
ular 
prevention. 

Identify patients with Type 2 diabetes 
who require treatment with medication 
and are not on metformin, or on less than 
maximum doses of metformin with 
HbA1c over 48mmol/mol. 
 
Review patients to identify whether slow 
uptitration of metformin has been tried or 
would be suitable; or whether modified 
release metformin could be tried. 
 
For all patients included in audit 
- Optimise cardiovascular prevention 
- Review aspirin in line with NICE 

diabetes type 2 guidance 
- Ensure patients are using a formulary 

blood glucose meter  
- If on insulin – switch to GlucoRx 

needles 
http://www.nice.org.uk/guidance/ng28
/chapter/1-Recommendations#blood-
pressure-management-2 

 
Ensure that all patients initiated on 
metformin are uptitrated to maximum 
tolerated dose in a timely way. 
 
Reaudit in 6 months.   
 
 
 
 
 
 
 
 
Put systems in place in the practice to 
ensure that metformin is routinely 
optimised in patients with Type 2 
diabetes. 
 
 
 
 
Further information – Appendix 3 

Submission 
of baseline 
audit 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Submission 
of final audit 
including 
processes 
introduced to 
ensure up-
titration of 
metformin. 
 
Achieve 
target of 
SCCG 
average 
metformin 
ADQ/diabete
s patient 
(measured 
Jan-Mar 16), 
or 10% 
improvement 
from baseline 

31/07/16 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
31/03/17 
 
 
 
 
 
 
 
 
31/03/17 

Baseline audit 
10pt 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reaudit 10pt 
 
 
 
 
 
 
 
 
Achievement 
of target or 
10% 
improvement 
from baseline. 
If already 
achieving 
target – 
maintain this 
position. 
 
20pt 

 

http://www.nice.org.uk/guidance/ng28/chapter/1-Recommendations#blood-pressure-management-2
http://www.nice.org.uk/guidance/ng28/chapter/1-Recommendations#blood-pressure-management-2
http://www.nice.org.uk/guidance/ng28/chapter/1-Recommendations#blood-pressure-management-2
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4. Engagement with medicines optimisation diabetes specialist nurse reviews.  

Activity Detail Measure Deadline Further 
information 

Engage 
with MO 
diabetes 
nurse 

Support MO diabetes nurse to review 
patients with Type 2 diabetes on insulin 
analogues. Engage with mentoring 
/training available. Make suggested 
changes in practice. This will include 
arranging clinics. 
 
Further information – Appendix 4 

Arrangements 
made for 
service in 
practice 
within 3 
months of 
contact. 
Feedback on 
engagement 
from diabetes 
nurse 

In –year 
2016-7 

10pts for 
practices 
identified as 
requiring 
support 
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Sunderland CCG LIS Implementation Plan Summary 

 

No. Task Submission Deadline 

1 

 
Diabetes Clinical Lead to complete 
competency framework 
 

 
Email Completed Competency Framework 
sunccg.mo@nhs.net 

31/05/2016 

2 

 
Practice to register and enable the 
National Diabetes Collection 
 
 

 
Via NDA 

Date to be 
confirmed 

3 

 
Submission of baseline metformin 
audit 
 
 

 
Email completed audit to  
sunccg.mo@nhs.net 

31/07/16 
 

4 

 
Submission of metformin second 
audit 
 

Email completed audit to  
sunccg.mo@nhs.net 31/03/17 

 

5 

 
Submission of Appendix A 
(Locality Meeting Attendance 
Spread sheet) – Submission by 
Locality Practice Managers only 
 

 
 
Email Appendix A to: 
SUNCCG.LocalIncentiveScheme@nhs.net  

31/03/17 

6 

 
Submission of quarterly practice 
meeting notes (Clinical & 
Administrative) and evidence of 
any involvement in locality projects 
/ innovation bids for the whole year  
 

 
 
Email submission to:  
SUNCCG.LocalIncentiveScheme@nhs.net  
 

31/03/17 
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LIS 2016/17 Guidance for Practices 
Overview: 
 

No. Task Amount 

Engagement  

Eng 
 

 
Practices need to attend 75% of full SCCG Time in Time Out (TITO) 
events with representation as a minimum from the GP 
Commissioning Lead or GP Representative if Commissioning Lead is 
unable to attend, a Practice Nurse and Practice Manager.  
 
Practices will be required to provide a portfolio of evidence at the 
year-end demonstrating that those individuals not only attended 
meetings but also communicated messages directly to practices at 
practice meetings. Accepted evidence will be in the form of practice 
meeting notes.  
 
All Practices are expected to attend the SCCG Annual General 
Meeting, with representation from the practice as a minimum from 
the GP Commissioning Lead and Practice Manager.  
 
Practices are expected to fully engage in locality work, this will 
include GP Commissioning Leads and Practice Managers each 
attending 75% of all Locality Meetings, in line with the new focus on 
sharing those key messages with practice staff they will be required 
to provide a portfolio of evidence at the year-end demonstrating that 
those individuals not only attended meetings but also communicated 
messages directly to practices at practice meetings. Accepted 
evidence will be in the form of practice meeting notes and record of 
any involvement in any locality projects / innovation bids.  
 
Practice managers are also expected to attend 75% of all Practice 
Manager meetings in their localities. 
 
All practices are expected to send an administrative representative 
from each practice to 2 full SCCG Time in Time Out (TITO) events 
where there are specific administrative sessions delivered.  
 
Practice Nurse Locality Plan – Improving Quality in Localities 
 
Practice nurse to participate in locality practice nurse clinical 
supervision session This section is split into non-clinical and clinical, 
practices will receive  
Clinical supervision sessions will be held during one locality practice 
nurse session during 2016-7. 
Practice nurse or deputy to attend, bringing a patient case for 
discussion at the session. 
Session at TITO will be arranged in –year for those unable to attend 
locality session. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

£0.75 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

£0.25p 
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Medicines Optimisation  

MO 

The Medicines Optimisation local incentive scheme for 2016/17 will 
focus on Diabetes. 
Practices are expected to:- 

1. Nominate a diabetes lead for the Practice who will complete 

the Competency Frame work 

2. All GP’s and Nurses to attend the clinical session  TITO update 

session on Sunderland management of glycaemic control in 

Type 2 diabetes guideline 

3. Practice Nurses or Diabetes lead to attend one further TITO 

Diabetes education session 

4. To participate in the National Diabetes Audit 

5. To complete metformin Audit  

6. To work with the  

£1.22 

Total Amount £2.22p 
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Appendix 1 – Competency assessment 

Self-management of diabetes is an essential element of diabetes care that all patients should 

be enabled to undertake with the support of well-trained health care professionals.  It is 

essential that every encounter with a patient with diabetes supports their self-management, as 

well as appropriate, safe and effective treatment and ensures that patients are involved in 

their treatment plan.  

The aim of this framework - based on An Integrated Career and Competency Framework of 

Diabetic Nursing 4th Edition is to enable the entire practice team to assess their current 

competence, identify areas for development, help inform the training needs and provide 

evidence of improvement through re-assessment. It is designed to be completed as a 

practice, however individuals may choose to use it to cross reference evidence of their 

competency as part of appraisal or re-validation. 

 

How to use the framework 

A nominated person within the practice with sufficient knowledge, skills and experience of 

completing the task to be assessed should complete the competence assessment for the 

practice.  For example, the diabetes lead for the practice. 

The framework is split into 17 specific areas of diabetes care.   

Within each section is a series of statements which should be considered by the individual 

completing the assessment on behalf of the practice.  The following points may help: 

 Can you understand what each of the competencies is asking? 

 What existing work could demonstrate the competence in that area? 

 What existing evidence is appropriate? For example, attending a study day but not 

practising the learnt skill would not be evidence of competency. 

 What may be needed to develop evidence of feedback? For example, peer review, 

supervisory sessions, and discussion of specific cases with practice team. 

 Consider using what evidence can be used to cover several competencies.  

Competency can be measured in a number of ways.  From observation of tasks being 

completed, asking questions to test knowledge, reviewing documentation and through general 

discussion. 

The following table gives some examples of assessment relating to the descriptive words 

used in the statements. 
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Descriptor Examples 

Interpret Ask the person to examine and identify patterns or problems from a given 
range of results, for example, a blood glucose profile. 

Lead on Ask for evidence of organising and chairing meetings, developing 
guidelines or disseminating knowledge to groups of others. 

Demonstrated / 
performed 

Someone who is experienced and acknowledged as competent should 
observe the task being performed and assess if it has been completed 
properly (e.g. the correct use of a blood glucose meter as per the 
manufacturer’s guidelines, as well as in compliance with local policy about 
safe disposal of sharps, infection control, etc.). 
 
Ask the person to describe what they would do in a particular situation or 
clinical scenario (e.g. how they would identify and treat hypoglycaemia). 

Initiate Example of prescribing new treatment, referral or intervention in the 
context of a case scenario. 

Provide expert 
advice 

Example of an insulin management plan developed by a DSN for district 
nurses to follow. 
 
Example of a letter to a GP explaining the rationale for a prescribing 
decision and the ongoing care required. 
 
Publication of articles or national guidance, or delivering presentations 
locally or nationally 

Teach Observation of delivering a structured education or one-to-one session. 
 
Evaluation or post-training knowledge survey from a teaching session. 

Explain, 
describe, state, 
list, understand, 
know, identify 

Verbal questioning or written test. 

 

Using the framework 

1. For each section, consider the competency statements described for each level. 

2. Consider whether the practice team as a whole can meet each level of competency 

completely, partially or not at all.       

3. If using the form electronically, enter the appropriate number as below:                                           

1 - completely meets competency statements      

2 - partially meets competency statements      

3 - does not meet competency statements      

The summary page will keep track of the practice competency levels for each section  

4. If using the form in paper form, enter the appropriate number as above.   When 

completed, add up the scores for each level of competency and enter on the summary 

page.   
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Competency assessment tool 

See appendix 2 attached 

 
 
Appendix 2 - National diabetes audit 

The national diabetes audit is a major national clinical audit, which measures the effectiveness 

of diabetes healthcare against NICE Clinical Guidelines and NICE Quality Standards, in 

England and Wales. 

The NDA is delivered by the Health and Social Care Information Centre (HSCIC), in 

partnership with Diabetes UK. It collects and analyses data and produces reports for a range 

of stakeholders to use to drive changes and improve the quality of services and health 

outcomes for people with diabetes.  

 

What does it measure? 

The National Diabetes Audit (NDA) answers four key questions based on the diabetes 

National Service Framework (NSF): 

 Is everyone with diabetes diagnosed and recorded on a practice diabetes register?  

 What percentage of people registered with diabetes received the nine NICE key processes 

of diabetes care?  

 What percentage of people registered with diabetes achieved NICE defined treatment 

targets for glucose control, blood pressure and blood cholesterol?  

 For people with registered diabetes what are the rates of acute and long term 

complications (disease outcomes)? 

 

Aims and objectives 

The NDA aims to improve the quality of patient care by enabling NHS organisations to: 

 compare their outcomes of care with similar NHS organisations  

 identify and share best practice  

 identify gaps or shortfalls in commissioning services  

 assess local practice against NSF for diabetes and NICE guidelines and drive service 

improvement  

 provide a more comprehensive picture of diabetes care and outcomes in England and 

Wales 
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Through participation in the audit, GP practices are able to benchmark their performance and 

identify where they are performing well, and improve the quality of treatment and care they 

provide.  

On a national level, wide participation in the audit also provides an overview of the quality of 

care being provided in England and Wales. 

 

How are data submitted to the audit?  

For primary care, data can be submitted in various ways, depending on the GP clinical 

system.  

 

For EMIS Web – run a query using the Population Reporting feature within EMIS library. 

Export as a CSV file, renamed with the practice code. Further instructions on this will 

follow. 

 

All other GP Systems – run a MiQUEST query and submit to the audit via open Exeter. If 
you do not have an Open Exeter account please contact the diabetes team at 
diabetes@hscic.gov.uk  For details on how to download the manual queries and upload 
extracted data please visit the website at: http://www.hscic.gov.uk/miquest 
 
 
Appendix 3 – Audit - optimising the use of metformin in Type 2 diabetes 

Background 

The NICE guideline NG28 – Type 2 diabetes in adults: management published in December 

2015, and the Sunderland guideline: Prescribing of hypoglycaemic agents for adults with Type 

2 diabetes, both recommend metformin as first line drug treatment.  

Initial drug treatment recommended by NICE https://www.nice.org.uk/guidance/ng28 

NICE makes the following recommendations, which are also included in the Sunderland 

guideline: 

1. Offer standard release metformin as the initial drug treatment for adults with type 2 

diabetes.  

2. Gradually increase the dose of standard-release metformin over several weeks to 

minimise the risk of gastrointestinal side effects in adults with type 2 diabetes.  

3. If an adult with type 2 diabetes experiences gastrointestinal side effects with 

standard-release metformin, consider a trial of modified-release metformin.  

4. In adults with type 2 diabetes, review the dose of metformin if the estimated glomerular 

filtration rate (eGFR) is below 45 ml/minute/1.73m2: 

 Stop metformin if the eGFR is below 30 ml/minute/1.73m2. 

 Prescribe metformin with caution for those at risk of a sudden deterioration in kidney 

function and those at risk of eGFR falling below 45 ml/minute/1.73m2.  

Evidence supporting first line use of metformin 

http://www.hscic.gov.uk/miquest
https://www.nice.org.uk/guidance/ng28
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Evidence from the UK Prospective Diabetes Study (UKPDS) (a trial specifically designed to 

determine the effects of tight glycaemic control on diabetes-related morbidity and mortality) 

shows that, in overweight people with type 2 diabetes, metformin is significantly more effective 

than intensive blood glucose control with sulfonylureas or insulin at reducing diabetes-related 

outcomes and all-cause mortality and significantly more effective than conventional treatment 

at reducing any diabetes-related outcome, diabetes-related death, all-cause mortality, and 

myocardial infarction. However, several more recent randomized controlled trials (RCTs) did 

not report significant reductions in mortality and morbidity.  

Treatment with metformin is associated with a reduction in HbA1c of about 1% and in fasting 

plasma glucose (FPG) of about 1 mmol/L. Compared with placebo or diet, metformin 

monotherapy shows a significant benefit for glycaemic control, weight, dyslipidaemia, and 

diastolic blood pressure. Compared with sulfonylureas, metformin shows a moderate benefit 

for glycaemic control, low-density lipoprotein (LDL) cholesterol, and body mass index (BMI) or 

weight.  

 
 
Weak evidence supports changing from standard-release metformin to modified-release 

metformin if gastrointestinal adverse effects prevent an individual continuing standard-release 

therapy.  

http://cks.nice.org.uk/diabetes-type-2#!supportingevidence1:3 

 
 

Aims of the audit 
 

 Improve standardisation of care for patients with Type 2 diabetes in Sunderland 

 Ensure all clinicians are confident in the initial management of Type 2 diabetes including in 
initiation and optimisation of first line treatment and, at the same time to check that  
cardiovascular prevention is also optimised 

 Ensure timely titration to the maximum tolerated dose of metformin 

 Encourage patient self-management/titration of metformin 

 

Method for audit 

1. EMISweb searches will be provided via the practice support pharmacists to identify the 

following patients: 

a. Type 2 diabetes patients currently on metformin with HbA1c over 48mmol/L. 

The report will show for each patient, the metformin strength and dose, the latest eGFR 

and HbA1c value, any “maximum tolerated” read codes and information about other 
medications that the patient is taking. 

Also highlights any patients getting non-formulary strips/needles 

 

b. Type 2 diabetes patients currently not on metformin. 

http://cks.nice.org.uk/diabetes-type-2#!supportingevidence1:3
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The report will show for each patient, the latest eGFR, HbA1c, any past use of 

metformin, any “not tolerated” codes and current medications relating to diabetes. 
Also highlights any patients getting non-formulary strips/needles 

 

2. Review patients considering:  

 Where the metformin dose is sub-optimal, has slow up-titration been used?  Is there 

potential to titrate further or trial modified release metformin? 

 Is cardiovascular prevention optimised, including lipids and blood pressure targets? 

 If prescribed aspirin, is it in line with NICE diabetes type 2 guidance?  

Do not offer antiplatelet therapy (aspirin or clopidogrel) for adults with type 2 diabetes 

without cardiovascular disease. 

For guidance on the primary and secondary prevention of cardiovascular disease in 

adults with type 2 diabetes, see the NICE guidelines on cardiovascular disease and 

myocardial infarction. 

https://www.nice.org.uk/guidance/ng28/chapter/1-Recommendations#/antiplatelet-

therapy 

 

 If appropriate, are patients prescribed formulary blood glucose test strips? 

 If on insulin – is the patient prescribed GlucoRx needles? 

 

3. Patients identified by the audit to be reviewed over the following 6 months – practices can 

choose the method for this e.g. targeted clinics, by flagging patient records for ad hoc 

review, or through routine six-monthly and annual reviews. 

4. When review with the patient has been completed, enter Read code – suggested code to 

be provided. 

5. Use of the Read code will be monitored and will be available for practices to benchmark 

progress 

6. At re-audit, searches will be provided for the same patient groups, highlighting new 

patients. 

7. Complete the audit summary with outcomes, learning, and how optimisation of metformin 

will be embedded in ongoing practice.  

 

 

  

https://www.nice.org.uk/guidance/ng28/chapter/1-Recommendations#/antiplatelet-therapy
https://www.nice.org.uk/guidance/ng28/chapter/1-Recommendations#/antiplatelet-therapy
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Practice Name:___________________________________________ 
Baseline audit 

Date of audit  

Completed by  

  

Number of type 2 diabetes patients 
identified on metformin 

 

Number of patients identified with sub-
optimal dose of metformin 

 

Number of patients identified for review 
of metformin dose 

 

Number of patients identified for review 
of cardiovascular prevention 

 

Number of patients identified for review 
of test strips and/or insulin pen needles 

 

 
Action Plan 
 
 
 
 
 
 
 
 
 
 
 
 
To be submitted to sunccg.mo@nhs.net by 31/07/2016 
 
 
 
 
Practice Name:___________________________________________ 
Re-audit 

Date of audit  

Completed by  

  

Number of patients reviewed to date: 
- Metformin dose 
- Cardiovascular prevention 
- Test strips and/or insulin pen 

needles. 

 

  

Number of type 2 diabetes patients 
identified on metformin 

 

Number of patients identified with sub-  

Describe actions agreed to be implementing in practice and how these will be 
carried out. 
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optimal dose of metformin 

Number of new patients identified for 
review of metformin dose 

 

Number of new patients identified for 
review of cardiovascular prevention 

 

Number of new patients identified for 
review of test strips and/or insulin pen 
needles 

 

 
Summary of learning 
 
 
 
 
 
 
 
 
 
 
 
To be submitted to sunccg.mo@nhs.net by 31/03/2017 
  

Describe actions carried out and learning from audit.  What has been 
implemented to ensure change in practice has been embedded? 
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Supporting materials 

Patient information leaflet –DRAFT – finalised version will be available 19/4/16 

 

Starting Metformin 

 
You have been prescribed METFORMIN tablets to help improve your blood glucose control 
and enable the insulin produced by your pancreas to work more efficiently. Metformin works 
by allowing glucose to enter your cells (reducing insulin resistance) and by slowing down the 
release of glucose stored in your liver.  
Metformin has also been shown to protect your heart and can reduce the risk of some forms 
of cancer. 
You have been started on METFORMIN 500mg tablets and the dose should be gradually 
increased.  

 

Adjusting your Metformin 

 
Metformin may cause non-serious gastro-intestinal side effects such abdominal pain and 
diarrhoea.  
These usually decrease over time and can be significantly reduced by taking metformin with 
or after a meal. 
The side effects can also be reduced by introducing metformin slowly over the course of two 
months. Please follow the guidelines below.  
If you are already taking metformin and need to increase the dose then move up to the 
next dose step and follow the schedule from there. 
Week 1 & 2: Take 1 tablet daily after your evening meal.  
Week 3 & 4: Take 1 tablet after breakfast and 1 tablet after your evening meal.  
Week 5 & 6: Take 1 tablet after breakfast and 2 tablets after your evening meal.  
Week 7 & 8: Take 2 tablets after breakfast and 2 tablets after your evening meal.  
If you experience any gastro-intestinal symptoms speak to your GP or a member of your 
diabetes team rather than stopping taking it.  
A slow release preparation of metformin is available that you can try if you still get gastro-
intestinal side effects despite taking the steps in this leaflet.  
 

 

Sick day advice 

 

Dehydration - the loss of fluid from your body – can increase the risk of a serious side effect of 
metformin called lactic acidosis. 
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To reduce this risk, you should stop taking metformin if you have an illness that can cause 

dehydration such as vomiting and diarrhoea – unless it is only a single episode; or if you are ill 

with a fever, sweats and shaking. 

 

Restart metformin when you are well again and have been eating and drinking normally for 
24-48 hours. 
Seek help and advice from your GP or practice nurse if you are concerned. 
 

Starting metformin GP and Nurse guide - DRAFT – finalised version will be available 19/4/16 

 
Evidence has shown that metformin offers benefits against cardiovascular disease in type 2 
diabetes. In UKPDS this benefit was achieved at a relatively high dose of metformin (more 
than three quarters of patients received at least 1700 mg/day) so generally it is recommended 
that patients are titrated to a maximum tolerated dose. 
Also, postprandial glucose level is an independent risk factor for the development of diabetic 
complications, including coronary heart disease, retinopathy or renal dysfunction and some 
studies have shown that the beneficial effect on postprandial glucose increased with 
increasing dose, achieving statistical significance at doses of 1700 mg and 2550 mg. 
Thus it is generally recommended that patients are titrated to a daily dose of metformin 
2000mg, divided into two doses. 
The enclosed metformin patient information leaflet may be useful in helping patients to self- 
titrate in a timely manner. In long term conditions patients should be encouraged to take 
responsibility for their condition, so this also helps to meet this objective. 
HbA1c is not required before titration.  

Adjusting metformin 

 
 
Advise patients to increase their dose gradually (e.g. every 2 weeks). It can be done more 
slowly if any side effects are experienced.  
Gastrointestinal side effects can be minimised by taking metformin with or after a meal. 
Emphasise to patients that if symptoms occur, they can return to the previous dose and if 
symptoms settle, try again to increase the dose. 
Any tolerated dose is beneficial.  
Modified release metformin (metformin MR) can be used for patients that are unable to 
tolerate standard metformin. 

Cautions and monitoring 
 

 
Renal function: 
As metformin is excreted by the kidney, measure eGFR before initiating treatment and 
regularly thereafter. 

 Metformin may be used in patients with moderate renal impairment- eGFR 45-59ml/min 

but use with caution in the presence of other conditions that may increase the risk of lactic 

acidosis1, 2 

GP and practice nurse guide to starting metformin 
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 Consider reducing/half the dose if eGFR <45ml/min 

 Consider stopping metformin if eGFR<30ml/min 

Monitoring: 

 Annually in patients with normal renal function 

 Minimum 2-4 times a year in patients with eGFR at the lower limit of normal and in elderly 

patients. 

Sick day advice 
Patients with reduced renal function are at a higher risk of lactic acidosis caused by 
metformin. Advise patients to temporarily discontinue metformin during acute intercurrent 
illness, particularly where there is dehydration or disturbed fluid balance.  

 

Suggested advice for patients: 

 

Stop taking metformin if you have an illness that can cause dehydration such as vomiting and 

diarrhoea – unless it is only a single episode; or if you are ill with a fever, sweats and shaking. 

 

Restart metformin when you are well again and have been eating and drinking normally for 

24-48 hours.3 

Seek help and advice from your GP or practice nurse if you are concerned. 

Tissue hypoxia:  

o Avoid or withdraw metformin in people with suspected tissue hypoxia (e.g. acute cardiac 

or respiratory failure, recent myocardial infarction, sepsis, significant hepatic 

impairment). 

o Discuss the benefits of metformin treatment with people with mild-to-moderate hepatic 

impairment or cardiac impairment, so that: 

 Consideration can be given to the cardioprotective effects of treatment. 

 An informed decision can be made on whether to continue or stop treatment with 

metformin. 

Hypoglycaemia: 
 Metformin alone does not cause hypoglycaemia, but caution is advised when it is used 

in combination with insulin or other oral hypoglycaemics. 

References: 

1. http://dtb.bmj.com Metformin OK in CKD? 
2. http://cks.nice.org.uk/diabetes-type-2#!prescribinginfosub 
3. http://www.scottishpatientsafetyprogramme.scot.nhs.uk/programmes/primary-care/medicine-sick-day-rules-
card 

 

Sunderland guidelines on prescribing of hypoglycaemic drugs in Type 2 diabetes and on self-

monitoring of blood glucose. 

http://cks.nice.org.uk/diabetes-type-2#!prescribinginfosub
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See Appendix 3 and Appendix 4  

 

 

Baseline data 

The baseline for the prescribing volume of metformin (ADQ/diabetic patient) will be January to 

March 2016.  These data are not currently available.  In the interim, the following have been 

provided: 

 Table 1 - prescribing volume of metformin per patient on the diabetic register in 

practices across Sunderland between December 2015 and February 2016 

 Figure 1 - range in prescribing volume of metformin per patient on the diabetic register 

in practices across Sunderland over 12 months. 

 Figure 2 - percentage of prescriptions for antidiabetic medications issued as metformin 

and sulphonylureas in practices across Sunderland over 12 months. 
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Table 1 - Prescribing volume (Average Daily Quantity – ADQ) of metformin per patient on the 

diabetic register in Sunderland practices December 2015 to February 2016

 

Locality Prescriber Name

ADQ per patient on 

diabetic register

Coalfields GRANGEWOOD SURGERY 59.87

Coalfields HERRINGTON MEDICAL CENTRE 65.46

Coalfields HETTON GROUP PRACTICE 60.80

Coalfields HOUGHTON MEDICAL GROUP, 59.72

Coalfields KEPIER MEDICAL PRACTICE 56.34

Coalfields WESTBOURNE MEDICAL GROUP 53.51

East ASHBURN MEDICAL CENTRE 62.46

East CONISHEAD MEDICAL GROUP 73.76

East DEERNESS PARK MEDICAL GROUP 57.88

East DR BRIGHAM & PARTNERS 53.05

East DR S M BHATE & DR H EL-SHAKANKERY 71.80

East EDEN TERRACE SURGERY 60.15

East NATHAN JR 61.27

East PARK LANE PRACTICE 47.28

East SOUTHLANDS MEDICAL GROUP 61.86

East THE NEW CITY MEDICAL GROUP 57.18

North CASTLETOWN MEDICAL CENTRE 73.95

North DR WEATHERHEAD & ASSOCIATES 72.22

North DR. R. OBONNA 84.25

North DRS CLOAK, CHOI AND MILLIGAN 55.55

North FULWELL MEDICAL CENTRE, 51.24

North MONKWEARMOUTH HEALTH CENTRE 67.59

North RED HOUSE MEDICAL CENTRE 77.15

North ROKER FAMILY PRACTICE 73.32

North ST BEDE MEDICAL CENTRE 61.36

West CHESTER SURGERY 70.19

West CHURCH VIEW MEDICAL CENTRE 63.30

West COLLIERY MEDICAL GROUP 61.54

West HAPPY HOUSE SURGERY 58.57

West HYLTON MEDICAL GROUP 66.74

West JOSHI NA 56.65

West MILLFIELD MEDICAL GROUP 64.30

West PALLION FAMILY PRACTICE 67.70

West PALLION HEALTH CENTRE 65.88

West PENNYWELL MEDICAL CENTRE 6.47

West SOUTH HYLTON SURGERY 70.31

West SPRINGWELL HOUSE 65.35

West SPRINGWELL MEDICAL GROUP 65.66

West THE BROADWAY MEDICAL PRACTICE 59.03

West THE OLD FORGE SURGERY 53.13

Washington BARMSTON MEDICAL CENTRE 60.30

Washington CONCORD MEDICAL PRACTICE 53.97

Washington DR AKK HEGDE 62.79

Washington DR DIXIT'S PRACTICE 56.06

Washington DR STEPHENSON & PARTNERS 54.15

Washington DR THOMAS 62.97

Washington DR. N.J. BHATT & DR. H.M. BENN 67.06

Washington ENCOMPASS HEALTH CARE 60.88

Washington HARRATON SURGERY 62.49

Washington RICKLETON MEDICAL CENTRE 69.80

Washington VICTORIA MEDICAL PRACTICE 61.01

59.43

59.55

63.02

61.69

58.87

60.58

SCCG East

SCCG North

SCCG West

SCCG Washington

Sunderland CCG

SCCG Coalfields
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Payment 
 
Practices will receive a payment of £2.22 per registered patient which is the same as last 
year’s funding.  
The £2.22 will be broken down into the following areas; 
 
£0.70  Engagement    
£0.25  Nurse Engagement 
£1.22  Medicines Optimisation 
 
As mentioned in the introduction, £1.00 per registered patient will be paid up front. 
The advanced payment is proposed on a commitment from practices to sign up and on them 
fulfilling the full requirements of the LIS in total.  
 
 
 
Appeals 
 
An appeals process is in place for practices who feel they have grounds to appeal a decision 
made about the achievement of any part of the LIS. A practice may wish to appeal if they: 

 Do not believe that the data is correct, and can provide evidence to support this.  

 Do not believe the process set out in the CCG’s policy gave sufficient information to 
carry out the action fully.  

 Feel the practice has invested time and resource into an action and they have 
demonstrated an outcome.  
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Appendix A - Spread sheet of Attendance  
 
 
Locality:  

             

              

GPs Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Percentage 

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

PM's Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Percentage 

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           

Practice Name / Code                           
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Appendix B - SCCG – Local Incentive Scheme Appeals Process 2016/17 

 
Introduction/Background 

 

The Sunderland Clinical Commissioning Group (SCCG) have produced a Local Incentive 

Scheme (LIS) for 2016/17 which gives practices the opportunity to receive payment of up to 

£2.22 per registered patient for taking forwards SCCG related actions.  These actions cover 

clinical and non-clinical areas which are key to progressing the SCCG’s objectives. 
 

As part of this, all practices are provided with a LIS Guidance document at the start of the 

scheme which explains how to achieve payment.  This Guidance includes a brief overview of 

the actions, the payment value, the type/duration and submission deadlines, what is required 

of practices, why the work is required and the expected outcome. The Guidance document 

may also be supplemented with additional guidance and documentation to support practices 

in completing an action. 

 

The SCCG may extend deadlines and be flexible with the return of information in 

circumstances beyond their control. 

 

It is acknowledged that practices may not agree with the achievements obtained.  If a practice 

feels the recording is incorrect or the correct processes or polices have not been followed, the 

practice should contact their Locality Commissioning Manager to discuss this issue.  If an 

issue cannot be resolved, practices are given the chance to appeal.  This document sets out 

the process for making an appeal and how a decision should be reached by the creation of an 

Appeals Panel. 

 

 

Aim of the Appeals Panel 

 

 To independently assess whether there is sufficient information to overturn the original 

decision made whether to pay a practice or not. 

 To ensure a consistent approach to decision making when considering an appeal. 

 To ensure there is a transparent decision process which is fair. 

 To ensure that NHS funds are used appropriately and in a way which benefits the local 

population. 

 

 

Who can Appeal? 

 

All practices have the right to appeal if the “Practice Evidence Submission Sheet” is fully 

complete and the Commissioning Lead GP and Practice Manager agree to the appeal. 

 

 

 



 

 
 
 
 

Page 32 of 36 
 

Defined Grounds for an Appeal 

 

A practice may wish to appeal if they: 

 Feel the practice has invested time/resource into an action and they have 

demonstrated an outcome. 

 Do not believe that the data is correct and they have evidence which may partially or 

fully prove this. 

 Do not believe the process set out or policy gave sufficient information to carry out the 

action fully. 

 

Appeals Panel Structure 

 

The Appeals Panel will be constructed of the SCCG Clinical Chair, CCG Finance Director, Lay 

Member who sits on the Audit Committee and an LMC Officer.  The chair of the panel will be 

the CCG Finance Director and the Lay Member as vice chair to deputise when the CCG 

Finance Director is unavailable or has a conflict of interest.  All members will have one vote 

each, if the decision is split, the Chair of the Appeals Panel will have the casting vote.   

 

Purpose of the Appeal Panel Roles 

 

SCCG Clinical Chair – to give knowledge and feedback from a clinical perspective 

SCCG Chief Finance Officer – to give an independent financial view point 

Lay member who sits on Audit Committee – to give an independent view point 

LMC Officer – someone who is independent of the CCG and able to represent the interests of 

the practices in the city 

 

Conflicts of Interest 

 

If a member of the Appeals Panel feels they have a conflict of interest on the anonymised 

appeals given to them, this should be stated before the meeting starts.  A suitable 

replacement panel member will be found to participate in the meeting.  For example, if the 

CCG chair has a conflict of interest, another member of the CCG Executive could be a 

suitable replacement. 

 

Evidence to be submitted by Practices 

 

If the practice believes there to be inaccuracy within the data, they should first contact the 

CCG Staff member involved in the incentive scheme to see if a resolution can be found.  If a 

resolution cannot be found, practices wishing to appeal should include the following 

information in their appeal and submit this to the CCG staff member in charge of the appeals 

process by email: 

 The action which the practice wishes to appeal against and why 

 Any supporting information if applicable including correct data 
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 Whether the practice has invested resources into completing the action and details of 

this. 

 

Timescales 

 

Once payment is due to be made for the Local Incentive Scheme, practices will be notified 

and given a ‘Practice Achievement Sheet’ detailing actions achieved and payment details. 
From this point, each practice will be given a period of 30 working days to raise an appeal.  

After this 30 day period, a member of the CCG team will compile all information relating to 

appeals and will provide this to the Appeals Panel in an anonymised format.  The Appeals 

Panel will meet within 30 days. 

 

Appeal Consideration Process 

 

The Appeals Panel will convene to discuss all anonymised appeals submitted (see Appendix 

3 for Flow Chart of process).  The Panel will be given the following information with each 

Appeal: 

 All original guidance given to the practice as part of the Local Incentive Scheme 

Section which the practice is appealing against (including any relevant 

policies/procedures where applicable). 

 The ‘Practice Evidence Submission Sheet’ completed by the practice 

 Feedback from the Clinical Lead and supporting staff involved in the appeal section in 

question if applicable.  (if a data quality issue has been raised, the clinical lead and 

supporting staff should give a response to this) 

 

Once all evidence has been reviewed, the Appeals Panel should consider the following 

principles: 

 Was the process fair and consistent for all practices? 

 Was the guidance clear? (if not, was the implication that the practice would have been 

unable to achieve the action) 

 If there is an inaccuracy in the data, can this be rectified (this could involve practices 

being asked to send further data to provide evidence) 

 Has the practice clearly invested resource is delivering the action and providing an 

outcome? (I.e. is agreeing payment an appropriate use of NHS funding and would it 

benefit the local population?) 

 Does the evidence provided sufficiently persuade the panel to overturn the appeal, if 

yes, the panel is recommended to vote to accept the appeal, if No, the panel is 

recommended to vote to reject the appeal. 

 

The Panel must decide whether to accept or reject each appeal based upon the evidence 

provided.  For each appeal the CCG team member will record the outcome and any 

supporting detail as to why the appeal has been accepted or rejected and notify the practice 
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within 5 working days.  The CCG team staff will then notify the practice of the decision by 

email.   

 

Payment 

 

If a practice is successful in an appeal, the required payment will be made as stated within the 

Local Incentive Scheme Guidance. 

 

Dispute Process 

 

The Panel’s decision on the appeal is final, if the practice is not satisfied with the outcome of 
the local resolution process, the practice can refer to the Constitution Dispute process. 

 

Document Review 

This document will be reviewed in April 2017. 

 

Practice Evidence Submission Sheet 

 

Practice 
Code 

 Practice 
Name 

 

Please state action the practice wishes to 
appeal: 

 

Please state why the practice is 
appealing: 

 

Please include supporting information 
and corrected data if applicable: 

 

Has the practice invested time/resource 
in completing the action? 

 

Please detail the work undertaken by the 
practice in relation to this action and 
outcome: 

 

Does the Commissioning Lead GP wish 
to raise this appeal and believes the 
above is an accurate reflection of the 
appeal? 
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Flow chart of Appeals Process 
 

 

Practice raises any issues or questions about 

payment information with Locality 

Commissioning Manager 

Practice raises formal Appeal with Locality 

Manager, gives explanation of appeal and 

supporting evidence (Within 30 Working Days)

Appeals Panel convenes to consider all 

submitted appeals with relevant incentive 

scheme guidance/polices and evidence 

submitted by practice

Local Incentive Scheme Progress Report and 

Payment Information to all practices

Practice issues resolved and no further action 

needed

Panel approves appeal and practice is notified by 

email, payment is made in accordance with the 

local incentive scheme guidance

Panel rejects appeal and practice is notified by 

email (Practice now has the option of following 

their contractual dispute process)
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How to use this framework

1

2

3

The summary page will keep track of the practice competency levels for each section

4

1. Screening, prevention and early detection of Type 2 diabetes

1 - completely meets competency statements

2 - partially meets competency statements

3 - does not meet competency statements

For each section consider the competency statements described for each level

Consider whether the practice team as a whole can meet each level of competency 

completely, partially or not at all.

If using the form electronically, enter the appropriate number as below:                                       

If using the form in paper form, enter the appropriate number as above.                            

When completed, add up the scores for each level of competency and enter on the 

summary page.
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Assessment Notes

2

2

3

2. Competent 

Clinician

As 1, and:

Make a o p ehe si e assess e t of a  i di idual’s isk of type  dia etes utilisi g a alid dia etes isk 
assessment tool.

Sign-post people to information and support to encourage lifestyle changes to prevent or delay progression 

to type 2 diabetes.

Identify individuals at risk of type 2 diabetes (e.g. long-term use of steroid and antipsychotic medication, 

previous gestational diabetes) and initiate appropriate screening/diagnostic tests.

Provide advice to people at risk of type 2 diabetes with regard to lifestyle changes, including exercise 

programmes and dietary changes for the prevention of type 2 diabetes.

Keep a register and ensure appropriate follow-up/system of recall is in place for those at risk to identify the 

progression to type 2 diabetes.

Discuss the care pathway for individuals with newly diagnosed type 2 diabetes.

Demonstrate knowledge of the available tests for the diagnosis of type 2 diabetes and understand the 

results.

Outline the long-term health consequences of type 2 diabetes.

Describe the symptoms of type 2 diabetes.

Describe the links between type 2 diabetes and other conditions (e.g. cardiovascular disease).

3. Experienced 

clinician

As 2, and:

Interpret test results and, if diagnostic, take appopriate action.

Educate other HCPs and care workers within the practice with regard to the risks of developing type 2 

diabetes.

Participate in, and refer people to, programmes in conjunction with other agencies that address the role of 

lifestyle intervention in the prevention or delay in progression to type 2 diabetes. For example, Live Life Well

Participate in, and refer people to, screening programmes in conjunction with other agencies for the early 

detection of type 2 diabetes (e.g. care/residential homes).

Be aware of the need to refer people with newly diagnosed diabetes to a peer-reviewed structured 

education programme. For example, DESMOND.

Competence Level Descriptor

Describe the risk factors for developing type 2 diabetes.                                                                                                    

Explain the importance of prevention or delay of onsent of type 2 diabetes in individuals at risk.                            

Explain the role of exercise in the precention or delay in progression to type 2 diabetes.                                            

Explain the importance of weight control and the role of diet in the prescention or delay in progression to 

type 2 diabetes. 

1. Basic knowledge
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3

2. Promoting self-care

4. Senior practitioner 

As 3, and:

Provide expert advice on the benefits of screening programmes/procedures for high-risk groups to HCPs and 

care workers in the practice environment, and those at risk of developing type 2 diabetes.

Implement evidence-based practice in relation to the prevention of type 2 diabetes.

Implement evidence-based practice in relation to type 2 diabetes screening in high-risk groups.
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Assessment Notes

3. Mental Health

4. Senior practitioner 

As 3, and:

Demonstrate knowledge of theoretical frameworks and educational philosophies underpinning

behaviour change.

Demonstrate knowledge and understanding of bio-physical and psychosocial factors affecting 

selfmanagement of long-term conditions.

Demonstrate knowledge and skills to facilitate behaviour modification.

Develop and ensure delivery of educational materials, supportive networks and models of diabetes care that 

foster empowerment and lifelong learning about diabetes.

Work with the person with diabetes to facilitate lifestyle adjustment in response to changes in their diabetes 

or circumstances.

Provide education for other HCPs and care workers within the practice, in diabetes self-care skills.

Competence Level Descriptor

1. Basic knowledge

Support the person to develop self-care skills with guidance from a registered nurse.

Observe and report any concerns that might affect the ability of the person with diabetes to self-care.

Encourage people to use their individualised and agreed care plans.

2. Competent 

Clinician

As 1, and:

Assess the ability of the person with diabetes to self-care and work with them or their carer to optimise

self-care skills.

Sign-post people to information and support to encourage informed decision-making about living with

diabetes and managing life events (e.g. peer-reviewed structured education programmes).

Support the person with diabetes in setting realistic goals and in the achievement of those goals.

3. Experienced 

clinician

As 2, and:

Assess the person with diabetes and their carer and provide tailored, structured education and support

to optimise self-care skills and promote informed decision-making about lifestyle choices.

Provide information and support to encourage the person with diabetes to make informed choices about

controlling and monitoring their diabetes, including: choice of treatment and follow-up; risk reduction;

monitoring control; and complications.

Identify psychosocial barriers to self-care and refer on where necessary.  For example, IAPT, Live Life Well

Facilitate the development of an individualised and agreed care plan.
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Assessment Notes

2. Competent 

Clinician

As 1, and:

Raise the issue of current mental health/addiction problems sensitively during individual consultations.

Conduct a mental health assessment using a recognised depression tool.

Demonstrate awareness that some mental health medications can have a detrimental affect on glycaemic

and lipid control.

Support the person with diabetes and poor mental health in obtaining the appropriate investigations

in a timely manner.

Ensure people with diabetes and mental health problems understand the importance of how to take the

diabetes medication, recognise common side-effects and how to report them.                                                        

Be aware of individual patient care and education programmes

3. Experienced 

clinician

As 2, and:

Assess those people with mental health problems and how antipsychotic medication impact on the risk of 

developing type 2 diabetes and their diabetes management.

Demonstrate knowledge of the psychological impact of diabetes and facilitate referral to psychological 

support or mental health services, as required.

Demonstrate a basic understanding of the mental health issues commonly seen and how they and the 

medications used may affect diabetes control (e.g. anxiety and depression, schizophrenia, bipolar disorder, 

dementia, obsessive-compulsive disorder, and addiction and dependence).

Refe  o  e su e a  app op iate e tal health p a titio e  is i ol ed i  the pe so ’s a e if they a e 
demonstrating poor mental health.

Recognise the implications of poor mental health on lifestyle choices and support the person with small, 

achievable changes.

If a registered prescriber, prescribe medications as required within own competencies and scope of practice.   

Have an in-depth understanding of additional complex issues of poor mental health (e.g. supporting 

someone in the manic phase of their bipolar disorder; supporting someone with diabetes and an eating 

disorder; the association of drug misuse and the impact this has on the glycaemic control; the high 

prevalence of smoking in mental health sufferers and the impact this has on the CHD risk factors).

Competence Level Descriptor

1. Basic knowledge

Have an awareness of how poor mental health, such as depression, anxiety and schizophrenia, affects people 

with diabetes.

Repo t a y pote tial ha ges i  the pe so ’s o al e tal health e.g. ood ha ges, ha ges i  
medications adherence, changes in appearance, anxiety) to a registered nurse or doctor.
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4. Senior practitioner 

As 3, and:

Provide support and expert advice to other HCPs within the practice, on the management of diabetes in 

people with complex mental health problems.

Liaise with other non-diabetes HCPs, such as community psychiatric nurses, in planning diabetes care plans 

for people with diabetes and poor mental health.

Have an in-depth understanding of additional complex issues of poor mental health (e.g. supporting 

someone in the manic phase of their bipolar disorder; supporting someone with diabetes and an eating 

disorder; the association of drug misuse and the impact this has on the glycaemic control; the high 

prevalence of smoking in mental health sufferers and the impact this has on the CHD risk factors).
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4. Nutrition

Assessment Notes

5. Blood Glucose  Monitoring

3. Experienced 

clinician

As 2, and:

Work in partnership with the individual and/or group with diabetes to identify realistic and achievable 

dietary changes to help individuals to manage their glucose levels in the short and long term.

Know the dietary factors that affect BP and lipid control.

4. Senior practitioner 

As 3, and:

Perform an assessment of how lifestyle (i.e. diet and physical activity) and pharmacological agents impact

on glycaemic control.

Support the person with diabetes to make informed decisions about appropriate nutritional choices.

Demonstrate knowledge and skills to facilitate behaviour change.

Competence Level Descriptor

1. Basic knowledge

Follow the individual nutritional plan and report any related problems.

Recognise foods and drinks high in carbohydrate and refined sugar.

Measure and record waist circumference, height and weight accurately.

Understand the importance of regular meals, avoiding long periods without food.

Be aware of the consequences if meals are not eaten, especially carbohydrates, if the patient is taking insulin 

2. Competent 

Clinician

As 1, and:

List the principles of a healthy, balanced diet, including low sugar, high fibre, low salt and low fat elements.

Calculate and interpret BMI against the healthy range.

Understand which foods contain carbohydrate and how these affect blood glucose levels.

Identify people at risk of malnutrition and situations where healthy eating advice is inappropriate.

Refer the person with diabetes to a dietitian where appropriate.
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Assessment Notes

6. Urine Ketone Monitoring

Assessment NotesCompetence Level Descriptor

Competence Level Descriptor

1. Basic knowledge

Pe fo  the test a o di g to a ufa tu e s’ i st u tio s a d lo al guideli es if t ai ed a d o pete t
to do so.

Perform the test unsupervised, if trained and competent to do so, at the request of a registered nurse.

Document and report the result according to local guidelines.

Follow local policy for safe disposal of sharps.

Recognise and follow local quality assurance procedures.

Recognise hypoglycaemia and be able to take the appropriate actions.

Understand the normal range of glycaemia and take actions on readings outside this range.  Follow 

Sunderland CCG guidelines for choice of meter and strips, and appropriate quantities.

2. Competent 

Clinician

As 1, and:

Interpret the results and take actions on readings outside this range.

Teach the test procedure to a person with diabetes or their carer.

Identify and demonstrate an understanding of when testing for ketones is appropriate.

3. Experienced 

clinician

As 2, and:

Interpret results and assess other parameters and take appropriate action, including initiating further tests, 

such as HbA1c.

Teach people with diabetes or their carer to interpret test results and take appropriate action.

4. Senior practitioner 

As 3, and:

Use results to optimise treatment interventions according to evidence-based practice, while incorporating

the preferences of the person with diabetes.

Develop specific patient specific plans for use in different situations.

If a registered non-medical prescriber, prescribe medications, as required, within own competencies

and scope of practice.
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7. Oral Therapies

Assessment NotesCompetence Level Descriptor

4. Senior practitioner 

As 3, and:

Demonstrate an awareness of when further diagnostic and surveillance tests, such as HbA1c, random blood 

glucose, eGFR or blood gases, would be indicated.

Instigate further tests such as HbA1c and random blood glucose.

Develop specific guidelines for use in different situations.

If a registered non-medical prescriber, prescribe medications, as required, within own competencies and 

scope of practice.

Assess competencies of other HCPs.

1. Basic knowledge

Pe fo  the test a o di g to a ufa tu e s’ i st u tio s a d lo al guideli es.
Perform the test unsupervised but at the request of a registered nurse.

Document and report the result according to local guidelines.

2. Competent 

Clinician

As 1, and:

Interpret the test result and, if outside the expected range for that person, take the appropriate action.

Teach the testing procedure to the person with diabetes or their carer.

Identify situations where ketones testing is appropriate.

3. Experienced 

clinician

As 2, and:

If ketones are present in moderate or large amounts, refer on for further investigation and/or treatment.

Ensure patients are aware of appropriate action to take if ketones are moderate/high.

Ensure patients know what to do if vomiting should occur.

Use results to optimise treatment interventions according to evidence-based practice, and incorporate

preferences of the person with diabetes.
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3. Experienced 

clinician

As 2, and:

Describe indications for the initiation of oral antihyperglycaemic agents.

Demonstrate understanding of the various factors that impact on the pharmacodynamics and

pharmokinetics of antihyperglycaemic agents.

Assess the impact of multiple pathologies, comorbidities, existing medications and contraindications on 

management options.

Demonstrate awareness of issues related to polypharmacy and drug interactions (e.g. use of steroids).

Demonstrate knowledge of how to detect and report adverse drug reactions.

Demonstrate understanding around the potential for adverse effects and how to avoid, minimise, recognise 

and manage them.

Apply the principles of evidence-based practice including clinical and cost-effectiveness.

Demonstrate knowledge of, and work within, national and local guidelines (e.g. upcoming NICE guidance on 

type 2 diabetes; see: www.nice.org.uk).

Evaluate treatment outcomes in a timely and appropriate fashion, making changes as required.

1. Basic knowledge

Describe the effect of common oral antihyperglycaemic agents on blood glucose levels.

Demonstrate an understanding of the progressive nature of type 2 diabetes and the need for

treatment intensification over time.

Describe common side-effects of antihyperglycaemic agents.

Recognise the signs of hypoglycaemia and administer the appropriate treatment (see Hypoglycamia

competency, section 9).

Know when to refer to or seek guidance from a colleague.                                                                                              

Demonstrate knowledge of Sunderland CCG guidelines for the management of type 2 diabetes.

2. Competent 

Clinician

As 1, and:

Assess suitability of drugs depending on current eGFR level and specific contraindications.

Demonstrate knowledge of the range of oral antihyperglycaemic agents currently available and their

mode of action.

Demonstrate knowledge of therapeutic doses and recommended timing of doses.

Assess and convey to the patient the risks and benefits of taking, or not taking, a medicine.

Be aware which oral antihyperglycaemic agents carry a higher risk of hypoglycaemia.

Complete documentation accurately

Demonstrate knowledge of which oral agents may be safely and effectively combined.

Demonstrate an understanding of how the efficacy of various agents are most appropriately measured

(e.g. through self-monitoring of blood glucose or by HbA1c).
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8. Injectable therapies

Assessment NotesCompetence Level Descriptor

1. Basic knowledge

Describe the effect of insulin on blood glucose levels.

Describe the effect of GLP-1 receptor agonists on blood glucose levels.

Show an understanding of the ongoing nature of the therapy.

Be aware of the local Sharps Disposal Policy.

Be aware of the European Directive on prevention from sharp injuries in the hospital and healthcare sector

(available at: http://bit.ly/1aWrPmX).

4. Senior practitioner 

As 3, and:

Explain the rationale behind and the potential risks and benefits of different therapies.

Demonstrate awareness of the need to optimise or add in other glucose-lowering therapies, including insulin, 

in a timely manner.

Facilitate and support structured evidence-based education relating to oral antihyperglycaemic agents for

individuals or groups, within the practice.

Disseminate evidence-based information that informs practice.

If a prescriber, prescribe medications, as required, within own competencies and scope of practice, 

Adjust oral treatment according to individual circumstances, following local policies or individual clinical

management plans.
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3. Experienced 

clinician

As 2, and:

Demonstrate a broad knowledge of different insulin types (i.e. action, use in regimens).

Demonstrate a broad knowledge of different GLP-1 receptor agonists (e.g. drug type, action, side-effects).

Be proficient in providing necessary education relating to commencement of injection therapy.

Initiate insulin or GLP-1 receptor agonist therapy where clinically appropriate.

Assess i di idual patie ts’ self- a age e t a d o goi g edu atio al eeds a d eet these eeds o  ake 
appropriate referral.

Support and encourage self-management wherever appropriate.

Recognise when injection therapy needs to be adjusted or changed.

Recognise the potential psychological impact of insulin or GLP-1 receptor agonist therapies and offer support 

to the person with diabetes or their carer.

Recognise signs of needle fear/needle phobia and offer strategies to help manage this.

2. Competent 

Clinician

As 1, and:

Demonstrate a basic knowledge of insulin and GLP-1 receptor agonists (e.g. drug type, action, side-effects)

and administration devices used locally.

Demonstrate and be able to teach the correct method of insulin or GLP-1 receptor agonist self-

administration, including:

– Co e t hoi e of eedle type a d le gth fo  the i di idual.
– App op iate use of a lifted ski  fold, he e e essa y.
– Co e t ethod fo  site otatio .
– Sto age of i suli .
– Si gle use of eedles a d safe sha ps disposal a o di g to lo al poli y .
Examine injection procedure and injection sites at least annually for detection of lipohypertrophy, and be 

able to give appropriate advice for resolving poor injection sites.

Be aware of common insulin and management errors.

Identify correct reporting system for injectable therapy errors.

Provide evidence of insulin safety training.

Describe circumstances in which insulin use might be initiated or altered and make appropriate referral.
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9. Hypoglycaemia

Assessment Notes

1. Basic knowledge

State the normal blood glucose range and describe the level at which it would be appropriate to treat

as hypoglycaemia.

Describe the signs and symptoms of hypoglycaemia, including both mild and severe.

Recognise that some people may not demonstrate or recognise clear signs and symptoms of hypoglycaemia 

(e.g. older people, those with longer duration of diabetes and those who have experienced recurrent 

episodes of hypoglycaemia).

Demonstrate competent use of blood glucose monitoring equipment to confirm hypoglycaemia.

Know how to access and administer appropriate treatment for hypoglycaemia.

Give reassurance and comfort to the person with diabetes or their carer.

Document and report the hypoglycaemic event.

If the person with diabetes is unresponsive, ensure their airway is clear and call emergency services.

4. Senior practitioner 

As 3, and:

Demonstrate expert knowledge of insulin and GLP-1 receptor agonist therapies and act as a resource for 

people with diabetes, their carer and HCPs.

Where individually acceptable, deliver structured group education to people with diabetes, their carers and 

HCPs within the practice.

Empower and support a person with diabetes to achieve an individualised level of self-management and an 

agreed glycaemic target.

Maintain active knowledge of current practice and new developments.

Investigate all incidents and report to the relevant agencies, develop an action plan to prevent recurrence.

If a registered non-medical prescriber, prescribe medications, as required, within own competencies and 

scope of practice according to legislation and local guidelines.

Adjust insulin treatment according to age, diagnosis and individual circumstances as appropriate, following 

local policies or individual clinical management plans.

Be aware of emerging research relating to injection technique and be competent to implement outcomes 

into daily practice.

Competence Level Descriptor
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4. Senior practitioner 

As 3, and:

Educate people with diabetes, their carers and HCPs on the impact that hypoglycaemia has on the individual 

(e.g. in relation to their occupation, safety to drive, as a barrier to intensification of treatment and 

psychological impact).

Identify and teach appropriate strategies for prevention of hypoglycaemia during and after exercise and 

under special circumstances (e.g. during Ramadan or periods of fasting).

Act as an expert resource for information on hypoglycaemia for other HCPs.

2. Competent 

Clinician

As 1, and:

Recognise and provide appropriate treatment for the different levels of hypoglycaemia.

Describe the possible causes of hypoglycaemia and any factors that can increase risk (e.g. alcohol 

consumption, physical activity and poor injecton sites).

Ensure episodes of hypoglycaemia are followed up appropriately.

If using insulin therapy, check injection technique and injection sites according to recommended correct 

practice.

Describe methods of hypoglycaemia avoidance and explain how these will be implemented to minimise

future risk.

Identify medications most likely to cause hypoglycaemia and explain how the risks may be minimised.

Describe what should be done if hypoglycaemia is not resolved and blood glucose levels remain low.

Demonstrate a knowledge of current driving regulations and how they relate to hypoglycaemia (see DVLA, 

2015).

Ensure appropriate hypoglycaemia treatments are accessible to patients and in date.

Be aware of appropriate and recommended blood glucose targets for type 1 and type 2 diabetes and in 

pregnancy.

Be aware when tight glycaemic control is not recommended (e.g. in the frail or older person or those in

end-of-life care).

3. Experienced 

clinician

As 2, and:

Identify people with diabetes at high risk of hypoglycaemia, advise and adjust therapy accordingly.

Give advice regarding driving regulations and hypoglycaemia (i.e. according to current DVLA guidelines and 

with reference to DVLA, 2015).

Discuss hypoglycaemia (including hypoglycaemic unawareness and frequent hypoglycaemia), and its possible 

causes, with the person with diabetes or their carer.

Work with people with diabetes to prevent recurrent hypoglycaemia.

Participate in educating other HCPs within the practice, and carers of people with diabetes in the 

identification, treatment and prevention of hypoglycaemia.

Interpret blood glucose levels and HbA1c results within the context of the clinical presentation to identify

unrecognised hypoglycaemia.
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10. Hyperglycaemia

Assessment Notes

2. Competent 

Clinician

As 1, and:

Recognise and provide appropriate treatment for the different levels of hyperglycaemia, including those in 

type 1 and type 2 diabetes.

List possible causes of hyperglycaemia, including non-adherence with current medication and intercurrent

illness.

Recognise the impact that glucocorticosteroids have on blood glucose levels and trends.

Make appropriate referral for advice.

Support self-management where possible.

Know how to identify and act on hyperglycaemia and/or ketonuria to minimise the risk of progression to 

diabetic ketoacidosis (DKA) or hyperosmolar hyperglycaemic state (HHS) in accordance with national policies 

or individual clinical management plans.

Competence Level Descriptor

1. Basic knowledge

State the normal blood glucose range.

Describe signs and symptoms of hyperglycaemia.

Recognise that older people may be asymptomatic of hyperglycaemia.

Perform blood glucose tests according to local guidelines.

Correctly document results and report those out of the accepted range.
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11. Intercurrent Illness

Assessment NotesCompetence Level Descriptor

1. Basic knowledge

Identify common signs of intercurrent illness and take appropriate action.

Be aware of the impact of intercurrent illness on glycaemic control.

Document and report any clinical findings outside the expected ranges.

2. Competent 

Clinician

As 1, and:

Take a comprehensive assessment and patient history.

Initiate appropriate preliminary investigations (e.g blood glucose and ketone measurements).

Recognise when to seek urgent medical advice and/or when to admit to hospital (e.g ketonuria in pregnancy, 

children, dehydration and vomiting).

Make appropriate referrals.

Give advice regarding continuation of treatment for diabetes during intercurrent illness and provide written 

information.

Encourage self-management as soon as is possible, e.g. self-injecting and self-monitoring.

Ensure the person with diabetes is aware of when to seek medical advice.

3. Experienced 

clinician

As 2, and:

Recognise appropriate glycaemic treatment targets for special patient groups (e.g pregnant women, older

people, those with significant comorbidities, the frail and those in end-of-life care).

Determine the possible cause of hyperglycaemia, such as unrecognised infection.

Work in partnership with the person with diabetes or their carer to agree treatment goals.

Participate in educating people with diabetes, their carers and other HCPs within the practice in the 

identification, treatment and prevention of hyperglycaemia.

4. Senior practitioner 

As 3, and:

Provide expertise in the development of management plans for people with complex hyperglycaemia.

Educate people with diabetes on drug interactions that can cause hyperglycaemia (e.g. steroids).

Act as a resource for information on hyperglycaemia for other HCPs within the practice.
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12. Pregnancy - pre-conception care

Assessment Notes

1. Basic knowledge
Demonstrate awareness of the need for pre-conception care.

Sign-post women to local information and group sessions if available.

2. Competent 

Clinician

As 1, and:

Be aware of the latest national guidelines.

Demonstrate an understanding of the need for pre-conception care and follow local guidelines.

Explain to the woman with diabetes or her carer the need for pre-conception care.

Identify medicines contraindicated in pregnancy and make appropriate referral.

Be aware of the need for the higher dose of folic acid.

Know how to recognise and treat hypoglycaemia appropriately.

Demonstrate knowledge of the appropriate referral system, including to the specialist diabetes team.

3. Experienced 

clinician

As 2, and:

Demonstrate knowledge of latest care recommendations for the pre-conception management of diabetes.

Provide education and support to achieve pre-conception diabetes targets.

3. Experienced 

clinician

As 2, and:

Interpret test results and initiate appropriate action.

Support the person with diabetes or their carer in managing diabetes during intercurrent illness.

Adjust individual clinical management plan with person with diabetes or their carer.

Give advice about sick-day diabetes management, including ketone testing, where appropriate, according to 

local policy, and provide written information.

Educate people with diabetes, their carers and HCPs within the practice about sick-day diabetes 

management.

Provide appropriate literature for the learning needs of people with diabetes, their carers and HCPs.

4. Senior practitioner 

As 3, and:

Advise on treatment adjustments according to individual circumstances, following local guidance or 

individual clinical management plans.

Implement evidence-based practice in relation to the management

of intercurrent illness in people with diabetes.

Educate other HCPs  within the practice on the effects and consequences of intercurrent illness on people 

with diabetes..

Competence Level Descriptor

Page 19 of 27



DRAFT SCCG Diabetes Competency Assessment Framework 2016-17 MO LIS

13. Cardiovascular Disease

Assessment Notes

4. Senior practitioner 

As 3, and:

If a registered prescriber, prescribe medications, as required, within own competencies and scope of 

practice.

Demonstrate in-depth knowledge of pathophysiology of diabetes complications in pregnancy.

Develop and implement management plans.

Have an in-depth knowledge of national and local guidelines relating to diabetes pre-pregnancy care.

Competence Level Descriptor

1. Basic knowledge

Undertake monitoring and assessment as requested.

Mai tai  e uip e t i  li e ith a ufa tu e ’s i st u tio s.
Care for people with diabetes undergoing cardiovascular investigations.

Perform BP measurement in accordance with hypertension guideline published in collaboration between the 

British Hypertension Society and NICE (NICE, 2011d).

Demonstrate awareness of the normal parameters for BP measurements.

Take blood tests and specimens as required.

Demonstrate awareness of the risk factors for CVD.

Recognise and describe the impact of fear and anxiety on BP readings.

Be capable of discussing lifestyle measures, such as diet, exercise and smoking cessation, and their impact

in terms of reducing CV risk.
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14. Neuropathy

Assessment NotesCompetence Level Descriptor

1. Basic knowledge

Demonstrate awareness that all people with diabetes are at risk of neuropathy, including sexual dysfunction.  

Demonstrate awareness that all people with diabetes should be referred to the eye and foot clinic, and how 

this is done.

Know which people with diabetes in your care have neuropathy.

Provide basic foot care.

Report changes in pain, sensitivity, skin integrity, colour or temperature.

Measure standing and lying BP using appropriate devices.

Demonstrate the procedure of basic diabetes foot screening in line with national guidance and/or local 

protocols, and record screening results in the patient record.

Identify possible neuropathy and make appropriate referral to confirm diagnosis.

2. Competent 

Clinician

As 1, and:

Identify people with diabetes at risk of CVD.

Be capable of undertaking a comprehensive CVD risk assessment using an accepted risk calculation tool

(e.g. QRisk2; available at: www.qrisk.org).

Refer people with diabetes for appropriate specialist intervention.

Interpret and act on test results appropriately.

Support people with diabetes to better understand how their medications work, how to take them, to 

recognise potential side-effects and know when and how to report them.

3. Experienced 

clinician

As 2, and:

Order appropriate blood tests and specialist investigations.

Initiate and develop personalised care plans and set goals with the person with diabetes to reduce CV risk.

Be aware of policies relating to the prevention and management of CVD.

4. Senior practitioner 

As 3, and:

Use evidence to develop practice and develop guidelines and protocols.

Recognise and describe the link between diabetes and CVD.

Provide an organised programme of care designed to manage established CVD according to local and 

national guidelines .

Demonstrate knowledge and skills that support behaviour change.

If a registered prescriber, prescribe medications, as required, within own competencies and scope of 
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3. Experienced 

clinician

As 2, and:

Screen for neuropathy, including sexual dysfunction in both men and women, according to local guidelines.

Identify risk factors in the development of neuropathy.

Identify factors that may affect neuropathy (e.g. poor glycaemic control).

Refer appropriately within the MDT for identified neuropathy issues.

Ensure people with diabetes can access appropriate care.

4. Senior practitioner 

As 3, and:

Demonstrate detailed knowledge of the management and treatment of neuropathy.

Conduct a holistic assessment of the person with diabetes for neuropathic risk and ability to self-care.

Carry out an in-depth neurovascular assessment.

Assess knowledge of people with diabetes of neuropathy risk.

Advise and support people with diabetes and their carer about neuropathy and its management.

Provide or refer for psychological support as required.

Demonstrate knowledge of treatments for neuropathy and the associated diabetes management.

If a registered prescriber, prescribe medications, as required, within own competencies and

scope of practice.

Integrate management of diabetes with other contributing conditions.

Participate in protocol development, implementation and monitoring.

Monitor and adjust treatment in line with local guidelines or refer appropriately.

2. Competent 

Clinician

As 1, and:

Recognise the need for and carry out annual foot screening for people with diabetes, and allocate risk status.

Demonstrate awareness of complications and prevention of neuropathy.

Describe measures to prevent tissue damage in people with diabetes.

Give foot care advice to people with diabetes, their carer and HCPs within the practice.

Be aware of erectile and sexual dysfunction as a neuropathic process, and refer where appropriate.
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15. Nephropathy

Assessment Notes

1. Basic knowledge

Demonstrate an awareness that all people with diabetes are at risk of nephropathy.

Perform blood glucose monitoring and other blood/urine tests as directed.

Know which people with diabetes in your care have nephropathy.

Report any abnormal finding and take appropriate action.

2. Competent 

Clinician

As 1, and:

Demonstrate awareness of complications and prevention.

Demonstrate awareness of annual screening tests to detect nephropathy.

Organise or perform albumin/creatinine screening, blood pressure measurement and blood tests according 

to local and national protocols and guidelines.

Demonstrate awareness of the five different stages of chronic kidney disease.

3. Experienced 

clinician

As 2, and:

If test results are outside the expect range, refer appropriately and plan follow-up.

Educate people with diabetes or their carer in prevention and importance of screening for nephropathy.

Demonstrate awareness of the impact that deteriorating renal function may have on glycaemic control.

Demonstrate an awareness of diabetes medications contraindicated in moderate or severe renal disease.

Demonstrate awareness of the impact that renal replacement therapy may have on glycaemic control,

including the additional risk of hypoglycaemia and potential need for reductions in diabetes medication.

Be aware of the impact chronic kidney disease has on the excretion of some diabetes medications, including 

sulphonylureas and insulin therapies.

Know when to refer to dietetics for advice on diabetes and renal diets.

Be aware of fluid restrictions required in people with advanced kidney disease.

Participate in multidisciplinary liaison.

Competence Level Descriptor
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16. Retinopathy

4. Senior practitioner 

As 3, and:

Be aware of relevant national polices (e.g. NICE, 2014b)

Review medication and ensure appropriate changes are made.

Demonstrate a broad knowledge of renal treatments, including renal replacement therapy and 

transplantation.

Demonstrate knowledge of how immunosuppressant treatment, including steroids, may affect glycaemic 

control.

Demonstrate a broad knowledge of renal treatments and their impact on glycaemic control.

If a registered prescriber, prescribe medications, as required, within own competencies

and scope of practice.

Know when to refer to specialist renal or diabetes teams.

Provide or refer for psychological support as required.
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Assessment Notes

17. End of Life Care

2. Competent 

Clinician

As 1, and:

Recognise the need for regular retinal screening.

Demonstrate awareness of retinopathy complications and prevention.

Participate in retinal screening or laser clinics.

3. Experienced 

clinician

As 2, and:

Educate the person with diabetes and their carer about the prevention of, and the importance of screening 

for, retinopathy.

Refer people with diabetes with poor or reduced vision to eye clinic liaison officers for access to vision aids.

Recognise the importance of good glycaemic, BP and cholesterol control in preventing and/or progressing

diabetic retinopathy.

Be aware that 3-monthly retinopathy screening is required in pregnant women.

4. Senior practitioner 

As 3, and:

Disseminate evidence-based practice.

Review medication and ensure appropriate changes are made.

Provide or refer for psychological support as required.

Keep updated with new therapies available for patients with diabetic macular oedema.

Competence Level Descriptor

1. Basic knowledge

Demonstrate awareness that all people with diabetes are at risk of retinopathy and must be referred to the 

retinal screening service

Support people with diabetes with impaired vision.

Encourage people with diabetes to attend all retinal screening appointments.
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3. Experienced 

clinician

As 2, and:

Initiate and develop personalised care plans in collaboration with the person with diabetes and their 

carers/family.

Describe indications for the initiation or discontinuation of blood glucose-lowering agents in agreement

with the person with diabetes and their carers.

Give advice on blood glucose monitoring and, if required, the appropriate frequency of monitoring in 

agreement with the person and carers.

Recognise when treatment needs to be adjusted.

4. Senior practitioner 

As 3, and:

If a registered prescriber, adjust and prescribe medication related to diabetes, as required,

within own competencies and scope of practice.

Competence Level Descriptor

1. Basic knowledge

Undertake blood glucose monitoring and care as required.

Document and report blood glucose monitoring results according to local guidelines and protocols.

Be aware of policies relating to end-of-life care and diabetes.

Be aware of signs and symptoms that may indicate hypoglycaemia or hyperglycaemia.

2. Competent 

Clinician

As 1, and:

Assess the pe so ’s eeds a d e su e they a e pai  f ee, ade uately hyd ated a d sy pto  f ee f o  thei  
diabetes.

Be aware that palliative care may vary in time, and diabetes control needs to be assessed on an individual

and a daily basis.

De o st ate k o ledge of app op iate lood glu ose ta gets e.g. –  ol/L  to a oid hypogly ae ia 
and hyperglycaemia.

Be aware that glucocorticoid steroids may cause diabetes, which may require insulin treatment. Steroids can 

also worsen glycaemic control with pre-existing diabetes.

Be aware that the aim of diabetes treatment in the last few days of life is to prevent discomfort from 

hypoglycaemia, hyperglycaemia and DKA or HHS.

Be aware that people with type 1 diabetes must remain on insulin therapy during the last days of life.

Recognise that people with type 2 diabetes may not need treatment for diabetes in the last few days of life.

Recognise that people with type 1 diabetes may need a change in insulin, i.e. to a once-daily basal insulin,

depe di g o  that i di idual’s eati g patte .
Be aware that, where possible, diabetes treatment plans and medication changes must be discussed with the 

patient, relatives or carers.
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SU Sulphonylurea 

TZD Thiazolidinedione (Glitazone) 

DPP4i Dipeptylpeptidase 4 inhibitor (Gliptin) 

GLP- 1RA Glucago ‐Like‐Peptide 1 Receptor Agonist  

SGLT2i Sodium Glucose Co‐Tra sporter 2 Inhibitor 

Class of Agent – Step 2 

Preferred Choice/Option 

Expected HbA1c Reduction 

Risk of Hypoglycaemia 

Weight Change 

Key Side Effects 

Cost 

Target HbA1c Reduction 

SU 

TRADITIONAL PATHWAY 

11 – 16.5 mmol/mol (1 – 1.5%) 

HIGH 

2kg GAIN  

HYPOGLYCAEMIA 

LOW – £30/yr 

 titrate dose to target glucose 

TZD 

Alternative Pathway: OPTION 1 

11 – 16.5 mmol/mol (1 – 1.5%) 

LOW 

6kg GAIN  

HEART FAILURE, OEDEMA, ** 

LOW  - £20/yr 

 6 mmol/mol after 6months 

DPP4i 

OPTION 2 

5.5 – 10 mmol/mol (0.5 – 0.9%) 

LOW 

NEUTRAL 

GI UPSET/PANCREATITIS 

HIGH £430/yr 

 6 mmol/mol after 6months 

SGLT2i 

OPTION 3 

6 – 13 mmol/mol (0.5 – 1%) 

LOW 

3kg LOSS 

GENITAL INFECTION/UTI ** 

HIGH £475/yr 

 6 mmol/mol after 6months 

if significant osmotic symptoms present 

at diagnosis and/or Excessive weight 

loss – re-consider diagnosis ? Type 1 – 

if  rapid therapeutic response is required 

consider INSULIN & Monitor Carefully 

Prescribing of Hypoglycaemic Agents for Adult Patients with Type 2 Diabetes: Sunderland 

HbA1c above Target (48 mmol/mol) despite Diet, Exercise and Lifestyle 

Modification  

HbA1c above Target (48mmol/mol) despite re-enforcement of Diet, Exercise and Lifestyle 

Modification – ALL glucose lowering therapies MUST be individualised to suit your patient    

Refer to DESMOND – Structured Education classes to promote Increased Physical Activity, Weight Loss and Calories Reduction 

STEP 1 – Start – METFORMIN – 1st Line –  

if intolerant give METFORMIN SR with or after food 
Commence SU  IF CONTRAINDICATED 

Arrange 3 Monthly Review – Re-enforce LIFESTYLE advice and check DRUG COMPLIANCE at each visit 
STEP 2:  

Add one 

of:  

STEP 3: Add 

or Substitute 

with one of  

HbA1c above Target (58mmol/mol) despite re-enforcement of Diet, Exercise and Lifestyle Modification –  

- ALL glucose lowering therapies MUST be individualised to suit your patient –  

- STOP ANY AGENT THAT FAILS TO ACHIEVE TARGET HBA1c REDUCTION – esp the newer more expensive agents  

Arrange 3 Monthly Review – Re-enforce LIFESTYLE advice and check DRUG COMPLIANCE – Target HbA1c < 53mmol/mol 

Class of Agent – Step 3 

Preferred Injectable Choice & 

Option 

Expected HbA1c Reduction 

Risk of Hypoglycaemia 

Weight Change 

Key Side Effects 

Cost 

Target HbA1c Reduction 

GLP-1RA (DO NOT use with DPP4i or SGLT2i) 

OPTION 4: if BMI > 35kg/m2 or if BMI < 35kg/m2 if 

further weight gain or insulin unacceptable 

11 – 16.5 mmol/mol (1 – 1.5%) over 6 moths 

LOW 

4 - 6kg LOSS 

GI UPSET 

HIGH – £650 - 1400/yr 

11 mmol/mol & 3% Weight loss after 6months  

HUMAN BASAL INSULIN 

TRADITIONAL PATHWAY – Continue MF & SU other oral 

agents ONLY continued if evidence of HbA1c reduction  

 Greater than 11  mmol/mol (1%) 

HIGH 

4kg GAIN – re-enforce DIET & LIFESTYLE to prevent this 

HYPOGLYCAEMIA 

Variable - £160/yr 

 11 mmol/mol after 6months 

Combination Oral Therapy with 

MF (if insulin not accepted or 

appropriate). MF + SU + TZD &  

EITHER DPP4i OR SGLT2 ONLY  

+ SU 

+ TZD 

 Either + DPP4i 

OR + SGLT2i ** see overleaf 

or  

if S/E  

or C/I 

Remember: T2DM is a progressive condition and re-enforcement of lifestyle advice & assessment of concordance with medication at each visit is vital. 

DO NOT prescribe any agent in women of reproductive age without first assessing safety, preconceptual care and contraception.    

If a chosen option is ineffective 

in step 2, stop this & consider an 

alternative option before 

moving onto step 3 



1: Diagnosis should be based on HbA1c result > 48mmol/mol  

2: Upon diagnosis refer and ensure your patient attends the DESMOND education programme within 6 months of 

diagnosis. Patients are more likely to attend if they understand the value of the course, and are actively encouraged to 

attend by their Health Care Professional looking after them. 

3:  Patients should have an appointment with a dedicated diabetes Dietitian within 1 month of diagnosis. 

4: A weight loss target of 3% should be established upon diagnosis and re-enforced at each review, and importantly 

agai  at ea h step  of the algorith . 

 

5: STEP 1: First line treatment in the vast majority of patients should be with Metformin either standard or modified 

release preparations.  

6: If gross osmotic symptoms are present at diagnosis (and type 1 diabetes has been excluded via urine or blood ketone 

tests); a Sulphonylurea such as Gliclazide should be initiated along with rapid review within 2 weeks.  

7: Three monthly patient reviews should occur – HbA1c check, along with re-enforcement of lifestyle changes 

(attendance to DESMOND programme and dedicated dietitain). Check adherence to medication & potential side effects 

 

8: STEP 2: if HbA1c > 48mmol/mol. Follow either the Traditional or Patho-physiological pathways to address your 

patie ts  eeds. ‘e-enforce lifestyle. Target HbA1c at this point is less than 53mmol/mol, but individualise.  

8a: Standard/Traditional Pathway - Add in Sulphonylurea to current Metformin. 

8b: Alternative Pathway – Add in one of the newer agent to current Metformin depending on individual patient 

specification – hypoglycaemia risk, Co-morbidities: heart failure, renal function, osteoporosis, maculopathy, weight  

9: See point 7. Ensure all agents that are ineffective in lowering HbA1c are stopped. 

 

10: Step 3: Injectable Therapy required if HbA1c > 58mmol/mol and limited further to be gained from greater lifestyle 

intervention, or other oral agents have been consider and dismissed, or tired and have been unsuccessful.   

Follow the Traditional or Patho-physiological pathways. Target HbA1c less than 58mmol/mol but individualise.  

10a: Traditional Pathway: Metformin + SU and add in Basal Human Insulin  

10b: Alternative pathway for patients with BMI > 35kg/m2 introduction of GLP-1RA to MF + (SU or TZD)  

10c: Combination oral therapies. Ensure previous agents unsuccessful in HbA1c reduction is documented & stopped. 

Sensible cost effective prescribing when insulin is unacceptable should include MF + SU + TZD & either DPP4i OR SGLT2i.   

Notes on Prescribing Glucose Lowering Medication 



Traditional Oral Agents  

• Metformin (MF) 

• First line treatment in all patients with type 2 diabetes 

 

• Tablets: 500mg or 850mg  

• Dose Regime: once daily initially increasing to twice daily 
after a week then to three times a day 

• With or after food commence with main meal. Usual 
maximum dose 2g/day 

• Trial of Slow Release (SR) preparation in those patients 
with GI intolerance to standard preparations. 

 

• Side effects:  

• Nausea, loose motions, gastrointestinal disturbance, B12 
deficiency. 

• Contra–indications: 

• Renal Impairment  

• Review dose if eGFR less than 45 ml/min/1.73m2  

• STOP if eGFR less than 30ml/min/1.73m2 

• Significant heavy alcohol consumption, Risk of Lactic 
Acidosis, Active Acute Heart Failure, Significant acidosis of 
any cause 

 

• Re-enforce Sick Day Rules during ill health leading to 
potential volume depletion to avoid Acute Kidney Injury. 

 

• HbA1c reduction ~ 1 – 2% 

 

• Metformin can be added to  

 Sulphonylurea (SU) 

 Thiazolidinedione (TZD), 

 DPP4 inhibitors (DPP4i)   

 GLP-1 analogues (GLP- 1RA) and   

 Sodium Glucose Co-transporter inhibitor (SGLT2i) 

 Any Insulin regimen 
 

• Sulphonylureas (SU) 

• Examples: Gliclazide, Glimepiride 
 

• Indications: 

• Monotherapy in patients with type 2 intolerant of MF 

• Where rapid improvement in or hyperglycaemic symptoms 

required, due to significant osmotic symptoms.  

• Combination treatment with MF, TZD, or GLP-1RA, DPP4 

inhibitors or SGLT2i 

• Combination treatment with long acting human basal human 

insulin 

• Longer acting SU e.g. Glimepiride are weight neutral 
 

• Side effects:  

• Nausea, vomiting, hepatic dysfunction, hypoglycaemia 

(educate patient regarding symptoms and treatment), can 

occur in combination with  (dose of the SU needs to be 

reduced by half) and TZD 

• Contra-indications:  

• Avoid all long acting SU in the elderly, avoid in significant 

hepatic and renal dysfunction. SUs are contra-indicated in 

pregnancy. AVOID if eGFR less than 30ml/min/1.73m2 

 

• HbA1c Reduction ~ 1.5 – 2% 

• NOTE: due to the risk of hypoglycaemia your patient will 

require regular Blood Glucose Monitoring – especially before 

driving. Please educate regarding testing and risks 

• Add onto: 

 Metformin, TZD, GLP1RA, SGLT2i 

 Human Basal Insulin or pre-mixed insulin regimen.  



• Thiazolidinedione (TZD) 

• Examples: Pioglitazone  

 

• Indications:  

• Type 2 diabetes with BMI > 25kg/m2: 

• Start at  ‐ g daily a d titrate to  g daily a ordi g to 
response.  

• Dual therapy with MF or SU or DPP4i 

• Triple therapy MF + SU + TZD 

• Combination with human basal Insulin (Hospital initiation 
ONLY after performing an Echocardiogram) 

 

• Side effects:  

• **increased abdominal adiposity, weight gain, precipitation of 
undiagnosed heart failure, anaemia, increased risk of distal 
limb fracture due to osteoporosis, hypoglycaemia with SU, 
hepatic dysfunction (monitor LFTs), macular oedema.  

• If any side effects occur: re-assess the safety aspects of 
continued drug therapy versus changing medication. 
 

• Contra–indications:  

• Known Cardiac failure, Significant hepatic dysfunction or if 
your patient is at high risk of fracture.  

• Should NOT be used in patients with active or a past history 
of Macula Oedema. 

• Consider checking BNP to exclude undiagnosed heart failure 

 

• Reduction in HbA1c 6mmol/mol over a 6 months  

 

• Add on to MF, SU, GLP- 1RA , Human Basal Insulin, SGLT2i 
(Empa or Cana only)  

• Metiglinides  

 

• Example: Repaglinide and Nateglinide 

 

• Indications:   

• Ca  e o sidered as a  alter ati e to SU s i  
patients with renal impairment eGFR < 30 

• In combination with Metformin  

 

• Side Effects:  

• abdominal pain, diarrhoea, constipation, 

nausea, vomiting, rash 

 

• Contraindications:  

• Severe hepatic impairment,  

• Not to be prescribed in combination with :- 

 SU, TZD, DPP4I, GLP-1RA, or SGLT2i.   
 

 

 

• Dosing regime:  

• Repaglinide 500mcg 30mins before food/meal, 

max 4mg as a single dose. Total daily dose 

16mg. Increase at weekly intervals depending 

on response. 
 

• Netaglinide: 60mg 30mins before food/meal, 

daily max 180mg tds 

 

• HbA1c reduction ~ 6mmol/mol (0.5 – 1%) 

Traditional Oral Agents  



• DPP4 Inhibitors  (Gliptins) – this class of agents work through the incretin pathway to improve blood glucose levels 

 

• Examples: Sitagliptin, Saxagliptin, Linagliptin, Alogliptin or Vildagliptin 

• Consider discussion with either a GPwSI Diabetes or a Hospital Diabetologist prior to initiation. 

• Dosing regime: Sitagliptin 100mg od, Saxagliptin 5mg od, Linagliptin 5mg od 

• NOTE: Dose reduction required in renal failure with some agents in this class. See BNF for each drug 
 

• AVOID in pregnancy and breastfeeding 
 

• Indications: 

In addition to MF, TZDs or SU  

If HbA1c > 58 mmol/mol (7.5%) and BMI > 27kg/m2 

Ideal role – low risk of hypoglycaemia and weight neutrality  

 

• Side effects:  

• increased digoxin levels. Gastro- Intestinal disturbances, peripheral oedema, osteoarthritis pain, 

nasopharyngitis and upper respiratory tract infection. 

• Cautions   

• Renal Impairment serum Creatinine > 150mmol/L  or eGFR < 30.  

• no dose reduction required for Linagliptin in renal failure. See BNF for further advice on prescribing.  

• Contraindications 

• Acute Pancreatitis, Pregnancy & Breast feeding.  

• AVOID prescribing with GLP1-RA 
 

• Discontinue if reduction in HbA1c is less than 0.5% (6 mmol/mol) after 6 months treatment.  

Newer Oral Agents: DPP4 inhibitors  



• SGLT2 inhibitors – this class of agents work through the kidney preventing the re-absorption of glucose in an insulin 

independent action. It is important to enforce sick day rules to prevent Acute Kidney Injury when using this class. 
 

• IMPORTANT: Determine renal function before treatment and periodically thereafter.  

• AVOID initiation of ANY SGLT2i if eGFR below 60ml/min/1.73m2 as these agents are not effective  

• AVOID initiation or STOP agent if eGFR less than 45ml/min/1.73m2  

• CAUTION is advised if prescribing SGLT2i in patients already taking Loop or Thiazide diuretics due to the high risk of 

volume depletion and Acute Kidney Injury. Consider stopping the diuretic prior to initiation.  
 

• Examples: Dapagliflozin 10mg od , Empagliflozin 10mg or 25mg  od or Canaglifloxin 100mg or 300mg od 

• Consider discussion with either a GPwSI Diabetes or a Hospital Diabetologist prior to initiation. 
 

• Indication:  

• If HbA1c > 58mmol/mol (7.5%) and BMI > 27kg/m2  

• For effective weight loss targets re-enforce lifestyle changes and refer to local dietetic services on – initiation  

• Dual therapy regimen in combination with MF 

• Triple therapy – add onto MF + SU (consider reducing SU dose potentially by half to prevent hypoglycaemia) 

• In combination with human Insulin with or without other anti-diabetic drugs.  

 

• SGLT2i SHOULD NOT be prescribed with GLP-1RAs. 

• AVOID in pregnancy and breastfeeding 
 

• Side Effects: **Genital infections, UTI, Volume depletion during acute illness or with diuretic, Hypotension, (warn 

patient of potential risk of dizziness), Euglycaemic Ketoacidosis, Osteoporosis (increased fracture risk). 

• Discontinue if reduction in HbA1c is less than 0.5% (6 mmol/mol) after 6 months treatment.  

• Add onto: MF, SU, (TZD)  + Human Basal Insulin – seek specialist advice 

Newer Oral Agents: SGLT2 inhibitors  



• NOTE: approximately 25 – 33% of patients will fail to respond to GLP1-RA therapy, hence on commencement – please use a 

short acting agent with the lowest acquisition costs. Evaluate at 3 & 6 months – ONLY continue if NICE criteria achieved – either 

continue current agent or convert to a longer acting preparation.  

• Short acting preparations will predominately address postprandial hyperglycaemia.  

• Thereafter longer acting agents will maintain and improve HbA1c by predominately improving fasting glucose  
 

• Short Acting agents: Exenatide 5mcg BD increasing to 10mcg BD or Lixisenatide 10mcg OD increasing to 20mcg OD 

• Intermediate Acting agents – Liraglutide 0.6mg OD increasing to 1.2mg OD (NOTE 1.8mg OD is NOT advocated in Sunderland)    

• Long Acting Weekly agents: Exenatide LAR 2mg once weekly or Dulaglutide 0.75mg 0r 1.5mg once weekly  
 

• NICE criteria: Add as part of triple therapy ONLY if BMI is ≥ 35kg/ 2 in people of European descent (adjust for ethnic groups) 

and there are specific psychological or medical problems associated with high body weight, or BMI<35kg/m2 and insulin is 

u a epta le e ause of o upatio al i pli atio s or eight loss ould e efit other o‐ or idities. 

• Consider discussion with either a GPwSI Diabetes or a Hospital Diabetologist prior to initiation. 

• Can be considered in dual therapy with MF; Can be considered in dual therapy with a SU if EITHER MF contraindicated or not 

tolerated, OR in combinations of SU &TZD; or SU & DPP‐  i hi itors are o tra‐i di ated or ot tolerated  
• NOTE: only Liraglutide and prolonged release Exenatide LAR considered by NICE for dual therapy. 

 

• Side effects: GI disturbance (especially nausea) ~ 30% of patients associated with weight loss, acute pancreatitis  

• Renal Failure: dose adjustment or cessation required if eGFR reduced/declining for some GLP -1RA. See BNF 

• AVOID in pregnancy and breastfeeding.  
 

• GLP‐1RA used in combination with Human Basal Insulin ONLY in specialist care setting.  

• Co-prescribing with Pre-Mixed insulin is NOT recommended and is off license  

• GLP-1RA should NOT be prescribed with DPP4 inhibitors as both work through the same (Incretin) pathway 

• GLP-1RA should NOT be prescribed with SGLT2 inhibitors - an expensive combination with increased risk of volume depletion  

 

• STOP IF reduction in HbA1c is less than 1% (11 mmol/mol) and there is less than 3% weight loss after 6 months.  

• (NOTE: Only HbA1c reduction required for patie ts  o  dual therapy)  

Newer Injectable Agents: GLP-1RA  



• Patients with type 2 diabetes will require the introduction of insulin at some point in their disease 

• Indications:  

• Progression of disease due to Beta cell failure 

• Hyperglycaemia induced by steroids (long course)  

• Pre – Operative care  (HbA1c > 69mmol/mol or 8.5%)  
 

• Treatments: 

• Human Basal Insulin: once or twice a day - in conjunction with oral therapies (provided they are effective)  

• Examples: Human Insulatard®, Humulin I®, Insuman Basal® 

• Usually initiated due to progression of disease – consider when HbA1c > 69mmol/mol or earlier if alternative 

therapies ineffective – refer to community DSN or CHS 

• Pre- Mixed Human Insulin: Twice a day (with breakfast and evening meal)  

• Examples: Humulin M3®, Insuman Combo 25® – stop SU, continue MF 

• Patient symptomatic from high blood glucose levels  

• Short history of diabetes  

• BMI < 25kg/m2 (consider alterative diagnosis such as type 1 diabetes – check Anti GAD antibodies)  

• HbA1c > 75mmol/mol (9%)  
 

• Long Acting Analogue Insulin (see overleaf for information on Biosimilar insulin) 

• Examples: Insulin Lantus Glargine ® (once a day – midday) or Insulin Levemir Detemir ® (morning & teatime) 

• Indications:  

• Patients with problematic hypoglycaemia (ensure your patient is not on a SU) 

• Elderly patients requiring community/district nurse support 

• NOTE: Basal Bolus Regime is NOT routinely used in the management of patients with Type 2 diabetes 

• NOTE: High Strength (U200, U300 or U500) insulin should NOT be initiated in the community  

 

Injectable Therapies: Insulin  



• A Biosimilar preparations called Abasaglar® is now available, a Basal insulin which is biologically similar in action to 

Insulin Lantus Glargine®. Other Biosimilar preparations will follow hence safe, clear prescribing is essential. 
 

• Indications: for Biosimilar insulin to be used only in  

– New patients  

– Patients with suboptimal control where a review of therapy is being considered. 

• Existing patients should continue to receive Insulin Lantus®.  

• Patients should NOT be routinely switched between brands  
 

• Prescribing: It is essential that patients stay on the same brand. All prescribing should be by Brand Name.  

• Recommendations for Primary Care: All practices search for any patients currently prescribed insulin Glargine 

generically and change to the existing branded product, Lantus® before Abasaglar® becomes available, to avoid 

later confusion.  
 

• Dispensing: Pharmacists should dispense the brand ordered and not substitute. 

If a brand is not specified the prescription needs to be returned to the prescriber for this to be added. 

Please note that pharmacists will not dispense insulin Glargine unless prescribed by brand as they are not 

authorised to amend prescriptions.  
 

• Administration / Record keeping: It is important that a record is kept within the patient's notes of the brand used. 

This is to facilitate reporting of adverse effects.  

• ALL Communications with GP/Health Care Professionals should provide brand details of the product used.  

• Adverse reactions: (suspected or established) should be documented on yellow card reports to the MHRA.  
 

• NOTE: Only limited information is available on the safety of this insulin in Pregnancy and Breastfeeding.  

• Biosimilar insulin should NOT be routine initiated in the community setting until greater safety data and 

communication structure is established.  

New Injectable Therapies: Biosimilar Insulin  



more 
stringent 

less 
stringent 

Patient attitude and 
expected treatment efforts highly motivated, adherent, 

excellent self-care capacities 

less motivated, non-adherent, 

poor self-care capacities 

Risks potentially associated 
with hypoglycemia and       
other drug adverse effects 

low high 

Disease duration 
newly diagnosed long-standing 

Life expectancy 
long short 

Important comorbidities 
absent severe few / mild 

Established vascular 
complications absent severe few / mild 

Readily available limited 

Usually not 
modifiable 

Potentially 
modifiable 

HbA1c	

7%		
PATIENT / DISEASE FEATURES 

  

Approach to the management                            
of hyperglycemia 

Resources and support 
system 

Modulation of the intensiveness of glucose lowering therapy in T2DM 

48mmol/mol 64 mmol/mol 

Diabetes Care 2015;38:140-149; Diabetologia 2015;58:429-442 

• Key Points on the Management of 

Patients with T2DM 
 

• Diet, calorie reduction, weight loss and increased 

physical activity along with smoking cessation and 

a low salt diet remain the cornerstone of of 

treatment and should be asked about, assessed 

and enforced at each 3 monthly review. 

 

• Ensure ALL cardiovascular risk factors are 

addressed effectively in all patients.  
 

• HbA1c targets should be individualised 

based on both patient, disease features and 

co-morbidities – this will determine the best 

glucose lowering agent to be prescribed. 
 

• Metformin remains the drug of first choice 
 

• After MF: there is limited data as to the next 

best agent. Combination therapy of MF plus 

another 1 or 2 oral agent(s) will be required, 

thereafter an injectable agent  will be 

needed to achieve targets.  
 

• Additional therapies should be added in as 

part of a shared decision making process in 

conjunction with the patient where possible.  

 

• Ensure REGULAR 3 and 6 monthly clinical 

reviews occur. Assess compliance and 

concordance of lifestyle and medication. 

 

• Medication review – ONLY continue if NICE 

criteria are met for the class.  

53mmol/mol 
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Guidance on the Self-Monitoring of Blood Glucose  
in Adults with Diabetes 

Introduction 

This guideline is designed to offer guidance for primary and secondary care on the 

use of self-monitoring of blood glucose in both Type 1 and Type 2 diabetes mellitus. 

Type 1 Diabetes Mellitus 

The purpose of self-monitoring of blood glucose should be clarified between the 
patient and the healthcare professional and should be incorporated into structured 
patient education (NICE Clinical Guideline 15). The approach to testing and target 
levels should be individualised and agreed in consultation with patients, as part of 
the care planning process. Test frequency will depend on the patient and their insulin 
regimen. A frequency of up to eight times daily is possible. More testing is required 
to meet driving requirements (see later). 
 

Access to blood glucose testing strips in Type 1 Diabetes should not be 

restricted. This includes freedom of choice with regards to meters and 

unrestricted quantities of testing strips. 

All results must be recorded with time and date to provide a cumulative record as a 
basis for day-to-day changes in therapy. 

 
People prescribed insulin should be taught how to adjust therapy in line with their 

blood glucose monitoring. 

     

Routinely pre meals and pre bed 
(Multiple Daily Injections)  

 
One or two multi-point profiles a 
week at different times of day (BD 
premixed) 

 
Test before bed and 

overnight ~ 2 – 3am 

if unrecognised 

hypoglycaemic 

episodes are 

suspected 

 Increased monitoring may 
be required during periods 
of: 

 Illness 

 Lifestyle changes 

 Changes to diabetes 
medicines 

 Pre-conception 

 Impaired 
hypoawareness 

 Frequent periods of 
hypoglycaemia 

 Exercise 

 Terminal care/end of life 
patients – BUT ONLY as 
part of a care plan 

    

 
HbA1c should be measured every  

three to six months 
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Type 2 Diabetes 

Routine self-monitoring of blood glucose is not required if patients are well 
controlled, and on non-insulin therapy that will not increase the risk of hypoglycaemia 
(including oral treatment, diet and exercise control). Patient education should clearly 
identify potential situations where hypo and hyperglycaemia may arise. Examples of 
these include:  

 Any non-minor illness  

 Concomitant systemic steroid therapy  

 Initiation of a sulphonylurea/ insulin  
 
People with Type 2 diabetes usually have more stable glycaemic control and 
therefore advice on the frequency of testing will reflect this as well as the treatment 
they are on. In practice, the level of monitoring will vary according to the treatment 
regime in use and the target level of glycaemic control set for the patient, and driving 
requirements.  
 
Diet and 

exercise 

 Metformin 

and/or 

Pioglitazone,

Gliptin / 

Liraglutide/ 

Exenatide 

 Sulphonylurea 

and/or other 

treatments 

 Basal insulin 

and oral 

medication 

 BD  

Pre-Mixed 

insulin 

 Multiple 

daily 

injection 

(MDI)  

regimes 

           

HbA1c is the real 
outcome measure for 
these patients.  
Blood glucose monitoring 
should not be required 
routinely, but may be 
required:  

 During illness  

 When therapy is changed  

 If steroids are  

co-prescribed (midday, 
before evening meal and 
2 hours after evening 
meal)  

 When regular HbA1c 
testing is not available  

 Patients with postprandial 
hyperglycaemia  

 Pre-conception care and 
pregnancy  

 Terminal care/end of life 
patients BUT ONLY as 
part of a care plan 

 These 
patients are 
at risk of 
hypos.  
Testing may 
be a useful 
guide for:  

 Evaluating 
lifestyle 
changes  

 New or 
increased 
treatment  

 Where 
required for 
driving  

 

 Fasting 

glucose can be 

used to titrate 

basal insulin 

dose and 

results and at 

other times to 

identify trends 

of hyper and 

hypoglycaemia 

 Test at various 
times including 
before meals 
and at bed 
time. 
 
May be 

advised post 

prandial in 

specific 

circumstances 

 As for 

Type 1 
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Driving 
 
The main issue in relation to driving and the law is the risk of hypoglycaemia. 

 It is important that any patient who is using treatment(s) that can cause 
hypoglycaemia (insulin / sulphonylurea) has the means to test their blood glucose  

 It is recommended that these patients test their blood glucose prior to driving, and 
at intervals (every 2 hours) during long journeys. Following hypoglycaemia and 
treatment to correct this, blood glucose must be in the normal range (above 
5mmol/l) for 45 mins prior to resuming driving. There must be full hypo 
awareness at every episode 

 For Group 2 and vocational licences, evidence is required of twice daily blood 
glucose testing and at times related to driving (no more than 30 mins before the 
start of the first journey and at two hourly intervals while driving). These patients 
must have a blood glucose meter with the facility to store a minimum of 3 months 
of results, which is reviewed annually by an appropriate medical professional. All 
meters in use must be reviewed. A meter with the facility to download results is 
recommended and all recommended meters in this guidance have this facility. 

 The DVLA require notification if there is one episode of unrecognised 
hypoglycaemia where assistance is required in previous 12 months 

 More information on driving and diabetes can be found on the Diabetes UK and 
DVLA websites 

 
Alternative Site Testing 
 
These results must be used with caution in the following circumstances:  

 When making frequent insulin dose adjustment decisions e.g. following new 
diagnosis  

 During illness management  

 Following exercise  

 For hypoglycaemia management, especially if poor warning symptoms  
 
Lancers and Lancets 
 

 Each meter (see later) is supplied with a lancer and will require lancets on 
prescription  

 Lancers (the finger pricking devices) are not available on prescription 

 Replacement  Lancers are available from companies (usually free of charge)  

 Lancets are for single use only 
 
Pen Needles 
 
The recommended pen needles for insulin injection devices are GlucoRx FinePoint 
needles. The advantages of standardising this choice are consistency and cost 
effectiveness. They are available in a full range of lengths; 4mm, 5mm, 6mm, 8mm, 
and 10mm (12mm is also available if needed). The needles are compatible with all 
leading insulin injection device manufacturers including Eli Lilly®, Novo Nordisk AS® 
and Sanofi®.  
 

http://www.diabetes.org.uk/
https://www.gov.uk/diabetes-driving
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Blood Glucose Meters and Testing Strips 

 
Blood glucose monitoring requires the use of appropriate equipment. The aim of this 
guidance is to limit the use of a wide variation of different blood glucose testing 
equipment across the locality. Advantages are; consistency, reduced risk of errors 
due to unfamiliarity with equipment, limited unnecessary prescribing, and cost 
effectiveness.  

 

 Blood glucose testing should be used as part of a care plan for the management 
of diabetes following structured patient education which includes the purpose of 
testing  

 The decision to change meters should be used as an opportunity to review the 
purpose of testing and the interpretation of results  

 If a change in prescribed test strips is required, patients should be encouraged to 
use their current supply of test strips first, as long as the strips have not reached 
their expiry date and the current meter is in working order 

 The majority of test strips expire within 90 days of opening. If one container 
usage is over a longer period than this, review of blood glucose monitoring needs 
is recommended 

 Patients should be reminded to use control solutions/calibrate machines in line 
with manufacturer recommendations (as a minimum each time a new ‘pot’ of test 
strips is commenced) 

 All the chosen meters are compliant with DVLA guidance, although the fully 
integrated device may encourage greater testing in Group 2/ vocational drivers 

 All the chosen meters meet ISO standards and do not require coding 
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Blood Glucose Meters and Testing Strips 
 
1st Choice Meter: 
 

A 
 
 

If not suitable to meet patient needs 

 

 

2nd Choice Meters:   

Visually impaired/ eyesight problems Needs smaller/ lightweight meter 

 
 
 

 
If not suitable to meet patient needs 

 

3rd Choice Meter: 

 

Patients who are carbohydrate counting, have more complex insulin regimes  

(TDS, basal bolus, MDI)  

 

 
If not suitable to meet patient needs 

 

4th Choice Meter: 

Patients who require strip-free and/or sharps-free testing due to occupation/ job, especially 

to comply with DVLA guidelines for Group 2 and vocational drivers license holders 

  

GlucoRx Mini  

Contour NEXT 

Accu-chek Active  

GlucoRx Nexus Voice  

Accu-chek Mobile 

NB. These meters and strips should be suitable for the majority (~80%) of patients. There still remains the need for ‘specialist’ 
services to prescribe and recommend meters and strips that offer the facility for more specialised/specific requirements. 

Details of the test strips and lancers required on prescription for each meter are included in the table below. 
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Meter Name 

Test 
strips 

Benefits Lancets 
Cost 

(50 strips) 
Company 

1
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e
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f 
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ty

 

o
f 

p
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ti
e

n
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Accu-chek 
Active 
 

 

 
Accu-chek 
Active test 
strips 

- Easy to use 
- 5 second results  
- 18 month test strip 

expiry (no 
difference to expiry 
once opened) 

- Large screen size 
- Downloadable data  
 

 
Accu-chek 
Softclix 
Lancets 

 
£9.95 

 
Roche 
 
Customer careline:  
0800 701000 
 
www.accu-chek.co.uk 
(NB specific site link for 
professionals) 

 

2
n

d
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h
o
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e

 -
  

m
o

re
 s

p
e

c
if

ic
 

re
q

u
ir

e
m

e
n

ts
 

  

GlucoRx mini * 
 

 
 

 
Specifically 
 
 
GlucoRx 
Nexus test 
strips 
 
 
 
 
Specifically 

- Small lightweight 
meter 

- 5 Second results 
- Downloadable data 
- Talking meter for 

patients who are 
visually impaired 

- 6 month expiry 
once opened 

 

 
 
 
 
 
 
GlucoRX 
lancets 

 
 
 
 
 
 
£9.95 

 
 
 
GlucoRx  
 
Customer careline: 
01483 755133 
 
http://www.glucorx.co.uk/  
 
info@glucorx.co.uk 

GlucoRx 
Voice* 
 

 
 

http://www.google.co.uk/url?url=http://www.accu-chek.com.pk/product-category-accu-chek-active.php&rct=j&frm=1&q=&esrc=s&sa=U&ei=SCLFU7uyBuue7AaY9oGwCg&ved=0CBYQ9QEwAA&usg=AFQjCNGs23JjIyvUpfQGFYiBk-YNNdxBxA
http://www.accu-chek.co.uk/
http://www.google.co.uk/url?url=http://www.glucorx.co.uk/products/glucorx-nexus-mini/&rct=j&frm=1&q=&esrc=s&sa=U&ei=DSbGU6m7J8TH7AbnyoHwBw&ved=0CBgQ9QEwAQ&usg=AFQjCNFQwUJke9znc_UNIFRgPd3FeQaQ0g
http://www.glucorx.co.uk/
http://www.google.co.uk/url?url=http://www.glucorx.co.uk/&rct=j&frm=1&q=&esrc=s&sa=U&ei=riPFU57cEuHm7Aa-roGoAg&ved=0CBYQ9QEwAA&usg=AFQjCNEL3Z8tGFd-GaRkFXjHzoMeBj0EKw
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 Meter Name 
Test 

strips 
Benefits Lancets 

Cost 
(50 strips) 

Company 
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Bayer Contour 

NEXT 
 

 
 
 

 
Bayer 

Contour 
NEXT test 

strips 

 
- Basal/ bolus + 

pre/post prandial 
functions 

- Downloadable data 
- 5 second results 
- 24 month test strip 

expiry once 
opened 

 

 
Bayer 

Microlet 
lancets 

 
£12.00 

 
Bayer 
 
Customer careline: 
0845 600 6030 
 
diabetes@bayer.co.uk 
 
www.bayer.com 

 

4
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Accu-chek 
Mobile 
 

 
 

 
Accu-chek 
Mobile test 
cassettes 

 
- Strip free testing 
- Integrated lancing 

device 
- No sharps handling 

or disposal  
- Downloadable data 
- 5 second results 
- 90 days expiry 

once inserted into 
device 

 

 
Accu-chek 
FastClix 
Lancing 
drum 

 
£15.95 per 
cassette of 
50 tests 
 
Supplied in 
a pack of 2 
x 50 at s 
£31.95 

 
Roche 
 
Customer careline:  
0800 701000 
 
 
www.accu-chek.co.uk 
(NB specific site link for 
professionals) 

Acknowledgements: Guidance based on NHS North of Tyne Guideline for Blood Glucose Monitoring available from http://www.northoftyneapc.nhs.uk/wp-

content/uploads/sites/6/2012/03/Blood-Glucose-monitoring-Approved-Jan-14-Updated-Apr-14.pdf  

http://www.google.co.uk/url?url=http://www.bayercontour.com/Meter-and-Test-Strip-Savings/Save-on-Meters/Meter-Request?product=contournext&promospec=save&rct=j&frm=1&q=&esrc=s&sa=U&ei=giXFU-jzKI-I7AbovoCIBQ&ved=0CCAQ9QEwBQ&usg=AFQjCNH7GQMLHUyMuIxAIL_57cGlCoydlQ
http://www.bayer.com/
http://www.google.co.uk/url?url=http://www.accu-chek.de/produkte/de/blutzuckermessung/mobile/index.jsp&rct=j&frm=1&q=&esrc=s&sa=U&ei=qSbFU_fJPKSQ7AaxsYCYCQ&ved=0CCYQ9QEwCA&usg=AFQjCNHAbvAnJ8xNr7FvkPHPtjhc5hgOTw
http://www.accu-chek.co.uk/
http://www.northoftyneapc.nhs.uk/wp-content/uploads/sites/6/2012/03/Blood-Glucose-monitoring-Approved-Jan-14-Updated-Apr-14.pdf
http://www.northoftyneapc.nhs.uk/wp-content/uploads/sites/6/2012/03/Blood-Glucose-monitoring-Approved-Jan-14-Updated-Apr-14.pdf


 NHS Protect Item 12 

   

 Page 1 of 6 May 2016 

 

 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Primary Care Commissioning Committee 

 
24th May 2016 

Report Title: 
 

Notes of the General Practice Workforce Steering 
Group meetings, 2 March 2016  

Purpose of report 

 
For information  

Key points, risks and assurances 

 
Within the minutes  

Recommendation/Action Required 

 
For information 
 

Sponsor/approving director   Debbie Burnicle 

Report author Jacquie Lambie 

Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties x 

CO2:  Maintain financial control and performance targets  

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

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

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

CO6: Develop the CCG localities  

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

CO8:  Develop and deliver primary medical care commissioning x 

Any relevant legal/statutory issues 
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N/A 

Are the identified risks on the risk register?  

 
N/A 

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

The notes of the Workforce meeting are presented to each Primary Care Commissioning 
Committee for info 

 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
Yes as per the financial plan on a page for general practice  

Has there been appropriate 
clinical engagement?  

Yes via the membership of the group. 

Any current or expected 
impact on patient 
outcomes/experience? 
 

Yes via sustaining and transforming general practice, patient 
experience ratings should continue to be above average. 

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

Yes via the membership of the group 
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Notes of the General Practice Workforce Steering Group 
2 March 2016 

 
 
Present: Geoff Stephenson (Chair) 
  Jacquie Lambie 
  Florence Gunn  
  Roger Ford 

Derek Marshall 
Sue Brent 
Samantha O’Connell 
Jon Twelves 
Tony Alabaster 
Janet Rutherford 
Eric Harrison 
 

 
Apologies:  Debbie Burnicle 

Ashley Liston 
Gerry McBride 
Tarryn Lake 
Sue Brent 
 

In attendance: Dr Richard Duggins, Consultant Psychiatrist and Medical 
Psychotherapist 
 
Dr Richard Duggins was welcomed to the meeting to discuss the Practitioner Health 
North East Programe (PHNEP).  Discussion included an overview of the Resilience 
puzzle and difficulties GPs have in presenting with psychological difficulties including 
depression, which has higher incidence rates among the GP population than the 
general population as a whole.  RD also provided an overview of the London 
Practitioner Health Programme  and RF commented that the evidence from this 
programme should go to the CCG Governing Body. 
PHNEP is going well since its commencement in June 2015.  Forecasted activity was 
based on the London PHP of 1% of the GP population and the service had predicted 
that 2-3 GPs would access the service per year.  So far the service  has offered 45 
appointments of 1 hour duration. 1 GP has now successfully completed treatment and 
returned to work and another 5 GPs are receiving ongoing active treatment.  5 of the 6 
GPs have so far returned to work, or remained in work, during their treatment.  All GPs 
accessing the service have self referred despite the fact that the service had a relatively 
‘soft’ launch. 
 



 NHS Protect Item 12 

   

 Page 4 of 6 May 2016 

 

It was noted that NHS England have announced the development of a national service, 
however it was felt that given the success of the service so far SCCG should continue to 
develop their own local service.  It was agreed that JL work with RD on developing a 
business case to build on and extend the existing service to incorporate support for both 
significant mental health issues and a lower level counselling based service.  Business 
case to come back to the steering group in 2 months time for discussion.  It was agreed 
that when developed the service needs officially launching. 
 
JR queried the roll out of the service to all staff in general practice.  It was agreed that 
other staff groups need to be considered but priority should be given to building a 
service for GPs specifically in the first instance. 
 
Action: JL to work with RD to develop a business case 
 
2 Matters arising from the notes of the previous meeting 
 
 
Workforce data collection   
LMC survey - RF requested an amendment to the previous minutes ‘it is hoped that the 
survey be off the group within 6-8 weeks’ 
 
Career Start Health Care Assistant 
DM asked that a health warning be put on the potential of HENE contributions as 
funding cannot be guaranteed in April 2017. 
 
New GP trainers 
5 GPs have expressed an interest in undertaking the Intending Trainers course which 
exceeds expectation. 
 
GP training bursary SLAs 
Final amendments being made and they will be distributed to steering group members 
asap. 
 
Action: JL to confirm with Deanery which GPs have enrolled for the February 
intake 

  JL to distribute final SLAs for information and final approval 
 
3 Nursing Update 
 
FG and JR updated that there are 2 revalidation workshops being planned for all 
practices nurses working across Sunderland.  The Clarity toolkit is being proposed for 
consistency.  
  
FG talked through the placement agreement which was signed in the interim by SGPA 
as part of the supporting evidence for the NMC accreditation and now needs looking at 
again.  DM  recommended that issues such as where does various liability fall and 
liability around the quality of the placements be considered.  Placements for pre reg 
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Adult nursing programme are 6 weeks in primary care and 20-25 students over 10 
practices with an NMS registered nurse providing mentorship. 
 
Action: JL to arrange for TA, SB, DM, FG, JR and JT to meet as a matter of 
urgency to discuss and finalise the placement agreement 
 
4 Retained Doctors Scheme 2016 
 
The guidance was accepted by the steering group for info.  JT confirmed that SGPA are 
in discussions with HENE. 
 
5 HEE Commissioning Intentions  
 
JL had circulated the HEE and a paper from the British Journal of General Practice 
‘Physician Associate: the challenge facing general practice’ at the request of TA for 
discussion.  At the last meeting DM reflected that the position of the commissioning 
intentions may be revised due to the removal of bursaries.  It is anticipated that funding 
for PAs may remain and regionally this would mean 20-30 PAs in training in North East.  
Newcastle University will be running a programme and placements will be in range of 
setting with a high demand in primary care.  TA confirmed that Sunderland would 
similarly be keen to deliver a PA course but there needs to be an appetite for the 
workforce. It was reflected that there needs to be a ‘buffet menu’ of workforce for 
practices to choose from as one model will not fit all.  
 
JL has received an offer from St George’s Hospital to visit SCCG to discuss their 
experiences of both training PAs and also how they work in general practice.  It was 
agreed that a meeting may be helpful. 
 
Action: JL to look into pulling together a meeting to include Exec members. 
 
6  Work plan 
 
JL and JR attended a ‘Releasing Capacity in General Practice’ event on 1.3.16 and 
there was a lot of working going on regionally regarding the broadening of general 
practice admin staff roles.  JL suggested that this be added into the work plan for future 
discussion. 
 
Action: JL to update work plan 
 
  
7 Any other business  
  
None noted 
 
 
 

Date and time of next meeting 
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Wednesday 30 March 2016 

2.00-3.30pm 
Steve Cram Room, Pemberton House 

 
 
 
 

 


