
 

 

 

 
Meeting of the Primary Care Commissioning Committee 

To be held on 26th July 2016 at 5:05pm 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 24th May 2015 Enclosure 

5 Matters arising from the minutes and action log Enclosure 

6 

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

 

7 
Primary Care Commissioning Finance Report 
D Chandler 

Enclosure 

8 

5 year Forward View 

 Update on GP Forward View Finances 
D Chandler 

Presentation 

 
 GP Forward View Summary 

D Burnicle 
Enclosure 

9 
Update on Estates & Technology Fund 
D Chandler 

Verbal 

10 
Proposal for utilising delegated budget General Practice 
budget  
D Burnicle 

Enclosure 

11 
General Practice Implementation Group Terms of Reference 
D Burnicle 

Enclosure 

 FOR INFORMATION  

12 
GP Strategy and Implementation Group – minutes from last 
meeting  

Enclosure 



 

 

13 Workforce Update – minutes from last meeting  Enclosure 

14 

Positive PR Plan: 

 For practices 

 For public 

Enclosure 
Enclosure 

15 Any Other Business  

16 
Date and Time of Next Meeting 
27th September 2016, Bede Tower 
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Primary Care Commissioning Committee 

Minutes of the meeting held on  

Tuesday 24 May 2016 

Bede Tower, Burdon Road, Sunderland SR2 7EA. 

 

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

   Dr Ian Pattison, clinical chair 

   Mr David Gallagher, chief officer 

   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 

   Mr Kevin Morris, chair of Healthwatch 

 
In Attendance: Ms Deborah Cornell, head of corporate affairs 

 Mr Matt Brown, head of primary care, NHS England 

 Mr Graham King, head of integrated Commissioning peoples 

directorate, Sunderland City Council (for Mrs Fiona Brown)      

 Miss Alison Greener, minutes 

 

2016/30 Welcome and Introductions 
 
Mr Macklin welcomed everyone to the primary care commissioning 
committee.   

 
2016/31 Apologies for Absence 

 
Apologies for absence were received from Mrs Fiona Brown, director of 
people services, Sunderland City Council. 
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2016/32 Declarations of Interest 

 
Dr Pattison and Dr Stephenson declared an interest for the local incentive 
scheme as members of the Sunderland GP Alliance.   

 
 
2016/33 Minutes of the previous meeting held on 29 March, 2016 

 
The following change was made to the minutes:- 
 
2016/20 – Health Care Assistant Career Start and Practice Nurse Career 
Start 
Page 4 – should say “student” nurses. 

 
Subject to this amendment, the minutes were agreed as a true record. 

 
 
2016/34 Matters Arising from the minutes and action log 
  
2016/19 Operational and Strategic General Practice Financial Plans 

Mrs Sullivan asked Ms Cornell if she had been approached for a 
communications representative to attend the GP Strategy Implementation 
Group.  Ms Cornell stated that she had not but that this was most likely 
due to the current annual report preparations taking up some time. 
 
2016/20 Health Care Assistant Career Start and Practice Nurse Career 
Start 
Mrs Sullivan asked Mrs Burnicle if plans had been put in place to 
encourage nurses to remain in the area following their training.  Mrs 
Burnicle stated she hoped this would be the case but felt that this should 
be brought up at the GP workforce steering group.  Dr Stephenson agreed 
and advised he will mention it at the next meeting being held tomorrow. 
 
ACTION: Dr Stephenson to raise the issue of incentives to retain 

nurses to work in the area following their training at the 
next GP workforce meeting.  

 
2016/21 Screening Programme for People with Learning Disabilities 
Mrs Burnicle advised the committee that Dr Taylor had previously raised 
this issue.  The purpose of the report ought  was to inform the committee 
of the local incentive scheme (LIS) for identifying and increasing access to 
preventive screening for people with learning disabilities in Sunderland.  
This was funded by the CCG and offered to member practices.  The 
report highlighted the uptake of the scheme and its aims and objectives. 
 
The report also outlined the direct enhanced service (DES) for learning 
disabilities which was offered to practices and gave a wider picture of the 
local and regional approach to support people with learning disabilities 
accessing screening and health checks. 
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Mrs Burnicle noted that the report did not give significant clarity on the 
issue regarding inequality but did provide information regarding what was 
working and what was not.  She stated it would be unknown as to which 
practices were performing these health checks until they had submitted a 
financial claim.  In the LIS, 37 practices had signed up to doing the health 
checks.   
 
Mrs Sullivan expressed concerns as this is a vulnerable group of people 
who may not be able to speak up for themselves.  She noted that this was 
a positive start but that more needed to be done.  Mrs Sullivan suggested 
that it should be submitted to the quality, safety and risk committee for 
consideration as a quality and patient safety issue as she was not assured 
enough was being done.  Dr Stephenson noted that the LIS was better 
than the DES as it set targets for practices to achieve.  Mrs Burnicle 
highlighted that more information was currently being sought to find out 
why some practices were not taking this up and what support they may 
need in order to carry out these health checks.  Dr Stephenson suggested 
offering an alternative provider could be a solution and that some thought 
could be given to this now rather than when the information is received.  
Mr King advised this could be joined up with the annual review in social 
care which was also part of the process to reinforce the message about 
the benefit of health checks.  Dr Pattison stated that the issue may be 
about different recall dates and it might be easier to undertake the health 
checks on or around patient’s birthdays.   
 
ACTION: This paper to be submitted to the quality safety and risk 

committee for consideration.  
 
 
2016/35 Committee End of Year Review and Terms of Reference 

 
Ms Cornell presented the committee end of year review for the period of 1 
April 2015 to the 31 March 2016.  The review gave a summary of the work 
of the committee, its key achievement and key challenges throughout the 
year.  The review was part of the annual review of effectiveness of the 
CCG’s governance arrangements and would be included in the annual 
report following approval by the governing body.   
 
Mr Macklin stated in relation to reviewing the terms of reference, this 
would be undertaken at a future session later in the year in greater detail. 
 
The committee received the end of year review and RECOMMENDED its 
submission to the governing body for assurance purposes and NOTED 
the plan to review the terms of reference in the coming months which will 
be submitted to the governing body for approval. 
 

 
2016/36 Primary Care Commissioning Finance Report 
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Mr Chandler presented a summary of the financial position of delegated 
general practice budgets for the year ended 2015/16. 
 
Mr Chandler noted the enhanced services budget had reported a £23k 
underspend for 2015/16.  This related to changes in additional forecast 
expenditure for the violent patient and minor injuries enhanced services 
which were not previously expected.   
 
Dr Pattison noted that minor surgery had been capped and was unsure 
how an overspend had occurred.   Mr Chandler advised  that the budget 
level may have been incorrectly set up but would look into this in more 
detail and provide an update at the next committee meeting.  
 
 Mr Macklin noted that pressures may occur when the capped amount had 
been reached and patients needed to be referred on to secondary care.  
Dr Stephenson suggested that the cap may have been relaxed as a 
result.     
 
Mrs Burnicle raised a query in relation to the spending on learning 
disabilities in light of what was discussed earlier.  Mrs Sullivan also 
questioned why there was an underspend on enhanced services for 
dementia.   Mr Chandler did not have the detail at that time but would look 
into this and provide an update at the next committee meeting.  .  Mr 
Macklin suggested expanding the report for the next meeting to gain a 
better understanding of these services.  
 
The committee NOTED the financial position of delegated general 
practice budgets for the year ended 2015/16. 
 
ACTION: Mr Chandler to expand the next financial report to give a 

more detailed explanation with regards to the 
underspend/overspend for enhanced services. 

 
2016/37 List closure – Fulwell Medical Centre 

 
Mr Brown informed the committee that an application had been received 
from Fulwell Medical Centre to close its list for a period of 11 months> Mr 
Brown advised he was seeking a decision from the committee in relation 
to this request. 
 
Mr Brown advised this would be a temporary closure and NHS England 
had requested an action plan as to how this would be managed.  The 
committee queried whether this would include detail as to what will 
happen after the 11 month period and Mr Brown advised this would be 
part of the plan.     
 
Mrs Burnicle advised the committee that a further GP from the practice 
would also be retiring in October which was in addition to what was 
included in the report.  Although Dr Stephenson was aware of the issues 
with this practice, he expressed concern that this may set a precedent for 
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practices struggling in the future, especially in light of current workforce 
issues.   
 
Dr Pattison acknowledged that whilst the surrounding practices were 
willing to provide support, he expressed concerns that there was no 
proviso in place, such as locum cover, and no clarification about interim 
solutions.  Mr Brown was unaware if the practice had pursued locum 
cover but would take that forward.  Dr Pattison also asked that if an 
existing patient had a child, would the child be turned away.  Mr Brown 
confirmed this would not be the case and it was expected that the entire 
family would be registered in the same practice.  The list closure would 
apply to   new patients only.   
 
Mr Gallagher queried how the CCG would be made aware of any positive 
or negative results from the closure.  Mr Gallagher stated he would like to 
see an indication of the practice was progressing during the closure 
period to enable the CCG to plan for the future in regards to its future.   Mr 
Brown advised the practice would be allowed one further extension to 
their temporary closure.  He also highlighted requests for list closure 
requests were frequently received by NHS England but ultimately it was 
now the CCG’s decision of whether these should be approved.  He also 
clarified that the reasons for this closure request were unusual, that was 3 
of the 4 GPs being on maternity leave at the same time.   
 
Mr Macklin asked if an option could be to implement a temporary 6 month 
list closure with a view to extend to 11 months if there was evidence to 
show that the practice was actively seeking to secure additional support.   
He acknowledged Dr Stephenson’s point about setting a precedent for 
other practices.  Dr Stephenson and Dr Pattison both agreed that a 6 
month closure period initially would be a good compromise and noted that 
an application to extend the closure could then could be made.  Dr 
Gallagher agreed and felt that 6 month was a reasonable time period to 
give the practice time to put plans in place to seek additional support.    
The chair agreed this was an appropriate course of action. 
 
The committee RECOMMENDED the practice list closure for a period of 
6 months on the condition that the practice must provide evidence  they 
were actively seeking support from elsewhere.  An update on this would 
be an item on the agenda for the committee meeting in November.   
 
ACTION: An update of Fulwell Medical Centre list closure to come to 

the November meeting 
 
 
2016/38 GP Strategy and Implementation Group – minutes from the last 

meeting 
 

The minutes of the meeting held on 9 March 2016 were RECEIVED for 
information. 
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2016/39 Local Incentive Scheme 

 
The Local Incentive Scheme 2016/17 approved by the Executive 
Committee was RECEIVED for information. 

 
 
2016/40 Workforce Update – minutes from last meeting  

 
The minutes of the meeting held on 2 March 2016 were RECEIVED for 
information. 

 
 
2016/41 Any Other Business 

 
2016/41a 
Mrs Burnicle informed the committee of the communication plan to share 
the positive work being undertaken by practices across Sunderland which 
would be included in the next practice newsletter. .   

 
 
2016/42 Date and time of next meeting 
 The next meeting will be held on Tuesday 26 July, 2016 at 4:00pm 
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 NHS Sunderland CCG Primary Care Commissioning Action Log 24th May 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. 
 

Mr Gallagher 
/Mrs Burnicle 
 

COMPLETE 
 

 Mrs Jones/Mr Brown to share a copy of the 
condensed version of the delegation agreement 
with who is responsible for what 

Mrs Jones/Mr 
Brown 

July 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. 
 
 

Mrs Nesbit/Mr 
Gallagher/Ms 
Cornell 

Future Development 
Session 

2016/21 Health Checks and 
People with LD 

To submit the LIS paper to the Quality Safety 
and Risk Committee 

 
 

Mrs Sullivan July meeting 
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2016/20 Health Care Assistant 
Career Start and Practice 
Nurse Career Start 

Dr Stephenson to mention in the GP Workforce 
Steering Group if incentives are being given for 
nurses being trained to remain in the area. 

Dr Stephenson July meeting 

2016/36 Primary Care Finance 
Report 

Mr Chandler to expand on the next finance report 
to give more of an understanding with regard to 
the underspend/overspend of the enhanced 
services 

Mr Chandler July meeting 

2016/37 Fulwell Medical Centre 
List Closure 

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

Mrs Burnicle November meeting 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
PRIMARY CARE COMMISSIONING COMMITTEE 

 
26th July 2016 

Report Title: 

 
Sunderland CCG Primary Care Commissioning 

Finance Report – Mth 3 
 

Purpose of report 

 
The purpose of this report is to present the Primary Care Committee a summary of the financial 
position of delegated general practice budgets as at month 3 (for the period ending 30th June 
2016).  

Key points, risks and assurances 

 

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

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

 Risks to delivery are documented within the report.  
 

Recommendation/Action Required 

 
Members are asked to:  
 

 Note the reported position of delegated general practice budgets as at 30th June 2016. 
 

 Agree cash payment proposal for standardisation of care quality premium in 2016/17. 
 

 Consider and recommend the risk share proposal from NHS England for Other GP Services 
for sign off.   

 

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 
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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 

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  
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Version Date Comments  

1.0 Draft 11/07/2016 TL initial draft 

2.0 Draft 13/07/2016 TS amendments 

3.0 Draft 13/07/2016 DC review 

4.0 FINAL 13/07/2016 DC Final Approved 
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Primary Care Commissioning Committee  
Financial Report for the period to 30

th
 June 2016  

(Month 3) 
 
1. Purpose of Report  

 
The purpose of this report is to present the Primary Care Commissioning 
Committee with the summary financial position for delegated general practice 
budgets for the period ending 30th June 2016 and the forecast year end position 
for 2016/17. 
 
 

2. Summary Financial Performance 
 

The summary financial performance for delegated general practice budgets for 
the period ending 30th June 2016 is outlined below.  
 
CATEGORY Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

General Practice - GMS 5,369,964 5,370,061 97 21,480,246 21,480,244 -2

General Practice - PMS 968,925 968,936 11 3,875,747 3,875,745 -2

General Practice - APMS 508,521 478,125 -30,396 2,034,110 1,622,407 -411,703

QOF 1,073,633 989,982 -83,651 4,295,100 3,959,927 -335,173

Enhanced Services 452,168 454,591 2,423 1,809,779 1,818,363 8,584

Premises Cost Reimbursement 804,873 805,029 156 3,220,118 3,220,118 0

Dispensing/Prescribing Drs 46,648 47,177 529 186,830 186,989 159

Other GP Services 245,991 240,877 -5,114 984,237 953,467 -30,770

Primary Care Reserves 0 0 0 1,171,387 1,539,921 368,534

NHS FT Services 2,332 2,332 0 9,326 9,326 0

Public Relations Expenses 12,500 12,500 0 50,000 50,000 0

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

Total 9,485,555 9,369,610 -115,945 39,512,000 39,111,627 -400,373  
 

 The CCG is currently forecasting an underspend of £400k on delegated general 
practice budgets for 2016/17. 
 
The General Practice – GMS, General Practice – PMS and General Practice – 
APMS budgets reflect the core contract payments for 2016/17. There is a 
forecast under spend on APMS budgets which is due to the in-year expected 
savings from the reprocurement of contracts.  
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The budget in relation to Quality Outcome Framework (QOF) payments is 
currently forecasting an under spend of £335k. The forecast underspend relates 
to the reversal of 2015/16 accruals following confirmation of QOF achievement 
by practices. The 2016/17 budgets for QOF have been rebased in line with 
2015/16 achievement and is currently forecasting breakeven for 2016/17.   
 
The Enhanced Services budget is currently forecasting a £9k overspend for 
2016/17. This is in the main due to a pressure on the dementia enhanced service 
following confirmation of the achievement levels of practices for 2015/16 which 
were above the anticipated accrual for the period. This enhanced service ceased 
at the end of 2015/16 and the funding has been reinvested into global sum 
payments made to practices in line with national agreements.  
 
Minor variances have been reported for extended hours, learning disabilities and 
minor surgery based on expected payments for 2015/16 delivery by practices. 
This is however subject to a review process in NHS England and final figures are 
yet to be confirmed. The detailed breakdown of expected spend by individual 
enhanced services is outlined below. 
 
Enhanced Services Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

Dementia 0 2,949 2,949 0 11,797 11,797

Extended Hours 135,363 134,819 -544 541,733 539,277 -2,456

Learning Disabilities 17,664 17,980 316 70,880 71,920 1,040

Minor Surgery 89,898 89,524 -374 359,885 358,096 -1,789

Unplanned Admissions 203,580 203,648 68 814,594 814,592 -2

Violent Patients 5,088 5,092 4 20,369 20,369 0

Choice GP 250 250 0 1,000 1,000 0

Intrapartum Care 325 328 3 1,318 1,311 -7

Total 452,168 454,591 2,423 1,809,779 1,818,363 8,584  
 

The Premises Cost Reimbursements forecast is based on actual rent, rate and 
waste charges expected in 2016/17.  
 
Other GP Services include expected charges for seniority, maternity and 
sickness cover, suspended GP’s and sterile products. This budget is currently 
forecasting an underspend which is due to the reversal of unutilised 2015/16 
accruals.  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 proposed risk share agreement outlined in section 3 of 
this report should reduce the potential impact on Sunderland CCG of large 
movements.   
 
Primary Care Reserves is currently forecasting an over spend of £369k, this is 
due the inclusion of a potential non recurrent scheme for practice sustainability of 
£500k which is due to be considered by Primary Care Committee. In addition, the 
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forecast for primary care reserves assumes expenditure on planned investments 
as follows:  
 

 GP Career Start scheme - £210k  

 Pharmacy Pilot - £70k  

 Quality Premium scheme (Standardisation of Care) - £403k  

 MH practitioner service - £14k  

 GP trainer and undergraduate practices funding - £25k  

 CQC support - £130k  

 0.5% contingency to manage risk - £188k 
 

 It is currently being proposed that the funding in relation to the Quality Premium 
scheme for 2016/17 is released to practices in an initial payment of £1 per head 
and the remainder released following the achievement of the required outcomes.  
  

   
3. Local Financial Risk Share Proposals 

 
In the financial years proceeding delegation of GP budget to CCGs, NHS 
England has by default operated internal ‘risk shares’ across primary care 
budgets at CCG level for uncontrollable areas of spend such as maternity leave, 
sick leave and suspended GP’s.  
 
Following the introduction of delegated co-commissioning in 2015/16 these 
“informal” risk share agreements were put in place formally to avoid CCGs having 
to manage these risks on an individual basis. Sunderland CCG signed off the 
formal agreement to risk share these costs in 2015/16 proposed by NHS 
England. Sunderland CCG, like other local CCGs, has indicated its willingness to 
continue to participate in the local risk share arrangement in 2016/17.  A copy of 
the proposed agreement is included in Appendix A for consideration and 
agreement.  
 
 

4. Recommendation  
 

Members are asked to:  
 

 Note the financial position of delegated general practice budgets for the 
period ending 30th June 2016. 
 

 Agree cash payment proposal for standardisation of care quality premium 
in 2016/17. 

 

 Consider and recommend the risk share proposal from NHS England for 
Other GP Services for approval by the Chief Officer and the Chief Finance 
Officer of the CCG.  
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 Tarryn Lake  
 Head of Finance  
 Sunderland CCG 
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Appendix 1 – CCG Risk Share for GP Services 
 
 

CCG Risk Share for GP Services – Cumbria and the North East 

2016/17 

 

Context 

 

GP Locum reimbursement – Practices can claim reimbursement, in line with the GMS Statement of 

Financial Entitlements (SFEs), for employing a locum or using current part time GP partner to cover 

Sickness, Maternity, Paternity or Adoption leave of a GP partner.  

 

Suspended GPs – A GP performer who is suspended from the medical performers list may be entitled to 

payments directly from NHS England / CCG, i  li e with the Secretary of State’s Deter i atio : 
Payments to Medical Practitioners Suspended from the Medical Performers List 2015. If the practice 

choose to continue to pay the partner their drawings the practice are entitled to claim reimbursement, 

in line with the SFEs, for a Locum to cover the Suspended GP.  Alternatively the suspended GP can opt to 

be paid via payroll by NHS England. Payment will be based on 90% of previous drawings so may be 

higher than reimbursement of locum costs. 

 

These costs are unpredictable and vary significantly year on year from area to area therefore for 

2013/14 & 2014/15 Durham, Darlington and Tees Area Team, and Cumbria, Northumberland, Tyne & 

Wear Area Team allocated a single budget to cover these costs. 

 

2016/17 Budget 

 

The budget has been rolled forward from 2015/16, with an inflationary increase. This was split across 

the 13 CCGs within Cumbria and North East Area on a weighted capitation basis as a fair and equitable 

way of distributing the funding.  

 

Proposal 

 

It is proposed that, given the volatility of these costs, a risk share arrangement is put in place between 

the 13 CCGs to protect their individual financial positions.  It is proposed that the costs are distributed in 

line with the allocation which was split on a weighted capitation basis as at 1
st

 October 2014.  The 

percentage share of cost would be as follows: 

 

NHS Darlington CCG     3.09% 

NHS Durham Dales, Easington and Sedgefield CCG 9.64% 

NHS North Durham CCG     7.63% 

NHS Hartlepool & Stockton-on-Tees CCG  8.81% 

NHS South Tees CCG     9.37% 

NHS Newcastle West CCG    4.17% 

NHS Newcastle East CCG    4.51% 

NHS North of Tyne CCG     6.31% 

NHS Northumbria CCG     9.99% 

NHS Gateshead CCG     6.58% 

NHS South of Tyne CCG     4.80% 
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NHS Sunderland CCG     8.92% 

NHS Cumbria CCG     16.18% 

 

 

Recharge – Costs are to be charged to the relevant CCG, against the appropriate practice code, as 

incurred.  A quarterly reconciliation will be undertaken and costs within the CCGs will be amended 

through a reconciliation invoice. 

 

Dispute Resolution 

 

CCGs that participate in the risk share will aim to jointly resolve any disputes.  Failure to agree disputes 

will lead to a request to the Finance Director of NHS England (Cumbria and North East) to resolve. 

 

Agreement 

 

The above approach has been agreed by NHS England and Chief Finance Officers of Level 3 co-

commissioning CCGs; 

 

 Durham, Dales, Easington and Sedgefield CCG 

 North Durham CCG and; 

 Sunderland CCG 

 Darlington CCG 

 Hartlepool and Stockton CCG 

 South Tees CCG 

 Northumberland CCG 

 

Authorisation 

 

Formal agreement to the Local Risk Share will be via CCG Chief Officer and Chief Finance Officer 

signature. 

 

Approved: 

 

 

 

Chief Officer  _______________________________________________   Date ______________ 

 

 

 

Chief Finance Officer  ____ ____________________________________   Date ______________ 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance  x 

 
Primary Care Committee 

 
26 July 2016 

Report Title: 
 

General Practice Forward View Summary 

Purpose of report 

 
The purpose of this report is to give members of the committee a summary of the GP Forward View 
which was released in April 2016.  This will be accompanied by an overview report on the current 
understanding of the finances associated with the GP Forward View (GPFV). 
  

Key points, risks and assurances 

 
For the first time the Planning Guidance for the NHS has made securing the sustainability of 

general practice, and in particular addressing workforce and workload issues, one of the nine 

national ‘must do’s’.  Every CCG has been asked to produce a Sustainability and Transformation 

Plan (STP) which will include plans to secure and support general practice. 

This paper outlines a summary of the GPFV including what pressures are being faced by general 

practice and the plans to address these over the next 5 years.  It contains specific, practical and 

funded steps – on investment, workforce, workload, infrastructure and care redesign. 

To ensure implementation it is essential that the CCG, NHSE, Federations and more importantly 

GPs and their teams to work together to enable the sustainability of General Practice. 

 

Recommendation/Action Required 

 
To note: 

 the direction of travel for General Practice 

 that Sunderland CCG has already progressed with many of the initiatives described. 

 that Sunderland CCG is well placed to make the most of the opportunities in the GPFV as 
further information on funding for both pilots and any recurrent investment becomes 
available. 
 

 
 

Sponsor/approving director   Debbie Burnicle, Deputy Chief Officer 

Report author 
Jackie Spencer, Senior Commissioning Manager 
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Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties X 

CO2:  Maintain financial control and performance targets X 

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

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

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

CO6: Develop the CCG localities X 

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

CO8:  Develop and deliver primary medical care commissioning X 

Any relevant legal/statutory issues 

Not applicable 

Are the identified risks on the risk register?  

 
None identified 

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

Non identified 

Equality analysis completed 
(please tick)  

Yes  No  N/A X 

Key implications 

Are additional resources 
required?   

 
To be determined by Chief Finance Officer as further 
information from NHSE becomes available. 

Has there been appropriate 
clinical engagement?  

Yes via the Locality meetings and the General Practice 
Strategy Implementation group.   

Any current or expected 
impact on patient 
outcomes/experience? 
 

Once implemented the areas outlined; 

 Will improve access for patients, improving their 
experience 

 Relieve pressure on GPs and their staff, with the aim of 



 NHS Official Item 8   

 Page 3 of 8 July 2016 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

retaining, recruiting staff and freeing up more time to 
care 

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

NHSE has also organized events for ccgs/lmc and practices 
with the national team in July 2016. 
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General Practice Forward View Summary 
 

1. Introduction 
The General Practice Forward View was published in April 2016.  This paper gives 
a summary of the content.  The full document is also attached for information. 

 
The five year forward view which was published in October 2014 recognised that 
primary care has been underfunded compared to secondary care, and that this 
must change.  For the first time the Planning Guidance for the NHS has made 
securing the sustainability of general practice, and in particular addressing 
workforce and workload issues, one of the nine national ‘must do’s’.  Every CCG 
has been asked to produce a Sustainability and Transformation Plan (STP) which 
will include plans to secure and support general practice. 

 
2. Investment – ‘We will accelerate funding of primary care’ 
 

 Investment of a further £2.4 billion a year by 2020/21 into general practice 
services with a 14% real terms increase 

 Investment expected to grow further as CCGs build community services and 
new care models – Sunderland is mentioned in the full document (page 15) as 
an area where it is recognised that there has been large investment via the 
better care fund pooled budget and the progress of our co-located 
multidisciplinary Community Integrated Teams. 

 Includes capital investment amounting to £900 million – Sunderland has already 
engaged practices in this process and a bid has been submitted  

 Support will be provided for struggling practices, funding to enable further 
development of the workforce, tackle workload and stimulate care redesign- 
Sunderland has offered support to the special measures practices in addition to 
the national offer via the RCGP. 

 New funding formula to better reflect practice workload including deprivation 
and rurality this will replace the Carr-Hill formula which many feel is out of date.  
 

3. Workforce – ‘We will expand and support GP and wider primary care 
staffing’ 

 

 Increase in GP training recruitment  

 Recruitment campaign to attract doctors to become GP’s  



 NHS Official Item 8   

 Page 5 of 8 July 2016 

 

 New international recruitment campaign to attract up to an extra 500 
appropriately trained and qualified GP’s from overseas  

 Targeted £20,000 bursaries in areas that have found it hardest to recruit into 
GP training 

 Attract and retain at least an extra 500 GPs back into English general practice 
through:- 

o Simplifying the return to work routes, with new portfolio route and 
other measures to reduce the length of time and launch of target 
financial incentives to return to work in areas of greatest need 

 A minimum of 5,000 other staff working in general practice by 2020/21. This five 
year programme will include mental health therapists, clinical pharmacists, 
General Practice Nurse development strategy, reception and admin staff to be 
trained in navigation of patients to the most appropriate place to free up GP 
time and practice manager development programme.  Sunderland has invested 
in a recurrent GP Career start scheme, as well as a 2 year scheme for HCAs 
and Practice Nurses.  Sunderland also supported the opportunities for clinical 
pharmacists, with the GPA being successful supporting 15 practices across the 
city. A recent workshop on Physician Associates, with experts in the field has 
led to an agreement to pursue PA opportunities e.g. placements, bursaries, 
career start among the options being considered.  Work is also taking place with 
the University to consider business internships in general practice. 

 £16 million extra investment in specialist mental health services to support GP’s 
suffering with burn out and stress and support retention of GP’s.  Sunderland 
has already commissioned a service from NTW for GPs who have drug and 
alcohol problems and are looking to expand this with the addition of a 
counselling service. 
 

4. Workload – ‘We will reduce practice burdens and help release time’ 
 

 £30 million “releasing time for patients” development programme to help release 
capacity within general practice 

 New standard contract measures for hospitals to stop work shifting at the 
hospital/general practice interface 

 New four year £40 million practice resilience programme, starting in 2016 

 Streamlining CQC practice oversight by moving to 5 yearly CQC inspection for 
good/outstanding practices 

 Streamlining of payment processes and automation of common tasks 

 

Sunderland is working on reducing the bureaucracy of a large number of 
separate local and national incentives schemes by bringing them together in 
one quality premium, which will be enhanced via PMS monies.  There is also a 
separate report on the Committee agenda about supporting the use of non 
recurrent slippage this year for practices to review the 10 high impact 
interventions that have been shown to free practice time.  We have also 
supported practices preparing for CQC inspections via roadshows on what to 
expect and what needs to be in place. 
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5. Practice Infrastructure - ‘We will reduce practice burdens and help release 
time’ 
 Investment for general practice estates and infrastructure backed with  

measures to speed up delivery of capital projects 

 New rules on premises cost to enable NHS England to refund up to 100% of the 
costs for premises developments  

 New funding routes for transitional funding support for practices seeing 
significant rises in facilities management costs, in leases held with NHS 
property services and Community Health Partnerships.  Sunderland have 
agreed with the local NHSE team a collaborative and supportive approach to 
managing the increasing pressures from PropCo being experienced by 
Practices currently. 
 
Greater use of technology to enhance primary care and experience  

 Over 18% increase in allocations to CCGs for provisions of IT services and 
technology for general practice 

 £45 million national programme to stimulate uptake of online consultations 
systems for every practice 

 Online access for patients to accredited clinical triage systems to help 
patients when they feel unwell 

 Development of an approved Apps library to support clinicians and patients 

 Actions to support the workload in practices reduce and achieve a paper free 
NHS by 2020 

 Support practices offer patients more online self-care and self-management 
services 

 Make it easier for practices to work collaboratively, including achievement of 
full interoperability across IT systems 

 WI-FI services in GP practices for staff and patients 

 Work with the supplier market to create a wider and more innovative choice 
of digital services for general practice 

 Completion of the roll out of access to the summary care record to 
community pharmacy, by March 2017 

 
Sunderland have focussed heavily on these areas in our submission to the Estates 
and Technology Fund.  The Local Digital Roadmap also ensures the needs of 
General Practice are incorporated – to enable systems that support information 
sharing; virtualisation and online services.  The MSCP Vanguard programme has 
also supported this agenda including the roll out of Wi-Fi and TV screens for key 
communication messages to all General Practices. 

 
6. Care Redesign – ‘We will provide a major programme of improvement 

support to practices 
 

 Commissioning and funding of services to provide extra primary care capacity 
across every part of England, backed by over £500 million of recurrent funding 
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by 2020/21. This forms part of the proposed increase in recurrent funding of 
£2.4 billion by 2020/21 

 Integration of extended access with out of hours and urgent care services, 
including reformed 111 and local Clinical Hubs – Sunderland already supports 3 
Localities with extended access and as part of the Vanguard has been awarded 
£1.50 per patient for 16/17 from October to support rolling out extended access 
as part of the expectation to have full coverage by 2020. 

 £171 million one-off investment starting in 2017/18, for practice transformational 
support- Sunderland is pre-empting this via the plans for use of the 500k 
underspend in 2016/17 linked to the 10 high impact changes. 

 Introduction of a new voluntary multispecialty community provider contract from 
April 2017 to integrate general practice services with community services and 
wider healthcare services.  Sunderland is leading the MSCP vanguard and the 
Federations are key members of the Community Services Provider Board.  The 
Governing Body has agreed its strategic intent in relation to commissioning one 
out of hospital model supported via an MSCP contract and is planning to 
engage with practices on their options as part of this development. 

 A new national three year ‘Releasing Time for Patients’ programme to reach 
every practice in the country to free up to 10% of GP’s time 

 Building on recent NHS England and BMA road shows, spread the best 
innovations across the country, helping all practices use 10 High Impact Actions 
to release capacity – as noted earlier Sunderland is proposing to use slippage 
this year to support Practices to consider these interventions 

o Active signposting 
o New consultation types 
o Reduce DNA’s 
o Develop the team 
o Productive workflows 
o Personal productivity 
o Partnership working 
o Social prescribing 
o Support self-care 
o Develop QI Expertise 

 Learn from the GP Access Fund and vanguard sites to support mainstreaming 
of proven service improvements across all practices 

 Fund local collaborative to support practices to implement new ways of working 

 Provide free training and coaching for clinicians and managers to support 
practice redesign – Sunderland has used innovations funding including North 
East Transformation Support in the Coalfields area, which has provided an 
opportunity to test and learn about how to support service redesign in practices. 

 
7. Recommendations 
 

The Committee is recommended to note: 

 the direction of travel for General Practice 

 that Sunderland CCG has already progressed with many of the initiatives 
described. 
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 that Sunderland CCG is well placed to make the most of the opportunities in the 
GPFV as further information on funding for both pilots and any recurrent 
investment becomes available. 

 
 
Author:   Jackie Spencer 
    Senior Commissioning Manager 
 
Sponsoring Director: Debbie Burnicle 
    Deputy Chief Officer 
 
Date:    14 July 2016 
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There is arguably no more 
important job in modern 
Britain than that of the family 
doctor.

GPs are by far the largest 
branch of British medicine. A 
growing and ageing population, 
with complex multiple health 
conditions, means that personal 
and population-orientated 
primary care is central to any 
country’s health system. As a 
recent British Medical Journal 
headline put it – “if general 
practice fails, the whole NHS 
fails”.
 
So if anyone ten years ago had 
said: “Here’s what the NHS 
should now do - cut the share 
of funding for primary care and 
grow the number of hospital 
specialists three times faster than 
GPs”, they’d have been laughed 
out of court. But looking back 
over a decade, that’s exactly 
what’s happened. Which is why 
it’s no great surprise that a recent 
international survey revealed 
British GPs are under far greater 
pressure than their counterparts, 
with rising workload matched by 
growing patient concerns about 
convenient access.
 
A recent report on GP workload 
pressures by the Primary Care 
Foundation and NHS Alliance said 
this: 

The strength of British 
general practice is its 
personal response to a 
dedicated patient list; its 
weakness is its failure to 
develop consistent systems 
that free up time and 
resources to devote to 
improving care for patients. 
The current shift towards 
groups of practices working 
together offers a major 
opportunity to tackle the 
frustrations that so many 
people feel in accessing care 
in general practice.”
 

So rather than ignore these real 
pressures, the NHS has at last 
begun openly acknowledging 
them. We need to act. This 
document sets out exactly 
how. It contains speciic, 
practical and funded steps – on 
investment, workforce, workload, 
infrastructure and care redesign.
 
On investment:  by 2020/21 
recurrent funding to increase by 
an estimated £2.4 billion a year, 
decisively growing the share 
of spend on general practice 
services, and coupled with a 
‘turnaround’ package of a further 
£500 million. Investments in staff, 
technology and premises, and 
action on indemnity and redtape.
 

Introduction

On workforce: pulling out all 
the stops to try to double the 
growth rate in GPs, through 
new incentives for training, 
recruitment, retention and return 
to practice. Having taken the 
past 10 years to achieve a net 
increase of around 5,000 full 
time equivalent GPs, aiming to 
add a further 5,000 net in just 
the next ive years. Plus 3,000 
new fully funded practice-
based mental health therapists, 
an extra 1,500 co-funded 
practice clinical pharmacists, 
and nationally funded support 
for practice nurses, physician 
assistants, practice managers and 
receptionists.
 
On workload: a new practice 
resilience programme to support 
struggling practices, changes 
to streamline the Care Quality 
Commission inspection regime, 
support for GPs suffering 
from burnout and stress, cuts 
in redtape, legal limits on 
administrative burdens at the 
hospital/GP interface, and action 
to cut demand on general 
practice.
 

“
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Simon Stevens 
Chief Executive, NHS England

On infrastructure: new rules to 
allow up to 100% reimbursement 
of premises developments, direct 
practice investment tech to 
support better online tools and 
appointment, consultation and 
workload management systems, 
better record sharing to support 
team work across practices. 
 
On care redesign: support 
for individual practices 
and for federations and 
superpartnerships; direct funding 
for improved in hours and out of 
hours access, including clinical 
hubs and reformed urgent care; 
and a new voluntary contract 
supporting integrated primary 
and community health services.  
 
One of the great strengths of 
general practice in this country 
has been its diversity across 
geographies and its adaptability 
over time. So one size will not it 
all when it comes to the future 
shape and work of primary care. 
But in the round, this support 
package is likely to herald a 
‘triple reinvention’ - of the clinical 
model, the career model, and the 
business model at the heart of 
general practice. In his preface 
to this document Arvind Madan 
describes what this could mean 
from the practice and the patient 
perspective.

Thanks go to the many GPs, 
other NHS professionals and 
patient groups who’ve helped 
shape this urgent ‘to do’ list 
- including particularly our 
partners at the Royal College 
of General Practitioners, the 
British Medical Association’s 
General Practitioners Committee, 
Department of Health, Health 
Education England, the National 
Association of Primary Care, 
NHS Alliance, the Family Doctors 
Association and in local CCGs 
and Local Medical Committees 
right across England.  
 
Looking back over nearly seventy 
years, there have been key 
moments in NHS history when 
the health service has stepped 
up to support and strengthen 
general practice and wider 
primary care. Think: the New 
Deal for GPs in 1966. Think: 
new contractual models in the 
1990s and 2000s. If properly 
implemented, the wide-ranging 
measures in this document may 
perhaps come to be seen as a 
similar inlexion point. 
 
But be that as it may, the vital 
thing is to roll our sleeves up, get 
practical, and together begin to 
make a tangible difference, now, 
for practices and for our patients.
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The public relies on general 
practice services for the health 
and wellbeing of themselves 
and their family.  It is one of 
the great strengths of the 
NHS, and is recognised time 
and again in international 
comparisons.     

Over my 20 years as a GP 
demand for appointments, and 
particularly their complexity, has 
increased beyond recognition. 

There has been a steady rise 
in patient expectations, a 
target driven culture and a 
growing requirement for GPs to 
accommodate work previously 
undertaken in hospitals, or in 
social care. This has resulted 
in unprecedented pressure on 
practices, which impacts on staff 
and patients. Small changes 
in general practice capacity 
have a big impact on demand 
for hospital care, so the need 
to support general practice in 
underpinning the whole NHS has 
never been greater. 

However, a typical morning 
in general practice currently 
comprises a long arduous 
struggle through appointments, 
phone calls, repeat prescriptions, 
results, letters and home visits. 
Before you get time to look 
up, much less take a break, 
it is the afternoon and you 
have to start all over again. 

Running the practice or having 
a meaningful conversation 
with staff is relegated to the 
edges of the day. Almost every 
practice is struggling to balance 
rising workload within tighter 
inancial constraints. Add to 
this the strain of recruitment 
issues and it becomes easy to 
see why morale is so challenged.  
Clinicians increasingly feel unable 
to provide the care they want 
to give, and understandable 
resentment of working under this 
pressure is growing. 

Yet patients rightly expect and 
deserve high quality care from 
a familiar team of healthcare 
professionals they know 
and trust. We know these 
relationships rest at the heart 
of how every general practice 
functions. They are fundamental 
to what we do, namely person-
centred coordinated care of 
complex physical, mental and 
social issues, within the context 
of the individual, their families 
and the wider community. 

I joined NHS England at the end 
of last year, in part driven by 
my frustration with how I felt 
high quality primary care for 
patients was being undervalued. 
Since starting I have made three 
observations. Firstly, there is 
a deep-seated recognition of 
how a strengthened version 
of general practice is essential 

to the wider sustainability of 
the NHS. Secondly, there is 
acknowledgement of historic 
underfunding in general 
practice and the need for this 
to be reversed. Thirdly, practices 
themselves seem more open to 
new ways of working than at 
any time I can recall. As much 
because we want patient care 
to improve, as we recognise our 
survival depends on it.

Most observers now agree that 
the solution lies in a combination 
of investment and reform. 
It requires action from NHS 
England, clinical commissioning 
groups (CCGs), health and care 
organisations, and practices 
themselves. We know there is 
no single cause for the issues we 
face, and that no single part of 
the system acting in isolation can 
ix it either. We need a concerted 
approach of initiatives, involving 
all stakeholders, across a number 
of key areas.

GP services for the future: 
Dr Arvind Madan
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The General Practice Forward 
View represents a step change 
in the level of investment and 
support for general practice.  
It includes help for struggling 
practices, plans to reduce 
workload, expansion of a wider
workforce, investment in 
technology and estates and a
national development 
programme to accelerate 
transformation of services. NHS 
England is committing to an 
increase in investment to support 
general practice over the next ive 
years. Furthermore this will be 
supplemented by GP-led CCGs as 
they act to transform local care 
systems. This transformation will 
be built around patients, around 
the wider workforce, around the 
redesign of our workload and 
organisation of care, and creating 
a satisfying and rewarding career 
for everyone working in general 
practice.

Some patients want to be 
partners in their own care. They 
want the knowledge, skills 
and conidence to take more 
responsibility for their health 
and feel more in control of their 
outcomes. Channelling this 
growing patient appetite for 
services that help patients to help 
themselves unlocks both a better 
patient experience and a way to 
alleviate practice workload. No 
amount of reform of the existing 
system will work unless we also 
partner with our patients to 
manage demand more eficiently. 

The GP is an expert medical 
generalist and must be properly 
valued as the provider of 
holistic, person-centred care 
for undifferentiated illness, 
across time within a continuous 
relationship. These are core 
strengths of general practice 
and must be preserved within 
any change. However, patient 
demand and GP shortages 
mean that we no longer have 
the time to use our expertise on 
patient issues that can be safely 
and competently managed by 
others. Wider members of the 
practice-based team will play 
an increasing role in providing 
day-to-day coordination and 
delivery of care. Greater use of 
skill mix will be key to releasing 
capacity, if we are to offer 
patients with complex or multiple 
long-term conditions longer GP 
consultations. 

In the way we currently view 
practice nurses as an integral 
part of the practice team, the 
GP Access Fund schemes are 
already showing how a broad 
range of healthcare professionals 
can contribute to providing 
care, for example advanced 
nurse practitioners, clinical 
pharmacists, physician associates, 
physiotherapists and paramedics. 
Staff are navigating patients to
a wider range of alternative 
services such as primary care 
access hubs, social prescribing 

initiatives (including the voluntary 
sector) and pharmacy minor 
ailment schemes. Pharmacists 
remain one of the most 
underutilised professional 
resources in the system and we 
must bring their considerable 
skills in to play more fully.

We all accept that we have 
a long way to go to hit the 
ambitious recruitment targets set 
for primary care, but we must use 
every effort to try, as this will be 
necessary for much of the reform 
required. NHS England, alongside 
Health Education England and 
CCGs, will support a series of 
initiatives to grow and train the 
workforce in response to this 
challenge.
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A common reason for poor 
morale is the daily struggle with 
growing workload. Much of this 
is generated by a fragmented 
system, over which practices feel 
they have little inluence. Our 
irst and most pressing priority 
must be to alleviate this wasteful 
burden, which takes away from 
direct patient care. We know 
we cannot work any harder, so 
we have to ind ways to work 
differently. A key requirement 
for wider system change is the 
urgent need to identify and 
eliminate needless workload. 

But this is a challenge when it 
is dificult to ind time to look 
up from the day job. For GPs to 
believe in a better future we must 
irst start to feel the impact of 
changes now. Some of the new 
measures within this document 
are speciically designed to 
provide immediate relief to 
existing pressures. We need to 
tackle issues such as irrelevant 
communications, duplicate 
reporting, unwieldy payment 
systems and streamline oversight 
and regulation. 

Teams need support and 
space if they are to adopt new 
ways of working. This is why 
NHS England plans to invest 
in a national development 
programme at individual, practice 
and network or federation 
level. I have been struck by how 
positively received the recent NHS 
England and BMA roadshows 
on releasing capacity have been. 
However, this should be viewed 
as the start of a journey in 
supporting practices to build the 
capacity and capabilities required 
within our teams. We must and 
will go much further. 

We will also develop different 
ways of managing clinical 
demand. In addition to increasing 
self-care, use of different 
triage methods and a broader 
workforce sharing the burden, 
we also need to grow capacity 
through a network of locality 
primary care access Hubs (as seen 
in the GP Access Fund areas) and 
increase clinical personnel behind 
services such as 111, for example, 
nurses, pharmacists and dentists. 
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It is becoming increasingly 
normal for general practices 
to work together at scale, and 
already over half the country 
have formed into networks 
or federations of practices.  In 
the future there will be greater 
opportunities for practices to 
work collaboratively in larger 
groupings for the beneit of 
more sizeable populations, yet 
maintain their unique identity 
and relationship with their own 
patients. Larger organisational 
forms will enable greater 
opportunities for practices to 
increase their lexibility to shape, 
buy or build additional services, 
working from a more effective 
platform with other local health 
and care providers, including 
community health services, social 
care and voluntary organisations.

GPs must feel conident in the 
vision of where general practice 
could go and how it will feel 
to be a GP in the future. A 
signiicant proportion of demand 
must be managed through 
helping patients to stay well, self-
care and navigate to other team 
members, or alternate services. 

GPs’ core role will be to provide 
irst contact care to patients 
with undifferentiated problems, 
provide continuity of care where 
this is needed, and act as leaders 
within larger multi-disciplinary 
teams with greater links to 
hospital, community and social 
care specialists. 

Primary care professionals will 
increasingly work at different 
organisational levels, for 
example, their own practice, a 
neighbourhood of practices and 
across the local health economy. 
This will open up opportunities 
in pathway design, service 
leadership, education, training 
and research, or developing areas 
of clinical interest. Specialists will 
develop more community facing 
roles, supporting primary care 
colleagues in developing case 
management expertise, both in 
person and remotely. There will 
be greater use of technology to 
connect primary care with others, 
for the sharing of best practice 
and sourcing of timely advice. 
These changes will develop a 
more uniied team approach, 
in a variety of career structures, 
with satisfying and rewarding 
opportunities for both clinicians 
and non-clinicians, and a more 
coordinated experience of care 
for patients.

The General Practice Forward 
View will not solve all the issues 
we face immediately, but it 
does set a new direction and 
opportunity to demonstrate what 
a strengthened model of general 
practice can provide to patients, 
those who work in the service, 
and for the sustainability of the 
wider NHS. General practice has 
risen to challenges in the past 
and, with support from leaders 
across the system, it will again.

Dr Arvind Madan
GP, Director of Primary Care,
NHS England
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We will increase the levels of 
investment in primary care:

• By investing a further £2.4 billion a year by 
2020/21 into general practice services. This means 
that investment will rise from £9.6 billion a year 
in 2015/16 to over £12 billion a year by 2020/21.

• Represents a 14 percent real terms increase, 
almost double the 8 percent real terms increase 
for the rest of the NHS.  

• This is the expected increase nationally.   
Investment is likely to grow even further as CCGs 
build community services and new care models, 
in line with the Five Year Forward View.  

• This includes capital investment amounting to 
£900 million over the next ive years. 

• Will be supplemented by a Sustainability and 
Transformation package, totalling over half 
a billion pounds over the next ive years, to 
support struggling practices, further develop the 
workforce, tackle workload and stimulate care 
redesign.     

• A new funding formula to better relect practice 
workload, including deprivation and rurality.

• Consult the profession and others on proposals 
to tackle indemnity costs in general practice by 
July 2016.

Chapter 1: Investment
We will accelerate funding of primary care
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The Five Year Forward View 
recognised that primary care has 
been underfunded compared 
to secondary care, and that 
this must change. The historic 
strength of general practice is 
being weakened by the relative 
under-investment in general 
practice that has occurred over 
the past decade.   

Since the creation of NHS 
England in 2013, each year there 
have been real term increases 
in primary care funding. On the 
back of the Spending Review, 
which committed £10 billion a 
year more above inlation for the 
NHS by 2020 to back the Five 
Year Forward View, we know we 
need to sustain and accelerate 
growth in investment. 

Real term investment in general practice (figures based on 2014/15 prices)

£ 
B
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O
N
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2006/07
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2008/09
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2010/11
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2019/20
2020/21

2003/04
2004/05

£9.6 billion
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Package of investment in 
general practice1

We are committed to increasing 
the proportion of investment 
going into general practice 
services. This should reach over 
10 percent by 2020/21, and will 
rise further as CCG investment 
in general practice rises also. 
Overall investment to support 
general practice services will rise 
by a minimum of £2.4 billion a 
year by 2020/21. This represents 
a 14 percent real terms increase, 
signiicantly more than that 
anticipated for CCG allocations. 

The additional investment we 
are making in introducing new 
care models will beneit general 
practice too – and this will ensure 
investment rises at least in line 
with the plans set out above, and 
potentially even more.

For 2016/17, NHS England has 
allocated an additional £322 
million in primary medical care 
allocations, providing for an 
immediate increase in funding of 
4.4 percent. 

Plus local investment
For the irst time, the Planning 
Guidance for the NHS has made 
securing the sustainability of 
general practice, and in particular 
addressing workforce and 
workload issues, one of nine 
national ‘must dos’. Every part 
of England has been asked to 
produce a Sustainability and 
Transformation Plan (STP), which 
will include plans to secure 
and support general practice, 
and enable it to play its part in 
more integrated primary and 
community services. These plans 
will be completed by July 2016. 
National actions on their own will 
not be enough – local leadership 
and investment will be vital.  

Plus a ive year general 
practice Sustainability and 
Transformation package
We have created a national £508 
million ive year Sustainability 
and Transformation package 
for general practice to help 
further support struggling 
practices in the interim, develop 
the workforce, stimulate care 
redesign and tackle workload.   

This package will include:

• £56 million, to include a new 
practice resilience programme 
starting in 2016/17, and the 
offer of specialist services to 
GPs suffering from burn out 
and stress (see chapter 3)

• £206 million for workforce 
measures to grow the medical 
and non-medical workforce (see 
chapter 2)

• £246 million to support 
practices in redesigning services, 
including a requirement on 
CCGs to provide around 
£171 million of practice 
transformational support and 
a new national £30 million 
development programme for 
general practice (see chapter 5).

We will also continue to support 
capital investment in general 
practice through a programme 
of investment estimated to reach 
over £900 million over the next 
ive years.

Fairer distribution of funding
The Carr-Hill formula applies a 
weighting (to General Medical 
Services (GMS) contracts only) to 
relect the comparative workload 
associated with different patient 
groups.  

1  As part of agreed devolution arrangements, Greater Manchester has been allocated a 
transformation fund which includes an appropriate share of NHS England funding for 
primary medical care initiatives. It will be for Greater Manchester to determine how it 
is spent in the local area.
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Many believe that the Carr-Hill 
formula is now out of date and 
needs to be revised to relect 
changes in the population 
and the impact of this on 
comparative workload. NHS 
England is working with the 
BMA to review the Carr-Hill 
formula to speciically examine 
the impact of deprivation, age 
and other factors that inluence 
practice workload. This work 
will be concluded in the summer 
of 2016, and form the basis of 
discussion with the BMA about 
changes that might be needed.   

A minority of practices are yet 
to undergo their PMS contract 
reviews. We are committed 
to ensuring this process is 
completed in the interest of 
equity across all practices. 
However, in the interests of 
stability, these changes are being 
phased over a minimum of four 
years, ensuring there is a water 
tight reinvestment plan for all 
savings in local general practices, 
and engaging in individual 
conversations with practices that 
are particularly challenged.  

CCG plans for reinvestment 
must be published before the 
full impact of Personal Medical 
Services (PMS) reviews are 
implemented for individual 
practices.  

Tackling rising costs of 
indemnity
Indemnity costs have risen in the 
NHS in England signiicantly in 
recent years. This is the result of 
the rising number of claims, and 
the rising level of awards made 
by the courts, with the cost of 
care packages doubling every 
seven years. This is despite the 
fact that on objective measures, 
the quality and safety of care 
provided by GPs has never been 
higher. GPs tell us that these 
costs are distorting decisions 
about whether to remain in work 
(particularly for those choosing to 
work part-time), whether to work 
in GP out of hours and urgent 
care services for non NHS trust 
providers, and whether to deploy 
the wider clinical workforce 
(where costs for nurse indemnity 
can be the equivalent of medical 
indemnity).

NHS England has taken initial 
steps to alleviate these pressures 
through:

• the establishment in 2014/15 
and 2015/16 of a £2.5 million 
‘winter indemnity’ scheme to 
help with the costs of those 
working out of hours

• taking into account increases in 
indemnity costs, amongst other 
factors, in agreeing funding for 
the 2016/17 GP contract.

• working with the medical 
defence organisations and 
indemnity insurers to meet 
the needs of new ways of 
delivering care. For example, 
through products that treat 
the delivery of services across 
practices outside of core hours 
(with shared access to patient 
records) as similar to in-hours 
working, rather than charging 
the out of hours rate. This is 
in recognition of access to the 
patient record.

Some GPs have called for 
general practice to have Crown 
indemnity. This would mean it is 
not possible to sue for damages 
and that the small minority of 
patients who had suffered harm 
as a result of clinical negligence 
would not have recourse to any 
inancial compensation.  We do 
not believe that this is the intent 
of the profession, and this form 
of immunity does not apply to 
other health services.

Rather, we believe that the 
shared aim of all those working 
in the NHS is to bring down 
the overall costs associated 
with negligence claims in an 
appropriate fashion, and ensure 
that the way that those costs are 
borne does not dis-incentivise 
excellent clinical staff from 
working in the NHS or restrict 
access to justice.
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The Department of Health will 
be consulting shortly on the 
options for introducing a Fixed 
Recoverable Cost scheme to cap 
the level of recoverable costs 
for claimant lawyers on clinical 
negligence claims. The aim is 
to make the cost of claimant 
lawyers more proportionate to 
damages and defence costs. 

We and the Department of 
Health are also committed to 
reviewing the way in which 
costs are funded. Any changes 
would have a bearing on 
historical claims and handling 
of past liabilities. This is 
complex with the potential to 
create unintended inancial 
consequences if mishandled.    
The Clinical Negligence Scheme 
for Trusts (CNST) is a risk-pooling 
arrangement for trusts, and 
requires every organisation to 
contribute funds. The rising costs 
of CNST has been an issue for 
providers in other sectors, and to 
date, we have not seen evidence 
that access to CNST would bring 
down the costs for practice 
partnerships. There would be 
signiicant implications for the 
treatment of historical claims, for 
the insurance market in general, 
and it might increase costs to 
practices. So this is not a simple 
solution. 

The Department of Health 
and NHS England will instead 
bring forward proposals in July 
2016 for discussion with the 
profession, medical defence 
organisations, the commercial 
insurance industry and the NHS 
Litigation Authority. This will 
consider potential solutions, 
including considering:

• how personal costs of 
indemnity and clinical insurance 
can be contained, provided 
certain clinical governance 
standards are met – with the 
objective of reducing the 
overall costs to the individual;

• reducing indemnity costs 
for individuals in particular 
circumstances, such as GPs 
who wish to remain in the 
workforce on a part-time basis 
past a certain age; and

• enable new models of 
care such as Multispeciality 
Community Providers (MCPs) 
to take on corporate indemnity, 
freeing up individuals working 
in those new models from the 
burden of personal indemnity 
costs.

In principle, GPs should be no 
more exposed to the rising costs 
of indemnity than our hospital 
doctors, and any solution will 
need to address this.

Taken together, this represents a 
signiicant programme of work 
to reform indemnity in general 
practice, addressing some short-
term pressures whilst looking to 
bring down the overall costs to 
the system.
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Better Care Fund
The Better Care Fund (BCF) 
requires CCGs and local authorities 
to pool budgets and to agree an 
integrated spending plan for how 
they will use their BCF allocation. 
In 2016/17, the minimum size of 
the BCF has been increased to 
£3.9 billion. 

From April 2016, CCGs, local 
authorities and NHS England will 
be able to pool budgets to jointly 
commission expanded services, 
including:

• additional nurses in GP settings 
to provide a coordination role 
for patients with long term 
conditions;

• GPs providing services in care 
and nursing home settings;

• providing a mental health 
professional in a GP setting; and

• hosting a social worker in a GP 
surgery.

Wider integration of health and social 
care - Sunderland (MCP vanguard)

Through the Better Care Fund all of Sunderland’s 
resources for out-of-hospital care from both the 
CCG and local authority are now contained within 
a single pooled budget of over £160 million. From 
April 2015, a Provider Management Board took on 
the leadership for redesigning existing services and 
investing new funds in additional GP and nursing 
sessions in integrated teams and a 24/7 Recovery at 
Home service.

Co-located multidisciplinary teams, working 
across several practices, provide an enhanced 
level of care to patients with complex needs. 
These are often frail older people and/or people 
with multiple co-morbidities both at home and 
in supported housing, including care homes, 
identiied via a risk stratiication approach.

CASE STUDY
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Chapter 2: Workforce
We will expand and support GPs and 
wider primary care stafing

The General Practice Forward View cannot be delivered without suficient 
recruitment and workforce expansion. Therefore NHS England and Health Education 
England (HEE) have set ambitious targets to expand the workforce, backed with 
an extra £206 million as part of the Sustainability and Transformation package. We 
will also support the development of capability within the current workforce and 
support the health and wellbeing of staff. 

Expansion of workforce capacity
Plans to double the rate of growth of the medical workforce to create an extra 5,000 
additional doctors working in general practice by 2020. This ive year programme  
includes:
• Increase in GP training recruitment to 3,250 a year to support overall net growth of 

5,000 extra doctors by 2020 (compared with 2014). 
• Major recruitment campaign in England to attract doctors to become GPs, 

supported by 35 national ambassadors and advocates promoting the GP role.
• Major new international recruitment campaign to attract up to an extra 500 

appropriately trained and qualiied doctors from overseas. 
• Targeted £20,000 bursaries in the areas that have found it hardest to recruit into 
 GP training.
• 250 new post-certiicate of completion of training (CCT) fellowships to provide 

further training opportunities in areas of poorest GP recruitment.
• Attract and retain at least an extra 500 GPs back into English general practice, 

through:
 • simplifying the return to work routes further, with new portfolio     

 route, and other measures to reduce the length of time.
 • launch of targeted inancial incentives to return to work in areas of 
  greatest need.

A minimum of 5,000 other staff working in general practice by 2020/21. This ive 
year programme will include:
• Investment in an extra 3,000 mental health therapists to work in primary care by 

2020, which is an average of a full time therapist for every 2-3 typical sized GP 
practices.

• Current investment of £31 million to pilot 470 clinical pharmacists in over 700 
practices to be supplemented by new central investment of £112 million to extend 
the programme by a pharmacist per 30,000 population for all practices not in the 
initial pilot – leading to a further 1,500 pharmacists in general practice by 2020.

• Introduction of a new Pharmacy Integration Fund.

General Practice Forward View16
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• A general practice nurse development strategy, with an extra minimum £15 million 
national investment including improving training capacity in general practice, 
increases in the number of pre-registration nurse placements, measures to improve 
retention of the existing nursing workforce and support for return to work schemes 
for practice nurses.

• National investment of £45 million beneitting every practice to support the 
training of current reception and clerical staff to play a greater role in navigation 
of patients and handling clinical paperwork to free up GP time.

• Investment by HEE in the training of 1,000 physician associates to support general 
practice.

• Introduction of pilots of new medical assistant roles that help support doctors, as 
recommended by the RCGP.

• £6 million investment in practice manager development, alongside access for 
practice managers to the new national development programme.

• £3.5 million investment in multi-disciplinary training hubs in every part of England 
to support the development of the wider workforce within general practice.

Health and wellbeing
£16 million extra investment in specialist mental health services to support GPs 
suffering with burn out and stress, and support retention of GPs, in addition to the 
£3.5 million already announced.

Over the past decade, the 
number of GPs (full time 
equivalents) working in general 
practice has risen by over 5,000.     

But we know that many practices 
now face recruitment issues 
and are increasingly reliant on 
temporary staff. Moreover, a 
higher proportion of older GPs 
are signalling that they are 
considering leaving the workforce 
early.  
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GPs working in primary care (excluding locums) 
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We aim to double the rate of 

growth in the primary care 

medical workforce over the 

next five years, to create an 

extra 5,000 doctors working in 

general practice.  This needs 

to be supported by growth in 

the non-medical workforce 

– a minimum of 5,000 extra 

staff – nurses, pharmacists, 

physician associates, mental 

health workers and others. 

Work to date
The Primary Care Workforce 
Commission, set up by HEE and 
chaired by Professor Martin 
Roland, called for a broader 
range of staff to be involved in 
providing care. Their report, The 
future of primary care creating 
teams for tomorrow, set out 
how we can better deploy the 
talents of the wider workforce to 
reduce the workload burden on 
GPs, meet patients’ needs and 
to free GPs up to do what they 
do best. The report also set out 
recommendations to increase 
the role of nursing, advanced 
clinical practitioners, medical 
assistants, practice pharmacists 
and physician associates along 
with stronger partnerships with 
the voluntary sector and better 
use of technology.

Last year, NHS England, HEE, 
Royal College of General 
Practitioners (RCGP) and the 
General Practitioners Committee 
(GPC) developed an initial 10 
point action plan – Building 
the Workforce a new Deal for 
General Practice - to kick start 
initiatives to improve recruitment, 
retention and return to practice. 
Now that there is signiicant new 
investment for general practice, 
we will be working together 
– and with other professional 
bodies, such as the RCN, 
Queen’s Nursing Institute, Royal 
Pharmaceutical Society, National 
Association of Primary Care and 
NHS Clinical Commissioners 
to step up actions to grow the 
workforce and stimulate a more 
diverse range of workforce 
models within primary care. 

Through the 10 point action plan, 
together we have:

• delivered a marketing campaign 
to encourage foundation year 
2 doctors who are applying 
for specialty training to choose 
general practice;

• launched a scheme to offer up 
to £20,000 bursaries for 109 
GP trainees to  attract doctors 
to parts of the country where 
there have been consistent 
shortages of trainees;

• established new post-CCT 
fellowships to provide further 
training opportunities in areas 
of poorest GP recruitment that 
encourage new CCT holders 
to work as GPs in those areas, 
whilst pursuing special interests 
and meeting local need such 
as urgent care and learning 
disability care;
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• committed to invest £3.5 
million in 13 new multi-
disciplinary training hubs 
(Community Provider Education 
Networks) across the country 
to support the development 
of the wider workforce within 
general practice, including 
placements in general practices, 
development for current staff 
and workforce planning; 

• created a national induction 
and refresher (returner) 
scheme, offering a new £2,300 
per month bursary to doctors 
looking to return to general 
practice to help with costs 
and improving entry routes – 
leading to an increase in the 
number of applicants and 
improving coverage, given 
previous local variation; 

• invested an extra £1.75 million 
nationally to support practice 
nurse development; 

• invested in leadership 
development and coaching for 
individual GPs; and

• piloted new ways of working 
including the development 
of Primary Care Physician 
Associates. 

For the wider workforce, we 
agreed a major £31 million 
scheme to pilot the deployment 
of over 470 clinical pharmacists 
in just over 700 practices over 
the next three years, helping 
practices with the costs of 
employment and training. We 
have published a practice and 
community nursing education 
and career framework, and 

are developing a strategy for 
supporting the practice nursing 
workforce.  

Building the workforce 
for 2020
To double the rate of growth 
of the medical workforce, and 
accelerate use of the wider 
workforce, we set out below 
the new programmes of work 
that will be needed. This will be 
backed by an extra £206 million 
over the next ive years on top of 
previously announced initiatives.

Recruiting doctors into 
general practice
HEE has increased GP training 
capacity and increased 
recruitment to 3,250 doctors 
per annum recurrently. In the 
irst round recruitment for 2016, 
2,296 posts - 70 percent - have 
already been illed. 

This represents a welcome 
increase of around 7 percent 
on last year’s irst round of 
recruitment.     

HEE will in partnership with 
the RCGP, and the profession 
continue reining and developing 
GP specialty training to provide 
greater career lexibility while 
maintaining standards in order to 
maximise recruitment.
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We know we need to improve 
the number of medical school 
graduates choosing to join 
general practice. There is a strong 
correlation between training 
placements in general practice 
and eventually working in general 
practice. HEE is currently working 
with the Medical Schools Council, 
higher education institutions, the 
RCGP and the GPC to increase 
the proile of general practice 
in medical schools and in their 
curricula.    

A working group, chaired by 
Professor Valerie Wass OBE, will 
publish recommendations in 
summer 2016 about recruitment 
and selection, inance and 
curriculum and the promotion of 
general practice as a speciality. 

The recommendations will 
improve the medical school 
experience of general practice 
through greater exposure to the 
diverse and stimulating reality of 
general practice professionally 
and personally. More graduates 
will be encouraged to make a 
positive choice of general practice 
as a career.

HEE and the RCGP will 
continue to develop the current 
recruitment campaign to raise 
the proile of general practice 
as a career.  The campaign 
showcases the variety of different 
opportunities and the lexibility 
of the specialty, as well as 
the central role that GPs play 

in the community and their 
patients’ care.  HEE has recruited 
and trained 35 campaign 
ambassadors and advocates to 
support and promote national 
and regional activities including 
attendance at recruitment events 
and through social media.

We will supplement this 
with a major international 
recruitment drive, to attract up 
to 500 appropriately trained and 
qualiied doctors – and possibly 
more - from overseas over the 
next ive years.  

Working with HEE we will 
evaluate its £20,000 bursary 
scheme to attract trainees into 
hard to ill areas and identify if 
more needs to be done.

HEE will roll out a total of 250 
post CCT fellowships by 
summer 2017 to offer wider 
and more varied training 
opportunities in areas of poorest 
GP recruitment.

Retaining the current medical 
workforce
One of the strengths of general 
practice as a career is its lexibility, 
with the chance to work part-
time or combine general practice 
with work in other settings.    We 
want to make it easier and more 
attractive for GPs to return to 
work in English general practice.

Already, the new induction and 
refresher (returner) scheme has 
seen:

• the end to multiple different 
policies, with one single 
national policy, supported by 
single website, a consistent 
set of written guidance to 
applicants, and a new  single 
point of contact;

• a signiicant increase in NHS 
England bursaries for the 
period of time that the doctor 
is in a supervised placement - 
£2,300 per month – up from a 
range of £0 to £500 per month 
previously depending on which 
part of the country you are in;

• the end to requiring doctors 
working overseas to return to 
England to start the application 
process, with the ability to 
hold interviews now via Skype 
and sit initial assessments in 
countries all round the world; 
and

• a review of the appropriate 
and relevant content of all 
assessments, leading to a 
doubling of pass rates in the 
last nine months.
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As a direct result, we have seen 
a signiicant rise in the number 
of doctors applying to return to 
work in general practice, with 
an increase of 40 percent in the 
number of doctors booking to 
sit the multiple-choice questions 
(MCQ), one of the routes for 
returning to practice, in 2015/16 
compared to 2014/15.  

We need to accelerate this 
further so that we can attract 
at least an extra 500 doctors 
over the next ive years back into 
general practice. The RCGP has 
sought feedback on some of 
the main barriers experienced by 
returning doctors, and this has 
formed the basis of our action 
plan for improvement. Our aim 
is to start measuring the time 
it takes for a doctor to return 
to work, and halve the average 
time.   

We will build on the 
improvements to establish a 
straightforward route for doctors 
to return to work in England. 

In addition, we will:

• from April 2016, introduce a 
new Portfolio Route (2016) 
for GPs with previous UK 
experience, continuing to 
work  in equivalent primary 
care roles outside the UK, 
removing the need for them to 
sit the current exams to return 
to practice;

• create a central contact point 
for any doctor wishing to 
return to work in English 
general practice, so that 
doctors are supported in 
navigating any regulatory issues 
and to support and guide them 
through the process;

• address  delays in securing 
Disclosure and Barring Service 
checks – taking several weeks 
and sometimes months – 
and sort out information 
governance issues to enable 
checks to be valid across 
different parts of the system;

• increase the inancial 
compensation available 
through the current GP 
retainer scheme from 1 May 
2016; and introduce a new GP 
retainer scheme more it for 
purpose from 1 April 2017; and

• offer targeted inancial 
incentives to GPs from May 
2016 for returning to work 
in areas of greatest need.

We also need to ind ways to 
attract GPs to remain in practice 
towards the end of their career.  
The published evidence on 
retention suggests that the single 
biggest enabler would be to 
address concerns over workload, 
and create a greater sense of 
‘status’ for general practice 
within society. The totality of the 
General Practice Forward View 
is aimed at addressing these 
fundamental issues. 

In addition, we will invest further 
in leadership development, 
coaching and mentoring skills for 
experienced doctors – enabling 
them to build on their skills and 
offer the value of their experience 
to younger doctors. We will take 
stock of the indings of evidence 
on retention, and address any 
further issues identiied.
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Building the wider workforce
The success of general practice 
in the future will also rely on 
the expansion of the wider 
non-medical workforce – 
including investment in nurses, 
pharmacists, practice managers, 
administrative staff and the 
introduction of new roles such as 
physician associates and medical 
assistants.

Our ambition is to use some of 
the extra investment going into 
general practice to support the 
employment of a minimum of 
5,000 extra staff.

To achieve this, at a national 
level, NHS England and HEE, over 
the next ive years, will:

• invest an extra £15 million 
nationally in general 
practice nurse development, 
including support for return 
to work schemes, improving 
training capacity in general 
practice for nurses, increases in 
the number of 

 pre-registration nurse 
placements and other measures 
to improve retention;

• extend the clinical pharmacists 
programme with a new £112 
million offer to enable 
every practice to access a 
clinical pharmacist across 
a minimum population on 
average of 30,000 - leading 
to an extra 1,500 pharmacists 
in general practice. Appetite 
for the original pilot scheme 
was high. We will need to 
learn more from the evaluation 
but early indications suggest 
clinical pharmacists may 
have a role in streamlining 
practice prescription processes, 
medicines optimisation, minor

 ailments and long term 
conditions management. We 
will roll this out further across 
the country over the next ive 
years, so that every practice can 
beneit. We will also open up 
the clinical pharmacist training 
programme to practices that 
have directly funded a clinical 
pharmacist;   

• introduce a Pharmacy 
Integration Fund, worth £20 
million in 2016/17 and rising by 
a further £20 million each year, 
to help further transform how 
pharmacists, their teams and 
community pharmacy work 
as part of wider NHS services in 
their area. Subject to a separate 
consultation, our proposals 
include better support for GP 
practices, for care homes and 
for urgent care for the use of 
the fund;

• invest in an extra 3000 
mental health therapists to 
be working in primary care by 
2020 to support localities to 
expand the Improving Access to 
Psychological Therapies (IAPT) 
programme; 

• provide £45 million extra 
funding nationally over ive 
years so that every practice 
in the country can help their 
reception and clerical staff 
play a greater role in care 
navigation, signposting 
patients and handling clinical 
paperwork to free up GP 
time.  This builds on successful 
pilots tested through the 
Prime Minister’s GP Access 
Fund schemes and vanguard 
sites where the majority of 
clinical correspondence can be 
managed through trained staff; 

• pilot new medical assistant 
roles that help support doctors;

• pilot the role of primary care 
physiotherapy services;
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• invest an extra £6 million 
in practice manager 
development;

• roll out the recently published 
HEE Community (District) 
and General Practice Nursing 
Service Education and 
Career Framework and the 
accompanying HEE Education 
and Career Framework;

• implement the Queen’s Nursing 
Institute Voluntary Education 
and Practice Standards for 
District and General Practice 
Nursing; and 

• work with general practice to 
ensure general practice nurses 
have access to mentorship 
training.

This also needs to be 
supplemented at a local level, 
and for the irst time - through 
the Planning Guidance – the NHS 
locally has been asked to produce 
plans to address workforce issues 
in general practice.  We will 
review these plans in the summer, 
and identify any further actions 
that need to be taken or ideas 
that can be spread nationally to 
accelerate the growth, retention 
and development of the general 
practice workforce.

The vanguard sites that are 
testing new integrated models 
of care and the GP Access Fund 
schemes are already developing 
many different ways of using the 
wider workforce, and proving 
that this can be better for 
patients and free up GP time.

A balanced GP workforce
The model of independent 
contractor status and partnership 
has proved a valuable foundation 
for general practice.  Partners 
provide leadership and continuity, 
and in recent years this has been 
invaluable as general practice has 
come under pressure.   

We also recognise that a more 
lexible workforce better enables 
practices to secure short-term 
support to cover sick leave, 
parental leave or transition 
periods between leavers and 
joiners. However many practices 
now report that a shift to reliance 
on locums is undermining service 
continuity and stable team 
working. 

It is therefore in the interests of 
GPs and practices to improve the 
relative attractiveness of partner 
and salaried positions versus 
a shift to a more unstable and 
short term workforce.

First, we will work with the 
profession to introduce 
new measures entitling GPs 
who want lexible working 
but who can commit to 
working in a practice or an 
area for a period of time, 
additional beneits relative to 
undertaking a rolling series 
of short term locum roles. In 
other words, while continuing 
to incentivise partnerships 
and salaried commitments to 
practices on the one hand, 
we also want to create an 
alternative to day-by-day or 
week-by-week locuming for 
those at a point in their career 
or family life who need more 
lexibility.

Second, NHS England will set 
indicative rates for locums and 
will ask practices to indicate 
in the annual e-declaration 
information where they are 
having to pay above those rates.  
This is to understand the scale 
of the issues practices are facing 
and help plan how we can target 
workforce support to areas facing 
the greatest pressures.  

Third, we envisage ‘at scale’ 
working in larger practice 
groupings will create 
opportunities to embed a more 
locally focused team based 
approach which incorporates 
locums.  
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Promoting health and 
wellbeing to combat burnout
A new national service is 
being established to improve 
GPs’ access to mental health 
support. Support for GPs 
suffering mental health problems 
is part of NHS England’s plans 
to retain a healthy workforce.  
NHS England has already 
committed to spend up to £3.5 
million in this new service, 
and will now increase that 
investment by a further £16 
million. The procurement will 
start in June 2016 and the service 
is expected to be available across 
England from December 2016.  
This means all GPs will be able 
to access free, conidential local 
support and treatment for mental 
health issues, supporting GPs 
who are at risk of suffering stress 
or burnout. 

Implementation
We will establish a new 
Workforce 2020 oversight 
advisory group, with 
representation from national 
bodies, to steer the delivery of 
this ambitious programme, and 
review where further actions 
need to be taken in light of 
progress nationally and locally 
over the next ive years.

Multidisciplinary workforce - West 
Wakeield Multispecialty Community 
Provider (MCP)  

West Wakeield Health and Wellbeing Ltd is a GP 
Federation in West Yorkshire serving a population 
of 65,000 and is a wave one GP Access Fund site. 
It is now leading one of the new care models 
MCP vanguard sites with two other GP networks 
covering a total population of 152,000 people. 

Among a series of initiatives designed to relieve 
pressure on GPs, they are training care navigators 
to break down the automatic assumption that a 
GP appointment is the best irst place to go for 
any problem.

As well as reduce the number of patients needing 
to access their GP, care navigators are able to 
‘queue bust’ at reception by offering patients who 
arrive at the practice advice to signpost them to 
the most appropriate solution for their needs.

Over 70 staff have received training on available 
resources, services and innovations within the 
practice and MCP programme, and in the wider 
voluntary and third sector. 

CASE STUDY
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Support for general practice with the 
management of demand, diversion 
of unnecessary work, an overall 
reduction in bureaucracy and more 
integration with the wider health and 
care system including:

• Major £30 million ‘Releasing Time for Patients’ 
development programme to help release 
capacity within general practice (see also 
Chapter 5).

• New standard contract measures for hospitals 
to stop work shifting at the hospital/general 
practice interface. 

• New four year £40 million practice resilience 
programme, starting in 2016.

• Move to maximum interval of ive yearly CQC 
inspections for good and outstanding practices.

• Introduction of a simpliied system across NHS 
England, CQC and GMC.

• Streamlining of payment processes for practices, 
and automation of common tasks.

Workload was identiied by the 
2015 BMA survey as the single 
biggest issue of concern to GPs 
and their staff. Latest research, 
published in the Lancet, suggests 
that there has been an average 
increase in workload in general 
practice of around 2.5 percent 
a year since 2007/8, taking 
account of both volume and 
acuity. Whilst some of this rise 
can be addressed by increasing 
the workforce, we also want to 
support practices in moderating 
demand and reforming how we 
support and organise services.    
 
The Primary Care Foundation 
and NHS Alliance have identiied 
the changes that will have the 
biggest impact in reducing 
bureaucracy and reshaping 
demand. Their report, Making 
Time in General Practice, 
identiied a number of practical, 
high-impact ways to remove 
unnecessary pressures on general 
practice and free up time for 
patient care.    

The report found that the top 
three sources of bureaucracy 
experienced in general practice 
are: the processes used to make 
and claim payments; keeping up 
to date with information from 
commissioners and national 
bodies, and reporting for contract 
monitoring or regulation.

Chapter 3: Workload
We will reduce practice burdens 
and help release time 
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The report also estimated 
that around 27 percent 
of appointments could 
potentially be avoided if there 
was more coordinated working 
between GPs and hospitals, wider 
use of primary care staff, better 
use of technology to streamline 
administrative burdens, and 
wider system changes.

Unavoidable
74%

Other in

 

practice - 7%

Self-care/
Pharmacy

 

- 6%

Outpatients 
- 3%

Organisation
in practice - 2%

Care naviagtion
- 3%

Other - 3%

Sick notes/
appeals - 3%

Potentially
avoidable GP
appointments

5,128 GP consultations

Self-rating by GPs

Potentially avoidable GP appointments

NHS England is therefore taking 
immediate action in the following 
areas:

Managing demand more 
effectively
NHS England is investing in a 
major new £30 million ‘Releasing 
Time for Patients’ development 
programme to support practices 
release time (see Chapter 5).

Practices have identiied that 
one way of doing this is to assist 
patients in managing a greater 
proportion of their minor self-
limiting illnesses for themselves. 
We will therefore use some of 
the funding for workforce and 
technology, outlined elsewhere 
in this document, to support 
practices in doing so.

In addition, by September 
2016, we will have launched a 
national programme to help 
practices support people living 
with long term conditions 
to self-care. Practices will be 
offered tailored support to offer 
high quality care planning to 
patients who have low levels of 
knowledge, skills and conidence 
to manage their own health and 
wellbeing. The aim is to equip 
the workforce with the tools and 
skills to do this. This should help 
improve patient outcomes, and 
over time, reduce the demand 

in general practice. We will 
design this in conjunction with 
the wider national development 
programme for general practice.

GPs can also inluence the 
commissioning of local pathways 
for community pharmacy to help 
patients with self-care and minor 
ailments. The developments 
in digital interoperability and 
access to a shared primary care 
record provide practices with 
an opportunity to harness this 
potential for reducing demand 
for urgent appointments.
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Alongside a reformed 111 
service, we will also work with 
CCGs to ensure they institute 
plans to address patient lows in 
their area using tried and tested 
ideas such as access hubs, social 
prescribing and evidence based 
minor ailment schemes. 

Building practice resilience
In 2015, NHS England  
committed to invest £10 million 
to support vulnerable practices.  
Eligible criteria for accessing this 
additional support was developed 
with NHS Clinical Commissioners 
and other national stakeholders, 
with around 800 practices 
identiied as meeting the criteria.     

This support is designed to 
build resilience in primary care 
and to support delivery of new 
models of care. RCGP support 
for inadequate rated practices 
will continue as part of this 
programme. A multi-supplier 
(call off) framework will be 
available to commissioners from 
September 2016 to support 
the programme. This is likely 
to include a range of local and 
national providers and may be 
expanded over time. In order 
to maximise the impact of this 
support, from April 2016, NHS 
England will offer support to 
eligible practices that are willing 
to match fund this additional 
support, or offer the equivalent 
resources commitment ‘in kind’.

In addition, a further £40 million 
will now be committed to 
develop a practice resilience 
programme, starting with a £16 
million boost in 2016/17. We 
will work with the RCGP and the 
BMA to develop this programme 
as quickly as possible, and 
consider introducing practice 
resilience teams.   

New standards for outpatient 
appointments and interactions 
with other providers
We have introduced a number 
of new legal requirements in 
the NHS Standard Contract 
for hospitals in relation to the 
hospital/general practice interface 
from April 2016.  These should 
relieve some of the administrative 
burden on practices. 

The changes include:

• Local access policies: hospitals 
will not be able to adopt 
blanket policies under which 
patients who do not attend an 
outpatient clinic appointment 
are automatically discharged 
back to their GP for re-referral. 
Also a new requirement on 
hospitals to publish local access 
policies and evidence of having 
taken account of GP feedback 
when considering service 
development and redesign.   

• Onward referral: unless a 
CCG requests otherwise, for a 
non-urgent condition related 
to the original referral, onward 
referral to another professional 
within the same hospital is 
permitted, and there is no 
requirement to refer back 
to the GP. Re-referral for GP 
approval is only required for 
onward referral of non-urgent, 
unrelated conditions.   

• Discharge summaries: 
hospitals will be required to 
send discharge summaries 
by direct electronic or email 
transmission for inpatient, day 
case or A&E care within 24 
hours, with local standards 
being set for discharge 
summaries from other settings. 
Furthermore, the hospital 
should provide summaries in 
the standardised format agreed 
by the Academy of Medical 
Royal Colleges, so GPs can ind 
key information in the summary 
more easily.

• Outpatient clinic letters: 
hospitals to communicate 
clearly and promptly with GPs 
following outpatient clinic 
attendance, where there is 
information that the GP needs 
quickly in order to manage 
a patient’s care (certainly no 
later than 14 days after the 
appointment). For 2017/18, 
the intention is to strengthen 
this by requiring electronic 
transmission of clinic letters 
within 24 hours.
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• Results and treatments: 
new overarching requirement 
on hospitals to organise 
the different steps in a care 
pathway promptly and 
to communicate clearly 
with patients and GPs. 
This speciically includes a 
requirement for hospitals to 
notify patients of the results 
of clinical investigations and 
treatments in an appropriate 
and cost-effective manner, 
for example, telephoning the 
patient.

• Medication on discharge: a 
new requirement on providers 
to supply patients with 
medication following discharge 
from inpatient or day case care. 
Medication must be supplied 
for the period established in 
local practice or protocols, but 
must be for a minimum of 
seven days (unless a shorter 
period is clinically necessary). 

These changes apply to all acute 
and community providers. GPs 
should notify their CCG in the 
event that the contract is not 
being followed.  The CCG is 
responsible for holding providers 
to account for the contract 
changes. 

A new NHS England, NHS 
Improvement, RCGP and GPC 
Working Group will drive action 
to improve the current interface 
between primary and secondary 
care. The Group’s work will 

include practical steps to enable 
better communication between 
GPs and consultants, and how to 
improve GP access to consultant 
advice on potential referrals, and 
managing complex cases in the 
community. 

As part of this, NHS England 
has established a Rapid Testing 
Programme in three sites 
across the country to review 
ways of better managing 
outpatient demand. This 
will include assessment of the 
practical application of consultant 
hotline and advice services, 
enabling GPs to get rapid advice 
rather than referring the patient.  
In light of the outcome of this 
programme, the most effective 
measures will be rolled out for 
use by CCGs from late summer 
2016 onwards. Alongside this, 

work is underway to make the 
current functionality of the 
Choose and Advice system more 
functional for use by GPs.

New software to automate 
common tasks
Clinicians are frequently required 
to undertake a series of tasks on 
the computer when putting a 
care plan in place or responding 
to incoming correspondence. 
We will work with innovative 
practices, federations and 
software suppliers to develop, 
test and implement the technical 
requirements for a new task 
automation solution to reduce 
workload. It is expected that 
practices will have access to the 
new automation function in 
2017/18. 
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Streamlining Care Quality 
Commission (CQC) practice 
oversight
In October 2014, the Care Quality 
Commission (CQC) began to 
inspect general practice services. 
CQC ratings have, for the irst 
time, provided a comprehensive 
assessment of the quality of care 
provided by practices. By April 
2016, they had inspected over 
a third of practices (35 percent) 
and found that the vast majority 
(87 percent) are providing care 
that is good or outstanding. 

The CQC will complete its irst 
round of comprehensive 
inspections of all practices in 
2016/17. CQC is consulting on
changes to its regulatory model 
for its work thereafter. 

These proposals will reduce the 
workload related to inspection 
for those practices that deliver 
good or outstanding care, while 
encouraging improvement and
ensuring a proportionate 
approach that protects patients 
from the risks of poor care.

Another issue related to CQC has 
been that of the fees increase for 
registration. In recognition of this, 
NHS England agreed with the 
GPC to relect these costs in the 
2016/17 GP contract settlement 
to address this cost pressure for 
practices. 

What can practices expect 
nationally?
• A reduction in inspections 

from CQC. This will apply once 
all GP practices have been 
inspected later this year. CQC 
will tailor its inspection activity, 
taking a more risk-based 
approach where it monitors 
and acts on intelligence and 
information. It will reduce the 
frequency of some inspections, 
so that it targets its resources 
on those practices where there 
is a risk of poor care. CQC will 
agree with NHS England and 
local CCGs a shared framework 
to understand and report on 
quality. Practices rated good 
and outstanding - currently 
the vast majority - will move 
to a maximum interval 
between inspections of ive 
years, subject to the provision 
of transparent data, available to 
CQC, NHS England and CCGs; 
and also to CQC remaining 
assured that the quality of care 
has not changed signiicantly 
since the previous inspection. 
Where CQC has concerns, it 
may revisit sooner. 

• New streamlined approach 
to inspection for new care 
models and federated or 
super-partnerships practices. 
CQC will continue to develop 
the way it inspects to take 
account of changes to the 
way the sector is organised 
and delivered, for example, 
through new models of care 
or federated practices – with 
a focus on the leadership, 
governance and learning 
culture of the provider, not 
necessarily on inspecting every 
single site.

• Funding for CQC. NHS 
England will discuss with the 
GPC how best to recognise 
any further fee increases 
and will ensure practices are 
appropriately compensated. 

• Improving and simplifying 
transparency of information 
about general practice.

 A report from the Health 
Foundation to the Department 
of Health made a number of 
recommendations on valid 
quality indicators for general 
practice.  A set of key ‘sentinel’ 
indicators will therefore be 
published on My NHS in July 
2016.
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A successor to the Quality and 
Outcomes Framework (QOF)
QOF has created a more focussed 
approach to chronic disease 
management and provides a 
structured way of engaging in 
secondary prevention. However, 
some argue that it has served its 
purpose and requires review or 
even replacement and that it is a 
barrier to holistic management of 
health conditions. NHS England 
has agreed to undertake a 
review of QOF with the GPC 
in the coming year to address 
these issues, whilst recognising 
that it is one of the best public 
health databases in the world 
and, done right, can support 
population-based healthcare. 

There are already areas of 
the country exploring local 
alternatives to QOF. For 
practices opting in to the 
proposed new voluntary MCP 
contract (see Chapter 5) QOF 
will be replaced with more 
holistic team-based funding. 

NHS England and GPC have 
agreed that we will discuss during 
the next round of negotiations 
the GPC’s wish for avoiding the 
unplanned admissions enhanced 
service to be discontinued from 
April 2017. 

Reporting requirements and 
information, and streamlining 
the payment system
We will introduce a simpliied 
system for how GP data and 
information is requested and 
shared across NHS England, CQC 
and GMC. This will be backed by 
a programme of work to cut the 
bureaucratic burden of oversight.

We are also taking action to 
simplify the general practice
payment system. It is 
unacceptable for hard-pressed 
practices to have to waste time 
chasing or reconciling payments.  
Where technical issues arise that 
may delay payments to practices, 
NHS England has introduced 
failsafe procedures that allow 
practices to submit  activity data 
manually into CQRS, therefore 
ensuring practices cash low is 
maintained. 

In addition, based on a recent 
review of the payment processes 
and systems for general practice, 
we will now work with the 
payment providers to focus on:

• improvements in the 
consistency and accuracy of 
payments; 

• increasing the transparency and 
availability of information to 
support them; and

• the feasibility of a single 
payment vehicle as a single 
view with an itemised bank 
statement like reconciliation of 
claims and payments.   

Accelerating paper free at the 
point of care within general 
practice
General practice already has the 
most computerised records in 
the NHS, and many practices 
are already considered to be 
paperless. However, owing to 
a lack of interoperable systems 
across the NHS, its dealings 
with other providers are often 
on paper, creating risks and 
ineficiencies that we are 
committed to reducing. 
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Examples include tackling the 
signiicant workload involved 
in every practice receiving, 
checking and processing many 
prescriptions every day. Rolling 
out electronic prescriptions is
speeding up processes for 
practices and helping to reduce 
clinical risk for patients. Work is 
almost complete which removes 
the need for practices to print 
paper copies of records when 
a patient moves practice. This 
is already in place for practices 
using the most up-to-date 
software, and inal testing of
updates for the remaining 
systems is expected to be 
completed in May 2016.  

A major programme is also 
underway to ensure that by 
2020 all incoming clinical 
correspondence from other NHS
providers is electronic and coded.
This will reduce practice 
workload and the risks of errors 
in data entry, as well as improve 
the usefulness of incoming 
information and facilitate more 
seamless patient care.  

Promoting best practice and 
monitoring improvements
We hosted a series of BMA and 
NHS England workshops to share 
evidence and examples with 
practices of the opportunities 
to release staff capacity. 95-
98 percent of practices that 
attended reported that these 
gave them new practical ideas to 
release staff time. 

We will continue to support the 
spread of good ideas.  We will 
monitor the impact of work to 
reduce pressure on practices, and 
we want to empower practices 
to also do this. We are therefore 
commissioning a new audit tool 
to be available for all practices 
that will allow practices to 
identify ways they could reduce 
appointment demand. This will 
use the same methodology as 
in the ‘Making Time in General 
Practice’ report and allow 
practices to compare themselves 
with the national data. 

Practices in the GP Access Fund 
are about to begin testing of 
an automated appointment-
measuring interface to give them 
detailed information about
their activity and how it varies 

over time. This will help practices
match their supply of 
appointments more closely 
to demand.  We will make it 
available for every practice from 
2017/18.  

Mandatory training
Practices have told us that there 
seems to have been a growth in 
mandatory training requirements 
for clinicians and other practice 
staff. Examples include basic 
life support, safeguarding, 
information governance, health 
and safety, complaints handling, 
ire safety, fridge procedures 
etc. Whilst it is easy to see the 
justiication behind each one, 
the sum of them all creates a 
signiicant burden on staff, and 
crowds out the more targeted 
training needs of individuals. 
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NHS England will work with 
relevant bodies to review and 
reduce these requirements to 
ensure a far more proportionate 
approach is taken. We will also
keep in mind the impact of 
appraisal and revalidation 
requirements in the analysis.  

Support for more integration 
across the wider health and 
care system 
Social support
Voluntary sector organisations 
can also play an important role in 
supporting the work of general 
practice. For example, local 
models of social prescribing can 
enable GPs to access practical, 
community-based support for 
their patients, including access to 
advice on employment, housing 
and debt. Some areas have 
developed call-off services for 
speciic groups such as carers.  

Local leadership
We want all local Health and 
Wellbeing Boards (HWBs) to 
recognise the centrality of primary 
care in integrating their local 
health and care systems and 
the need to ensure access to all 
relevant support services. The 
Department of Health will issue 
guidance to Health and Wellbeing 
Boards asking them to ensure 
that joint health and wellbeing 
strategies (JHWSs) include action 
across health, social care, public 
health and wider services to build 
strong and effective relationships 
with general practice services. 

This will ensure that they 
understand our vision for general 
practice and how they can and 
should support it. 

Work and health
There is clear evidence that good 
quality work is good for health 
and, conversely, being out of 
work has signiicant negative 
impacts on health. The Five Year 
Forward View set out a vision for 
the NHS to play a stronger role in 
prevention, including a focus on 
helping people at risk of falling out 
of work. Easier access to health 
services for people in employment 
should help individuals to seek 
help at an early stage, and general 
practice staff have a role to play 
in recognising when early referral 
or treatment may be indicated for 
someone at risk of falling out of 
work. 

This means that GPs will have 
greater access to treatment 
pathways, especially for 
conditions that have an impact 
on the ability to work for large 
numbers of people, such as 
mental health conditions (IAPT) 
and musculoskeletal problems. 

Over the last year, the 
Government has set up Fit for
Work and will continue to
develop this approach. Fit for
Work offers a free advice, 
assessment and case 
management service for people 
who are employed and off sick. It 
is intended to help GPs by
improving outcomes and 
reducing demands on them for it 
notes and detailed work-related 
advice.

In addition, the Government 
will now consider whether 
‘early dialogue on work and 
health’ and the resulting 
sickness certiication (it note) - 
currently restricted to registered 
medical practitioners - could be 
undertaken by other healthcare 
professionals.   

To promote the development of 
social prescribing, a key measure 
by which patients can beneit 
from wider support, NHS England 
are appointing a new National 
Champion for Social Prescribing.
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General practice and community collaboration managing patient 
demand and making a difference to people’s wellbeing - Robin 
Lane Medical Centre MCP  

Robin Lane Medical Centre in Leeds has nine doctors, employs 50 people, has 13,000 
patients and is growing. It also has a wellbeing centre, a cafe and 19 groups run 
by over 50 volunteer champions every week. By taking a new approach they have 
seen no increase in demand for primary or secondary care consultations despite 
patient lists increasing by 4,500 people. The practice has now established a charity to 
support the wellbeing centre which is run by a board of volunteer champions. 

CASE STUDIES

Redirecting administrative tasks away from GPs to release 
capacity  - Brighton and Hove     

In Brighton and Hove some practices have developed a robust protocol to allow 
clerical staff to read, code and where appropriate take action on incoming clinical 
correspondence, rather than the GP having to deal with every letter.  Forty eight 
practices have now been trained and implemented worklow redirection with
substantial changes demonstrated. On average, only 20 percent of letters previously 
directed to a GP required their direct input. This is saving an average of 40 minutes 
of each GP’s time per day, with no signiicant events in the irst 15,000 letters to be 
processed. Feedback clearly demonstrates reduced workload pressures and with the 
time savings generated, increased opportunity for activities related to direct 
patient care.

Training includes clear mechanisms to provide internal governance and auditing of 
activity. GPs report being satisied with the safety of the approach, the improved 
quality of coding and the release of their time. Clerical staff report that they are 
conident to run the new process and describe renewed job satisfaction.
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We will go further faster in supporting 
the development of the primary care 
estate:

• Investment for general practice estates and 
infrastructure – supported by continued public 
sector capital investment, estimated to reach 
over £900 million over the course of the next 
ive years. This will be backed with measures to 
speed up delivery of capital projects. 

• New rules on premises costs to enable NHS 
England to fund up to 100 percent of the costs 
for premises developments, up from a previous 
cap on NHS England funding of 66 percent  
(with a proposed date of introduction of 
September 2016).  

• New offer for practices who are tenants of NHS 
Property Services for NHS England to fund Stamp 
Duty Land Tax for practices signing leases from 
May 2016 until the end of October 2017, and 
compensate VAT where the ultimate landlord 
has chosen to charge VAT.  

• New funding routes for transitional funding 
support for practices seeing signiicant rises 
in facilities management costs in the next 
18 months, in leases held with NHS Property 
Services and Community Health Partnerships.

Chapter 4: Practice infrastructure
We will develop the primary care estate 
and invest in better technology 
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Development of the 
primary care estate
In 2015/16, NHS England began 
a multi million investment 
programme to support primary 
care and general practice make 
improvements in premises and in 
technology, as part of the overall 
estates strategy for the local 
NHS. This was backed by both 
capital and revenue funding, 
and will continue as the Estates 
and Technology Transformation 
Programme. Additional capital 
investment will also be lowing 
into general practice beyond 
this programme, bringing the 
estimated overall total of capital 
investment in general practice 
over the next ive years to over 
£900 million.  

NHS England is inviting CCGs to 
put forward recommendations 
for investment in primary care 
infrastructure in future years by 
the end of June 2016. CCGs 
are developing commissioning 
plans designed to provide health 
care services for the future 
and producing Local Estates 
Strategies, in conjunction with 
Community Health Partnerships 
and NHS Property Services.  

Greater use of technology to enhance 
patient care and experience, as well as 
streamlined practice processes:

• Over 18 percent increase in allocations to CCGs 
for provision of IT services and technology for 
general practice.

• £45 million national programme to stimulate 
uptake of online consultations systems for every 
practice.

• Online access for patients to accredited clinical 
triage systems to help patients when they feel 
unwell. 

• Development of an approved Apps library to 
support clinicians and patients.

• Actions to support the workload in practices 
reduce, and achieve a paper-free NHS by 2020.

• Actions to support practices offer patients more 
online self-care and self-management services. 

• Actions to make it easier for practices to work 
collaboratively, including achievement of full 
interoperability across IT systems. 

• Wi-Fi services in GP practices for staff and 
patients.  Funding will be made available to 
cover the hardware, implementation and service 
costs from April 2017.

• A nationally accredited catalogue and buying 
framework for IT products and services, 
supported by a network of local procurement 
hubs offering advice and guidance.

• Work with the supplier market to create a wider 
and more innovative choice of digital services 
for general practice.

• Completion of the roll out of access to the 
summary care record to community pharmacy, 
by March 2017.
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Investment in the GP estate is 
needed not just to improve or 
extend existing facilities.  We also 
need to increase the lexibility 
of facilities to accommodate 
multi-disciplinary teams and their 
training, innovations in care for 
patients and the increasing use 
of technology. And new premises 
may be needed to cater for 
signiicant population growth, 
and to facilitate primary care at 
scale or enable patient access to 
a wider range of services.

Investment in infrastructure can 
require planning permissions, 
building regulation approvals, 
procurements and construction.  
Given concerns about delays, 
and the handling of revenue 
consequences, we have made 
some changes in response: 

• Firstly, the programme of 
capital investment will now 
accommodate schemes that 
need support over more 
than one year.

• Secondly, we will invest in 
‘at scale’ project support 
for schemes to enable them 
to move quickly through the 
inancial, legal and design 
processes.

• Thirdly, we have discussed 
with the GPC changes to the 
rules governing the funding 
of premises so that over the 
next three years NHS England 
will be able to increase the 
levels of funding for a wider 
range of improvements to 
practices and new facilities. 
NHS England will work with the 
Department of Health with the 
aim of introducing new rules 
from September 2016 which 
will enable NHS England 
to fund up to 100 percent 
of the costs of premises 
developments, rather than 
the previous cap of 66 
percent funding.  

NHS England will agree 
arrangements to come into 
place from 1 May 2016 until 
31 October 2016 to provide 
additional support to practices 
in three areas: 

• Stamp Duty Land Tax for 
practices

• VAT on premises, where the 
ultimate landlord has elected to 
charge VAT

• Transitional support where 
practices have seen a signiicant 
increase in the costs of facilities 
management on leases held 
with NHS Property Services 
and Community Health 
Partnerships.  We will work 
quickly to clarify the route by 
which this new funding support 
can be provided.

NHS Property Services and 
Community Health Partnerships 
are working with CCGs in local 
areas to agree local estates 
strategies. CCGs will agree 
the improvements that will 
be made so that buildings are 
used productively and provide 
the capacity and lexibility that 
is required.  While there are 
some GP practices that urgently 
require improvement, there are 
buildings which are unused or 
underutilised. Working with 
their CCGs and estates advisors, 
general practices will need to 
help to ensure that buildings 
are all used productively and 
effectively.    
   
We will also work more closely 
with NHS Property Services 
using existing premises rules 
to unlock opportunities to 
transform primary care services, 
for example, considering wider 
commissioning gains against 
underwriting lease arrangements 
or buying out GP or third party 
owned premises.  
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In addition, the Department 
of Health is working with 
Community Health Partnerships 
to mobilise the potential of public 
and private sector partnerships in 
the development of the primary 
care estate, building on the LIFT 
programme which covers almost 
half the country.
 
Investment in better 
technology
New technology is already 
playing an important role in 
improving patient care. Practices 
round the country are using 
technology to move from paper 
to digital records, offering 
online transactions including 
online registration, appointment 
booking, ordering of repeat 
prescriptions and viewing of 
medical records. Some practices 
have gone far beyond these more 
transactional interactions, and we 
now need to support much more 
widespread adoption of their 
innovations.  
   
A growing number of practices 
are introducing new apps and 
web portals that help patients 
assess and manage their own 
health risks.  These provide 
information, symptom checkers 
and sign posting to alternate 
services, such as community 
services, expert patient groups 
and community pharmacies that 
also have a large role to play in 
health promotion.  They also can 
include online and telephone 
consultations.

What does this mean for 
practices?
Our ambition is to support 
the adoption and design of 
technology which:

• enables self-care and self-
management for patients; 

• helps to reduce workload in 
practices;

• helps practices who want to 
work together to operate at 
scale; and 

• supports greater eficiency 
across the whole system.

We will do this in three ways:

• through extra investment 
– with an increase of over 18 
percent going into allocations 
for CCGs for the provision 
of IT and technology services 
for general practice, and a 
speciic £45 million multi-year 
programme to support the 
uptake on online consultation 
systems;

• through setting new core 
requirements – making it 
clear what general practice 
should be able to expect from 
IT services, and creating a new 
framework to assess progress 
– the Digital Primary Care 
Maturity Index; and

• through national enabling 
work – to both stimulate the 
development of the supplier 
market, and provide certain 
functions at a national level 
where that makes sense.

Core GP information 
technology (IT) services
NHS England is introducing 
a greater range of core 
requirements for technology 
services to be provided by 
vendors to general practice 
through the CCG-controlled GPIT 
budget.  During 2016/17, services 
should include: 

• the ability to access digital 
patient records both inside and 
outside the practice premises, 
for example, on home visits;

• specialist support including 
services for information 
governance, IT and cyber 
security, data quality, clinical

 system training and 
optimisation, clinical (systems) 
safety and annual practice IT 
review;

• outbound electronic messaging 
(for example, SMS) from the 
practice for direct individual 
patient clinical communication;

• the ability for patients to 
transact with the practice 
through online appointment 
management, repeat 
prescription requests and access 
to their detailed record and test 
results, with the aim that at 
least 10 percent of patients will 
be using one or more online 
services by the end of this year;
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• the ability for electronic 
discharge letters/summaries 
from secondary care to be 
transmitted directly into GP 
clinical systems – from June 
2016; and

• specialist guidance and advice 
for practices on information 
sharing agreements and 
consent based record sharing – 
from December 2016.

This will be extended further in 
2017/18 with:

• funding for Wi-Fi for staff 
and patients within practice 
settings;

• the ability to access data 
and tools that aid GPs (and 
local commissioners) in 
understanding and analysing 
demand, activity and gaps 
in service provision allowing 
effective planning, resourcing 
and delivery of practice services 
- from June 2017;

• a national framework for the 
cost-effective purchase of 
telephone and e-consultation 
tools - from December 2017;.

• funding to support education 
and support for patients and 
practitioners to utilise digital 
services to best effect and 
impact - from December 

 2017; and

• enhancements to the Advice 
and Guidance platform on the 
e-referral system to allow two 
way conversations between 
GPs and specialists, alerts 
to let GPs or other practice 
support staff know when a 
response (or no response) is 
received, interoperability with 
the clinical software system, 
easier conversion from advice 
to referral where clinically 
necessary, and decision support 
tools to help direct referrals 
correctly. 

Each locality is different with 
its own mix of demographics, 
service pressures, commissioning 
priorities, and local relationships. 
So, in addition to funding for 
core GPIT services, CCGs will 
also have access to funding for 
subsidiary technology services 
to support their GP practices.   
Over time, some of these local 
investments may become core 
service offerings once adoption 
becomes widespread and 
beneits evaluated. These will 
include technologies and digital 
tools:

• to help practices operate 
collaboratively, such as shared 
care planning, or telephone 
and appointment management 
systems;

• to help practices in 
becoming more eficient (for 
example,reduced printing and 
iling of paper records, online 
ordering of diagnostic tests); 
and

• to join up pathways between 
different healthcare sectors 
and professional groups, for 
example, pharmacists.

At a national level, NHS England 
will continue with its programme 
of work that supports this 
direction of travel. This includes:

• the development of online 
access for patients to clinical 
triage systems to help patients 
when they feel unwell;

• the development of an 
approved Apps library to help 
GPs to recommend apps that 
might best suit patients’ needs 
and where there is evidence of 
clinical eficacy; and

• a range of technology initiatives 
to drive towards improved 
practice eficiency and a paper-
free NHS by 2020: 
• increase uptake of the   
 electronic prescription system  
 (EPS) and training for batch  
 prescribing;
• increase electronic transfer of  
 records between practices
• improve remote data   
 extraction to reduce manual  
 processes;
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• access to summary care
  records in community   
 pharmacies;
• accelerate access to patient 
  records across different   
 services;
• interoperability of different  
 clinical software systems;
• automation of tasks and   
  appointment software   
 to help match appointment  
 supply to demand.   

To stimulate the uptake of new 
technologies, NHS England 
will be clear that practices can 
bid for additional technology 
resource as part of the Estates 
and Technology Transformation 
Programme.   

In addition, from 2017/18 
NHS England will launch a 
new programme to offer every 
practice in the country over the 
coming years support to adopt 
online consultation systems.  
Depending on uptake, there 
will be up to £45 million extra 
investment to support this.

Building on the successes of 
existing procurement approaches, 
future primary care digital 
services will be available through 
a national accredited catalogue 
with national and regionally 
negotiated buying frameworks, 
supported by a network of local 
procurement hubs offering advice 
and guidance. 

We expect practices and CCGs to 
work closely together to realise 
the beneits of this approach 
and to exploit the opportunities 
of collaboration through GP 
federations, locality footprints 
and local procurement hubs.  
A new system for measuring 
the maturity of digital primary 
care will help CCGs improve 
commissioning. 

NHS England has also published 
an overarching Interoperability 
Strategy that enables information 
sharing, based on Open 
Application Interfaces (APIs) using 
open industry standards (HL7 
FHIR) and underpinned by key 
digital standards (the GP Connect 
project). The standards prioritised 
will:

• support federated practices by 
enabling appointments in one 
practice to be booked from 
another or an administrative 
hub using different clinical 
systems; and

• let healthcare professionals 
from different settings inform 
and update a practice through 
the sending and management 
of tasks.

 

NHS England will work with 
professionals to ensure that these 
standards on interoperability 
and control of patient data 
will become embedded in the 
minimum standards required 
for accreditation of future 
digital primary care systems.  
NHS England and HSCIC will 
work with the supplier market 
to create a wider and more 
innovative choice of digital 
services for practices, helping 
them to improve the way they 
work and the care they deliver.  

The forthcoming publication of 
the National Data Guardian’s 
review of data security and 
consent/opt-outs will support 
GPs by clarifying data security 
standards, resolving issues around 
data lows, and proposing a new 
model for data sharing.

Practices have identiied that 
one way of doing this is to assist 
patients in managing a greater 
proportion of their minor self-
limiting illnesses for themselves 
by using online resources.  We 
will therefore use some of the 
funding for workforce and 
technology, outlined elsewhere 
in this document, to support 
practices in doing so.
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Redesign of space to enhance capacity 
for clinical consultation - St Helen’s, 
Merseyside  

NHS England has provided a £63,790 contribution 
to support the development of St Helens Rota, 
Albion Street. The development, which included 
an extension to the existing building, will allow 
the practice to create an additional consulting 
room plus additional ofice / meeting room space.  

The project will also create an additional Skype 
triage room within the current patient waiting 
room. This will allow clinicians to undertake more 
urgent care such as children’s clinics and general 
clinics especially during the day-time, for example, 
in hours, particularly during times of increased 
winter demand, when urgent care services such as 
A&E are under most pressure.

CASE STUDY

Major expansion to practice buildings offering a wider range of 
treatment areas and access to care - New Hayesbank Surgery, 
Kennington

NHS England funding is being used to fund a major extension of the practice 
building, adding seven clinical rooms, a theatre for minor operations, along with 
recovery rooms and a larger reception area. The additional treatment areas will 
enable the practice to offer more appointments and provide more vital local 
treatment. Building work started in November 2015 and the new premises are to be 
open to patients later in 2016.

CASE STUDY
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Digital services - Modality  

Modality MCP, recognising that Birmingham has the highest proportion of 
smartphone users in the UK and that more than 80 percent of people make 
transactions on broadband, developed an app through which people can book 
appointments, send messages to clinicians and provide real-time feedback. 

Individuals with long term conditions who previously might have attended A&E at 
the weekend and been admitted to hospital are often now able to avoid a crisis by 
‘sending a quick message to their doctor’.

Modality’s call centre handles up to 1,300 calls per day, with most patients now 
given advice or treatment without visiting a surgery. Around 90 percent of both 
Skype consultations and call-backs by GP partners are closed without a surgery visit. 
Salaried GPs and advanced nurse practitioners close nearly half of their telephone 
consultations in the same way.

Modality’s work to improve access has seen:
• a 72 percent fall in ‘did not attends’ (because fewer patients book well in advance 

as they are conident of speaking to a clinician when they need to)
• the ability to meet increases in demand within existing resources
• average remote consultation times falling to under ive minutes
• 70 percent of patients say the new system has improved access
• 100 percent of clinicians agree they would not go back to the old system.

CASE STUDY
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‘My Healthcare’  - Birmingham South and Central  

My Healthcare is extending GP opening hours and reshaping how over 120,000 
patients, from 23 practices, access health services.  The scheme joins up primary care, 
community based services and urgent care providers, including local walk in centres, 
via a single point of contact. Services can be accessed and delivered physically and 
virtually through a hub system, across three sites, seven days a week, from 8am 
– 8pm by a multi-disciplinary team, including an advanced nurse prescriber, GPs, 
community nurses, pharmacists, a roving doctor and an out-of-hours doctor.

Using digital technologies (once patient consent is obtained), clinicians working 
within any hub, have access to patient records from all of the member GP practices.  
Interoperability, across the system, enables staff to access clinical records and send 
an electronic summary of the consultation to the patient’s registered practice, 
enabling continuity of a fully informed healthcare record. With a variety of choices 
for patients, including booking appointments and ordering prescriptions online and 
telephone or video consultations, the services suit different lifestyles, health needs 
and personal circumstances. 

A roving doctor service, designed to see patients within two hours of contacting 
their GP, has helped reduce the number of patients needing emergency care. The 
service, triaged by an on-call GP, is for patients who need a home visit but are not 
at the point of needing hospital care. This model of service delivery, when in full 
operation, is expected to create over 90,000 additional appointments per year, with 
no patient in the area being more than three miles from a hub. 

Other future improvements will include a click and collect prescribing service for 
prescriptions and a lifestyle app to help GPs gain a holistic view of patient health.  
Patients using the app will beneit from video consultations via the app, instant 
messaging, a symptom checker, and feedback to/from patients.
Patients and clinicians who have used the service have provided positive feedback. 
NHS Birmingham South and Central CCG has already commissioned two extra hubs, 
in response to the success of My Healthcare so far. The CCG is now working to 
expand the scheme to include all of its 55 member practices.

CASE STUDY
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Support to strengthen and redesign general practice:

• Commissioning and funding of services to provide extra primary care capacity 
across every part of England, backed by over £500 million of recurrent funding 
by 2020/21. This forms part of the proposed increase in recurrent funding of £2.4 
billion by 2020/21.

• Integration of extended access with out of hours and urgent care services, 
including reformed 111 and local Clinical Hubs.

• £171 million one-off investment by CCGs starting in 2017/18, for practice 
transformational support.

• Introduction of a new voluntary Multispeciality Community Provider contract 
from April 2017 to integrate general practice services with community services 
and wider healthcare services.

A new national three year ‘Releasing Time for Patients’ 
programme to reach every practice in the country to free up to 
10 percent of GPs’ time.

• Building on recent NHS England and BMA roadshows, spread the best innovations 
across the country, helping all practices use 10 High Impact Actions to release 
capacity.  

• Learn from the GP Access Fund and vanguard sites to support mainstreaming of 
proven service improvements across all practices. 

• Fund local collaboratives to support practices to make implement new ways of 
working.

• Provide free training and coaching for clinicians and managers to support practice 
redesign.

Chapter 5: Care redesign
We will provide a major programme 
of improvement support to practices
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Support to strengthen and 
redesign general practice, 
including delivering extended 
access in primary care
Public satisfaction with general 
practice remains high, but 
increasingly, we are seeing 
patients reporting more dificulty 
in accessing services. We know 
that many practices report 
that they would like to offer 
better access, but that they are 
experiencing increasing pressure 
and are having dificulties in 
offering their patients timely 
appointments. This is frustrating 
for practice staff, and for patients 
alike. 

NHS England will provide 
additional funding, on top of 
current primary medical care 
allocations – over £500 million 
by 2020/21 - to enable CCGs 
to commission and fund extra 
capacity across England to 
ensure that by 2020, everyone 
has access to GP services, 
including suficient routine 
appointments at evenings 
and weekends to meet 
locally determined demand, 
alongside effective access to 
out of hours and urgent care 
services. 

So how is this achievable at 
a time of such challenge to 
general practice? 
Of course, good access is not just 
about getting an appointment 
when you need it.  It is also 
about access to the right person, 
providing the right care, in the 
right place at the right time. 
Experience from the £175 
million investment over the 
last two years in the GP Access 
Fund sites covering 18 million 
patients has demonstrated 
that enhanced access relies on 
working across providers and 
redesigning the way services are 
delivered, working with patients 
and making best use of four key 
elements:

• enabling self-care and direct 
access to other services, 
for example, online self-
management and signposting 
to other services; 

• better use of the talents in the 
wider workforce, such as 
advanced nurse practitioners, 
clinical pharmacists, care 
navigators, physiotherapists 
and medical assistants; 

• greater use of digital 
technology, for example, 
apps connecting patients to 
their practice, phone and email 
consultations, webcams links 
with care homes. 

• working at scale across 
practices to provide 
extended access collectively, 
in a similar way to how many 
GPs currently collaborate within 
GP co-operatives to provide out 
of hours care. These services 
are often called Primary 
Care Access Hubs and offer 
additional clinical capacity 
across a group of practices. 
Patients are referred there by 
the local practices, often after 
some degree of triage process 
to ensure they are suited. They 
are then seen and managed at 
the hub, often by a local GP 
or nurse, with the beneit of 
access to the patient’s medical 
record.
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We will now build on the lessons 
learned from the GP Access 
Fund schemes to support CCGs 
in commissioning additional 
capacity more consistently across 
the country, and in developing 
closer links with urgent care 
and out-of-hours services. Done 
well, this can lay the foundations 
for transforming the way in 
which other general practice 
and community services can be 
delivered collectively too.   

We have set out below some 
of the key questions raised. 

Who will be responsible for 
commissioning and providing 
these services?
CCGs, working in conjunction 
with their urgent and emergency 
care networks, will be responsible 
for commissioning these services 
to expand capacity. CCGs will be 
required to ensure that this extra 
investment in general practice 
dovetails with plans to develop 
a single point of contact to 
integrated urgent care and GP 
out of hours services, accessed 
through a reformed 111 service. 
In addition, we will be seeking 
more joined-up services, for 
instance, hubs hosting GP out of 
hours bases, community nursing 
teams and greater access to 
diagnostic services. CCGs will 
be required to meet minimum 
requirements before accessing 
the additional funding.

Does this mean every practice 
will have to open at evenings 
and weekends?
Delivering improved evening and 
weekend access is not about 
every GP or every practice nurse 
having to work seven days a 
week.  Nor does it mean that 
every practice in the country 
needs to be open seven days a 
week. It will mean that groups 
of local practices and other 
providers will be offered the 
funding and opportunity to 
collaborate to staff improved in 
and out of hours services.

The provider could be a 
Federation if local GPs decide to 
express interest. It could also be 
a mix, for example, a Federation 
supplying additional capacity on 
weekdays and Saturdays, with an 
existing urgent care organisation 
providing pre-bookable GP 
appointments on a Sunday.

Who decides what the service 
looks like?
The balance of pre-bookable and 
same-day appointments, and 
the level of capacity required on 
different days of the week, will 
be up to individual commissioners 
and schemes to determine in 
light of patient demand in their 
area and to ensure best value for 
money.   

There will be some minimum 
requirements and these will be 
published later in the year. They 
will be tested with the current 
GP Access Fund sites during 
2016/17, ahead of further roll 
out to more parts of the country 
in 2017/18 and years beyond.
How will it be rolled out?
Waves of increasing recurrent 
funding will be made available 
each year, linked to CCG plans,
to support the overall 
improvements in general 
practice. This phased increase 
in investment is designed to 
match the planned growth in the 
workforce.

What support will there be?
This document sets out a 
range of national action to 
provide support to practices 
over the coming years, whilst 
the core funding for general 
practice increases.  In addition, 
NHS England will ask CCGs 
to provide £171 million of 
practice transformational 
support.  

This is designed to be used to:

• stimulate development of at 
scale providers for extended 
access delivery; 

• stimulate implementation of 
the 10 high impact changes  
in order to free up GP time to 
care;

• secure sustainability of general 
practice to improve in-hours 
access.
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CCGs have a responsibility to 
ensure a balanced inancial 
position, and will want to target 
investment in practice support 
where it can have most impact. 

What does this do to my 
existing workload?
Offering a greater range 
of evening and weekend 
appointments, for example, 
through a local access hub, 
should improve overall patient 
low and help reduce avoidable 
demand across the system. GP 
Access Fund areas are already 
reporting improvements and the 
intention is that all practices will 
beneit from this reduction in 
workload as they are rolled out. 

It is vital that alongside extending 
hours we also strengthen in-
hours services. In addition to 
improving local appointment 
capacity, there will be investment 
in online resources that will 
help patients self-manage, 
for example, more self-help 
content on NHS Choices, 
online consultations and 111 
Online, which is currently 
in development. As part of 
the review into urgent and 
emergency care there will also be 
a step change in the 111 phone 
service.

A new Multispeciality 
Community Provider (MCP) 
contract
Through the actions in this 
document we aim to sustain, 
renew and strengthen general 
practice. The MCP model is a 
fundamental element of this 
plan, currently being developed 
by 14 MCP vanguards across the 
country.

Today the range of services 
funded within general practice 
owes much to history rather than 
optimal working arrangements 
for GPs or patients. 

The MCP model is about 
creating a new clinical model 
and a new business model 
for the integrated provision 
of primary and community 
services, based on the GP 
registered list, but fully 
integrating a wider range 
of services and including 
relevant specialists wherever 
that is the best thing to 
do, irrespective of current 
institutional arrangements.

At the heart of the MCP model, 
the provider ultimately holds a 
single whole population budget 
for the full breadth of services 
it provides including primary 
medical and community services.  

Armed with that larger budget 
and the lexibility to deploy it, 
the job of the MCP is to focus 
on better population health 
management, to suit different 
groups of the population, and 
get away from the treadmill 
of the ‘one size its all’ 10 
minute consultation followed by 
outpatient referral or prescription. 
This means:

• a stronger focus on population 
health, prevention, and 
supporting and mobilising 
patients and communities; 

• more integrated urgent care as 
part of a reformed urgent and 
emergency care system;

• integrated community based 
teams of GPs and physicians, 
nurses, pharmacists, therapists, 
with access to step up and 
down beds, in reach into 
hospitals, for example, 
redesigning outpatients, 
geriatric care, and diagnostics 
as part of extended community 
based teams.  

NHS England will shortly 
publish the MCP Care Model 
Framework and contract 
elements describing the emerging 
model options in more detail. 
Six local healthcare systems 
are working intensively with us 
to complete the design of the 
contract, with the aim of going 
live, on a voluntary basis, in 
April 2017.  
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We are working through the 
legal, contractual and payment 
options, but anticipate that key 
features are likely to include:

• the MCP deined as an 
integrated provider not 
a form of practice based 
commissioning or total 
purchasing. Its scope is 
the services it will itself be 
providing, not all acute and 
specialised services;  

• a choice of different 
organisational forms, for 
example, a community interest 
company, LLP or joint venture 
with a local trust. Some GP 
federations, working with 
partners, may well want to 
become MCPs and explore this 
as part of the work CCGs are 
leading within the STP process;

• a new payment model based 
on combining all the existing 
relevant budgets within the 
MCP service scope;

• a new blended pay for quality 
and performance scheme 
that replaces CQUIN and 
QOF at MCP level, with 
the ability for the MCP 
to lex its own internal 
arrangements according to 
local circumstances and the 
arrangements it makes with 
its constituent clinicians;

• depending on the degree of 
integration of existing practices, 
there will be an ability for 
some activities/requirements 
currently at practice level to 
be performed at MCP level, 
including potentially elements 
of CQC inspections;

• NHS England will develop a
 model procurement process 

and criteria for commissioners 
to let MCP contracts, with a 
funding model dependent on 
the number of patients on the 
registered list of the practices 
within the MCP; and

• new employment and 
independent contractor 
options for MCPs to offer 
clinicians, whether GPs or 
others, including equity 
partnership or salaried roles. 
These could be instead of 
existing GMS or PMS, with 
the right for existing GMS 
or PMS practices either to 
hold a ‘dormant’ contract 
that can be reactivated, or a 
right to return. Moving ‘off’ 
GMS or PMS contracts to 
new arrangements within 
an MCP will be entirely 
voluntary.  

Working at scale 
The majority of GP practices are 
now working in practice groups 
or federations. We are seeing 
that these can have beneits for 
patients, practices and the wider 
system:

• Economies of scale: practices 
can create common policies 
and procedures once, sharing 
the work between all members. 
They can also combine their 
purchasing power to achieve 
best value.

• Quality improvement: 
some federations are 
becoming a focus for sharing 
professional development, 
clinical governance and service 
improvement, and are building 
in-house expertise to beneit all 
practices. 

• Workforce development: 
many are also providing 
new opportunities to train 
and support staff, improving 
resilience and enabling new 
ways of working.

• Enhanced care and new 
services: the GP Access Fund 
and vanguard programmes 
are demonstrating how 
collaboration at scale makes 
it possible to improve access, 
introduce new members of 
the workforce and provide 
innovative care in ways that are 
simply not possible at the level 
of a single practice. 
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• Resilience: a growing number 
of federations are helping 
practices improve their 
resilience through sharing back 
ofice functions, developing 
business intelligence systems 
and creating shared pools of 
staff. 

• System partnerships: 
establishing a shared identity 
across practices makes it easier 
for primary care to have a 
larger voice in the local health 
and care system, and facilitates 
partnership working with other 
providers. This is key to creating 
new models of care for the 
future.

These are welcome developments 
we wish to see grow in coming 
years. We will share these 
examples more widely to ensure 
that all emerging groups are able 
to beneit from opportunities to 
expand services, stabilise practice 
income and realise the beneits 
that working at scale offers. 

We will continue to ensure that 
national investment programmes, 
such as on access and new care 
models, support the development 
of at-scale infrastructure. 

National three year 
‘Releasing Time for Patients’ 
development programme
For many years, the improvement 
support offered to other parts 
of the NHS such as the acute 
sector has not been matched by 
equivalent support for primary 
care.  

In 2014/15, NHS England 
established an initial development 
programme for general practice,
offering support to practices that 
were part of the GP Access Fund 
schemes – to enable them to
work together, and to introduce 
new ways of delivering care, 
such as telephone consultations 
or different use of other 
professionals in the general 
practice workforce. The feedback 
on this programme from GPs has 
been positive, with 96 percent 
reporting that it had a large 
impact on their ability to lead 
rapid service redesign. 

We want to scale up the offer of 
support to practices to accelerate 
change. So in 2016/17 we 
will establish a new national 
development programme, 
available to all practices, with an 
investment of £30 million over 
three years.   
 

The main components proposed 
for the programme are:

• Innovation spread: a 
national programme to gather 
and disseminate successful 
examples and measure impact. 
This will include support on 
implementation of the Ten High 
Impact Actions, and a speciic 
focus on addressing inequalities 
in the experience of accessing 
services, where there are 
national trends.

• Service redesign: locally 
hosted action learning 
programmes with expert 
input, supporting practices 
and federations to implement 
high impact innovations which 
release capacity and improve 
patient care. 

• Capability building: 
investment and practical 
support to build change 
leadership capabilities in 
practices and federations, 
enabling providers to improve 
quality, introduce care 
innovations and establish new 
arrangements for the future. 
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Measuring workload and 
improvement
Currently it is dificult for 
practices or commissioners to 
assess their workload, identify 
speciic priorities for action or 
track improvements. Creating 
new tools to measure demand 
and activity is therefore important 
to empower practices and 
monitor progress.

A rapid clinical audit was 
developed for the ‘Making Time 
in General Practice’ report which 
allowed practices to measure 
appointment demand. We will 
commission a simple online 
version of this for all practices, 
to allow them to identify ways 
they could reduce pressure for 
GP appointments and compare 
themselves with others. 

Practices in the GP Access Fund 
are about to begin testing of 
an automated appointment-
measuring interface to give 
them detailed information 
about their activity and how it 
varies over time. This will help 
practices match their supply 
of appointments more closely 
to demand. We will make it 
available for every practice from 
2017/18.

1:

ACTIVE SIGNPOSTING
Online portal Reception navigation

2:

NEW CONSULTATION TYPES
Telephone Text message

E-consultations Group consultations

3:

REDUCE DNSs
Easy cancellation Read-back

Reminders Report attendances

Patient recording Reduce ‘just in case’

4:

DEVELOP THE TEAM

Physician associates

Pharmacists

Medical assistants
Therapists

Paramedics

5:

PRODUCTIVE WORK FLOWS
Matching  capacity
and demand

Productive
environment

6:

PERSONAL PRODUCTIVITY
Personal resilience Speed reading

7:

PARTNERSHIP WORKING
Productive federation Specialists

Community pharmacy

8:

SOCIAL PRESCRIBING
Practice based
navigators

External service

9:

SUPPORT SELF CARE
Prevention Long term conditions

Acute episodes

10:

DEVELOP QI EXPERTISE
Leadership of 
change

Rapid cycle 
change

Process improvement

Touch typing

Community
services

Measurement

Ten High Impact Actions to release capacity

Advanced nurse 
practitioner
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Stimulating local support
CCGs have a legal responsibility 
to improve the quality of care 
in general practice. A growing 
number are also focusing on 
the need for signiicant provider 
developments in order to meet 
the changing needs of their 
population and address current 
pressures.

CCGs will need to strengthen 
arrangements for protected 
learning time and backill to 
enable GPs time and space for 
development. Many are already 
providing signiicant support 
for practices and federations to 
redesign care and build more 
sustainable organisations for the 
future, but the current provision 
of support is too patchy. We wish 
all practices in England to beneit 
from locally funded development.  

CCGs who have already been 
involved in provider development 
are inding that three things 
are most effective: creating 
space for practices to meet 
and plan together, through 
funding backill; providing 
expert facilitation to make rapid 
progress on reviewing options 
and creating improvement plans; 
and focusing development 
on improving care and ways 
of working before addressing 
questions of organisational 
form. CCGs are encouraged to 
ensure their Sustainability and 
Transformation Plans contain 
details of their approach and 
plans for provider development. 
NHS England will review these in 
summer 2016. 

Support, consultancy and 
capability-building for general 
practices are available from 
a range of regional and local 
bodies. We will work with them 
to ensure that practices and 
federations have ready access to 
credible, relevant and high quality 
support for the full range of their 
development needs. We will 
develop frameworks to enable 
practices to choose the support 
that is right for them. 

This national development 
programme will be designed 
in collaboration with practices, 
professional leaders and 
improvement experts. Further 
details, including how federations 
and practices can join, will be 
published in the summer.
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Same day access - Southern Hampshire 

In the Better Local Care (Southern Hampshire) vanguard, four practices have created a 
Same Day Access Service (SDAS) which pools the same day primary care workload and 
workforce for the four practices into a single service, operated from a central location 
at Gosport War Memorial Hospital. The SDAS operates from 8am-7pm, Monday – Friday. 
Patients call their own surgery and those who require same day advice or care are 
managed in the SDAS. 

Of 5,500 patients referred to the service in its irst six weeks of operation, 3,350 (61 
percent) were able to have their needs met on the telephone. The remaining 2,150 
patients attended a face-to-face SDAS consultation. The face-to-face consultation service 
is staffed by GPs, emergency nurse practitioners, paediatric nurses and practice nurses. 

The initiative has contributed to greater GP availability in the practices; better working 
conditions for practice staff; longer appointments available for patients with complex 
needs; and reduced waiting time for routine appointments.

CASE STUDIES

Providing 8am-8pm access to GP services - Morecambe  

This involved ive pilot practices where patients at all sites have access to a GP triage 
service between the times of 6.30pm-8pm during the week (above usual offering of until 
6.30pm) and 8am-8pm on the weekend. 

Both the weekday telephone triage and pre-bookable weekend services are provided at 
a central site at Morecambe Health Centre, chosen because of its co-location with the 
same day service (SDS) and the out of hours (OOH) service. 

The service is staffed by existing GPs from the participating practices and is 
supplemented by an Advanced Nurse Practitioner (ANP) at weekends. Since the 8am-
8pm service has been operational, an additional 31 hours of non-core GP time has 
been made available per week to provide both access to GP triage calls or face to face 
appointments at weekends. Over this period, an additional 16,400 appointments have 
been made available of which 79 percent were by telephone.  Over the Easter bank 
holiday weekend, over 400 calls were received by the service. Of these, 300 were triaged 
and resolved and only 5 percent were required to be booked in elsewhere in the system 
(SDS or their own GP practice for example).
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General practice is under 
pressure. This affects patients, 
and it impacts on the wider 
NHS. Yet, given the nature of 
future health needs, never 
have we as a country needed 
great general practice services 
more.  

Implementation
This is a substantial package of 
investment and reform.  What 
matters now is getting on and 
delivering it so that practices can 
start to feel the difference. An 
advisory oversight group with 
patients and partners (including 
the GPC and the RCGP) will 
steer the implementation of the 
measures outlined in this General 
Practice Forward View. This is a 
ive year programme of work, 
and it will be important that we 
continue to learn and respond to 
changing circumstances.

Overview of measures   
Our priorities will be:
• investing a further £2.4 

billion a year by 2020/21 
into supporting and 
growing general practice 
services. This represents a 14 
percent real terms increase, 
reversing the decline in general 
practice funding, and raising 
the proportion of investment 
in general practice to over 10 
percent of the NHS England 
healthcare budget. It is likely 
to grow even further as CCGs 
shift care and resources into the 
community;

• supplementing this with a 
one off Sustainability and 
Transformation package of 
non-recurrent investments, 
totalling over half a billion 
pounds over the next ive 
years. 

The package will include: 
• £40 million for a new
 practice resilience    

programme starting in
 2016/17, and an extra £16   

million to provide services  
for doctors suffering from  
burn out;

• £206 million for workforce  
measures to grow the

 medical and non-medical   
workforce, including: 

 • Major national and
  international recruitment 
  campaigns to double the  
  growth rate of doctors
  working in general practice; 
 • A new offer to every practice  

 in the country to access a
  clinical pharmacist  –   

 leading to an extra 1,500  
  pharmacists in general
  practice;
 • Support for every practice  
  to help their reception and  

 clerical staff play a greater   
 role in signposting patients  
 and handling paperwork to  
 free up GP time;

 • Investment in practice nurse  
 development and return to  
 work schemes;

 • Investment in practice   
 manager development

 • Piloting medical assistant   
 roles; and 

 • Training and investment for 
  1,000 new physician   

 assistants, and 3,000 new
  mental health workers to  

 support practices;
 
All supported by a network of 
multi-disciplinary training hubs;

• £246 million to support 
practices in redesigning 
services, including a 
requirement on CCGs to 
provide around £171 million 
of Practice Transformational 
Support and a new national 
£30 million Releasing Time 
for Paatients development 
programme for general 
practice, to help practice 
release capacity and work 
together at scale, enable 
self-care, introduce new 
technologies, and make best 
use of the wider workforce, 
so freeing up GP time and 
improving access to services;

Conclusion
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• Supporting the increased 
use of technology backed 
by both increases in recurrent 
funding for GP IT, and 
investment to support the 
take up of online consultation 
systems in every practice;

• Adopting an intelligent 
approach to introducing 
extended access through 
lexibilities in delivery of 
the Government’s access 
commitment, enabling 
integration with out of 
hours provision, the ability 
for extended access to boost 
overall capacity and reduce 
demand in normal working 
hours, and an understanding 
that no GP will be forced to 
open seven days or work  
seven days;

• Supporting new models of 
care  in vanguard sites, to 
spread innovative solutions, and 
the development of a voluntary 
MCP contract for larger GP 
groups and community health 
services; 

• Improving the interface 
between hospitals and 
general practice, beginning 
with changes to the NHS 
Standard Contract from April 
2016;

• Continuing to make capital 
investments, with the 
estimated likely capital 
investment over the next 
ive years to reach over £900 
million;  

• Bringing forward proposals to 
tackle indemnity costs; and

• Reducing the frequency of 
CQC inspection for good and 
outstanding general practices, 
whilst continuing to protect 
patients and drive up quality.

Taken together, these measures 
represent the most far-reaching 
support offered to general 
practice in a decade.    
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CATEGORY OF PAPER  

Proposes specific action x 

Provides assurance   

 
Primary Care Committee 
 
26 July 2016 

Report Title: 
 
Proposal for Utilising Delegated General Practice 
Budget 

Purpose of report 

 

To seek agreement to the use of the forecasted underspend in 2016/17 on the general 
practice delegated budgets. 
 

Key points, risks and assurances 

At present, the CCG is forecasting an under spend of circa £500k for 2016/17 on general 
practice delegated budgets.  
 
Whilst longer term investments are considered beyond 2016/17, the CCG is proposing for 
this funding to be available to support general practices in 2016/17 from September 2016 
on a non recurrent basis.  This funding would be paid per head of population at 
approximately £1.75 per head. 
 

In summary the proposal is to pump prime practices in 16/17 to focus on the national 10 
high impact interventions that has been shown to free up time in practice, whilst more 
strategic transformations are underway over the medium and longer term.  
The Practices will be required to demonstrate they have looked at the changes via sharing 
of outcomes at Locality meetings. 
The Practices will be able to use the funding to free up time and access support to enable 
them to do the pre work prior to the locality meeting. 
The General Practice Strategy Implementation Group has considered and informed the 
design of the final proposal and did have the option to consider other uses of the funding.  
They concluded that they would want to recommend this proposal to the Committee. 

 

Recommendation/Action Required 

 

The Primary Care Committee are asked to support this proposal, which if supported, under 
the scheme of delegation the Chief Officer and Director of Finance would need to approve 
the funding. 

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) 
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CO1: Ensure the CCG meets its public accountability duties  

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 

None 

Are the identified risks on the risk register?  

 
N/A 

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

 
Discussed and agreed to put forward  by the General Practice Strategy Implementation 
Group 

Equality analysis completed 
(please tick)  

Yes  No  N/A X 

Key implications 

Are additional resources 
required?   

 
No 

Has there been appropriate 
clinical engagement?  

GPs and Nurse on the GP Strategy Implementation group 

Any current or expected 
impact on patient 
outcomes/experience? 
 

This proposal is about how doing something different that could 
free up clinical time to be spent on direct patient care.  

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

If approved the delivery of this proposal will need engagement 
with Locality practices via the Locality Commissioning Manager 
and Locality Practice Manager 
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PROPOSAL FOR UTILISING DELEGATED GENERAL PRACTICE BUDGET 
UNDERSPEND IN 2016/17 

 
1.  Context 

Following the agreement of contract terms for general practice in 2016/17 and 
the procurement exercise for APMS, the CCG has completed an initial 
2016/17 financial forecast outturn for general practice delegated budgets. At 
present, the CCG is forecasting an under spend of circa £500k for 2016/17 on 
general practice delegated budgets.  

 
Whilst longer term investments are considered beyond 2016/17, the CCG is 
proposing for this funding to be available to support general practices in 
2016/17 from September 2016 on a non recurrent basis.   
 
In the light of the context above, the General Practice Strategy 
Implementation Group was asked to consider and advise on the best use of 
the underspend in 2016, and recommend to the Primary Care Committee for 
approval.  The money would need to be spent in the last 6 months of 2016/17. 
 
The Group noted the Strategy for General Practice and supporting financial 
plan and have supported the focus in 2016/17-17/18 on capacity and 
capability in the workforce and the use of the PMS premium as it builds over 
the next few years on a premium that encourages quality improvement. The 
underspend therefore presents an opportunity this year.  (See App 1 re 
summary of the General Practice Strategy) 
 
General Practice is under considerable pressure right now.  Recent years 
have seen rising volume and complexity of workload, and rising running costs, 
while the workforce and investments have not kept pace with other parts of 
the NHS.  Changes to PMS contracts has put a strain on Sunderland GP 
Practices and Sunderland CCG is committed to stabilising and supporting 
general practice to ensure they are sustainable in the future.  At the same 
time, General Practice is expected to be ready to play its central role in out of 
hospital care, work at scale to enable a transfer of work from the acute sector 
and review its efficiency as a provider.  This context and way forward is set 
out in the GP 5 Year Forward View. 

 
2. Proposal 

In light of these pressures, it is proposed that practices working within their 
locality look at the ‘ten high impact actions for practice’ (See fig 1 below) and 
see how they could help address their workload pressures and free up more 
time for direct care.  The funding should be used to allow each practice to take 
protected time i.e. staff development time to agree what they might do 



 NHS Official Item 10 

 Page 4 of 8 July 2016 

 

differently.  Practices could work together or alone but they will be asked to 
feedback ‘what they have changed’ to their locality so that practices can learn 
from each other.  The Locality Commissioning Manager will support this and 
some practices may want to engage the expertise of a facilitator and would be 
able to use their funding to do so. 

 
A growing number of practices across the country are already making use of 
these impact actions and sharing their learning of developing new systems for 
how they increase patient self-care.   

 
The first nine actions are ‘the what’ of releasing capacity i.e. the 
changes practices could make.  The tenth is about ‘the how’.   

 
Figure 1 Ten high impact actions to release capacity in general practice 
 

   

   

   

 

 

 

 
See Appendix 2 for more detail on the impacts. 

 

To allow localities to share their learning with other localities, the 
implementation group supported the suggestion for a market stall session be 
held at the stadium of light where each practice within their locality feedback 
any changes they have made, this could be by development of a poster or 
simply written feedback.  

 
In order to enable the proposal as described above, the funding would be paid 
per head of population for each practice, at approximately £1.75 per head. 

 
3. Recommendations 
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The Primary Care Committee are recommended to support this proposal, 
which if supported, under the scheme of delegation the Chief Officer and 
Director of Finance would need to approve the funding. 

 

Author:   Jackie Spencer 
    Senior Commissioning Manager 
 
Sponsoring Director: Debbie Burnicle 
    Deputy Chief Officer 
 
Date:    14.7.16 
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 Appendix 1   
 

Sund
STRATEGIC OBJECTIVES PRIORITIES FOR 2016/17 – 2017/18 

1 Supporting general practice to 

increase capacity and build the 

workforce 

 Review all enhanced services, in conjunction with a review of QoF, to 
develop and implement a local outcome based Quality Premium 

 Implement the outcome of the APMS review 
 Alongside the existing GMS/PMS/APMS contract and funding model, 

develop a quality and assurance framework for general practice 
 Review existing roles and skill mix to address capacity, including 

practice based pharmacy 
 Evaluate the time limited Career Start and Healthcare Assistant 

schemes to inform longer term plans 
 Develop a city wide training and development programme for all 

staff, with supporting budget 

2 Improving patient access  Implement the outcomes of the extended access locality pilots in 
line with developing an Urgent Care Strategy 

 Implement any recommendations from the Strategic Estates Plan in 
respect of general practice estate 

3 Ensuring the central, coordinating 

role of general practice in 

delivering out of hospital care 

 Continue to improve the Recovery at Home and Community Integrated 
Teams developments 

 Design a model of enhanced primary care (primary care ‘plus’) for people 
with 
long term conditions 

 Develop and implement a multi-agency informatics strategy for a single 
patient record accessible by all relevant partners 4 Supporting better health through 

prevention and increasing 

patients’ capacity for self-care 

 Support practices to provide a structured self-care programme 
 Promote healthy living through the five localities working with 

their communities and Public Health 

5 Encouraging new working 

arrangements between practices 

 Agree a two year plan with GP federations 
 Review and revise the plan after year 1 in light of learning 
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Appendix 2 Summary of Ten high Impact Interventions  
 
What – Examples 
 
1 Active Signposting 

Provide patients with a first point of contact which directs them to the most 
appropriate source of help.  Web and app-based portals can provide self-help 
and self-management resources as well as signposting to the most 
appropriate professional.   
 
Reception staff are given training and access to information about services, in 
order to help staff direct patients to the most appropriate source of help or 
advice including services within the community as well as within the practice. 
Examples would be sought from other areas by the CCG Locality Team. 
 

2 New Consultation Types 
This area may be picked up via Paul Gibson and the digital roadmap? E.g. E-
consultation, Text message,  
 
Group consultations – for patients with LTC group consultations provide an 
efficient approach to building knowledge and confidence in managing the 
condition, which includes a peer-led approach as well as expert input from 
professionals 
 

3 Reduce DNA’s 
Appointment reminders via text with a reminder included on how to cancel the 
appointment. Online cancellation functionality.  
 

4 Develop the Team 
Broaden the workforce to reduce demand on GP time and connect the patient 
with the most appropriate person e.g. 
 

 Minor illness nurse 

 Practice pharmacist 

 Physician associates 

 Paramedics 

Is there an opportunity for practices to work together in a locality to share 
resources?  There is already a lot of work going on in this area and there is a 
need to share the workforce plan and clarify where opportunities for localities 
working as scale is needed. 
 

5 Productive workflows 
Introduce new ways of working which enable staff to work smarter, not just 
harder.  These can reduce wasted time, reduce queues, and ensure more 
problems are dealt with first time. 
 
Some areas to consider may be; processing of letters and test results, 
requests from patients, staff messages and team decision making.  Using the 
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5S approach to assess wasted time.  The training which has been undertaken 
by the Locality Commissioning Managers would support this. 
 

6 Personal productivity 
Provision of initial and on-going support to staff to ensure they are able to 
make the best and most efficient use of practice computer systems.  Creating 
opportunities for staff to share their expertise on use of systems 
 

7 Partnership working 
Exploring the benefits of working collaboratively, sharing resources and 
releasing capacity.  Increasingly, collaboration and mergers are being used to 
achieve efficiencies in purchasing, development of policies, administration, 
staff pooling, HR and continuous professional development. 
 
A growing number of GP practices are building closer collaboration with their 
community pharmacies, particularly in the areas of minor illness and 
medication reviews  
 

8 Use social prescribing 
Signposting to services which increase wellbeing and independence.  These 
are non-medical activities, advice, advocacy and support, and are often 
provided by voluntary and community sector organisations or local authority.  
Linking in with the Vanguard programme and the work undertaken by the 
Living Well Link Workers and lessons learned. 
 

9 Support self-care and management 
Take every opportunity to support people to play a greater role in their own 
health and care.  Common examples include patient information websites, 
community pharmacies and patient support groups.  Patients with a LTC will 
benefit from training in managing their condition, as well as connections to 
care and support services in the community.  Working with schools teaching 
young people the best place to get help when ill and health education.  
Possibility of working with Public Health and training re ‘every contact counts’. 
 

How 
 
10 Building and Developing Quality Improvement expertise 

GP Practices will need support to identify and implement a change using 
PDSA, ‘learning while doing’ which focuses on the change, often addressing 
something like the appointments system or repeat prescription handling. The 
locality team within the CCG will support this initiative enabling practices to 
learn and share across localities and city wide.  One Locality undertook the 
continuous improvement scheme as part of an innovation bid.  We would 
learn from their experience on how to do this and what not to do. 
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CATEGORY OF PAPER  

Proposes specific action x 

Provides assurance  x 

 
Primary Care Commissioning Committee 

 
26th July 2016 

Report Title: 

 
General Practice Implementation Group 

Terms of Reference 
 

Purpose of report 

 
To present to the Primary Care Commission the General Practice Implementation Group Terms of 
Reference for agreement 
 

Key points, risks and assurances 

The group has been developed to support delivery of the SCCG 5 yr. Commissioning Strategy for 
general practice. 
 
The Terms of Reference set out 

 The 5 objectives that will deliver the aim  

 Statutory Framework 

 Role of the General Practice Implementation Group 

 Membership 

 Meeting schedule 

 Quorum 

 Accountability 

 Decision making remits   
 
 
Following review by the General Practice Implementation Group, the Terms of Reference 
are presented to the Committee as the group is a sub group of the Committee.  This 
reporting arrangement was agreed when the Governing Body approved the General 
Practice Strategy at its November 2015 meeting. 
 
In the proceeding months the Group was established and has focused on supporting the 
development of the 5 year financial plan, the evaluation of the extended hours scheme, an 
initial primary care quality premium and plan to develop a full premium to be in place from 
April 2017 and the delivery arrangements for the key priorities in the strategy. 
 
These terms of reference will be reviewed annually, reflecting the experience of the group 
in fulfilling its functions. 
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Recommendation/Action Required  

 
The Primary Care Commissioning Committee are recommended to approve the terms of reference 
and received the minutes of each meeting. 

Sponsor/approving director   Debbie Burnicle, Deputy Chief Officer 

Report author 
Helen Steadman,  Strategy and Planning 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  

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 

 No the group is a sub group of a CCG committee 

Are the identified risks on the risk register?  

 
None 

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

At the January 2016 Primary Care Commissioning Committee 

Equality analysis completed 
(please tick)  

Yes  No  N/A X 

Key implications 
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Are additional resources 
required?   

 
N/A 

Has there been appropriate 
clinical engagement?  

Via General Practice Implementation Group Meetings 

Any current or expected 
impact on patient 
outcomes/experience? 
 

N/A  

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

General Practice Implementation Group members  including 
the 2 GP Federations, the CCG Primary Care Advisor (local 
GP); a Nurse and Practice Manager representative and at least 
2 GP Executive members; NHSE; University and Health watch. 
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General Practice Implementation Group 

Terms of Reference 
 

1. Introduction 

 
NHS Sunderland CCG has developed a five year commissioning strategy for general 
practice. The aim of the strategy is to sustain and transform general practice to ensure 
the provision of high quality primary medical care delivering improved health outcomes 
for local people, now and in the future. 
 
The strategic aim will be realised by the delivery of the following five objectives. 

 

Objective 1 Supporting general practice to increase capacity and build the 
workforce 

Objective 2 Improving patient access 

Objective 3 Ensuring the central, co-ordinating role of general practice in 
delivering out of hospital care 

Objective 4 Supporting better health through prevention and increasing 
patients’ capacity for self-care 

Objective 5 Encouraging new working arrangements between practices 

 
A number of priorities have been identified against each objective in the strategy.  
 
NHS Sunderland CCG has established a GP strategy implementation group (the Group) 
to review and agree the priorities for the first two years and to oversee the development 
of delivery of plans for the priorities. 
 
The GP strategy implementation group comprises representatives from the 
organisations: 

 NHS Sunderland CCG 

 NHS England – Cumbria and North East 

 Sunderland University 

 Sunderland Health Watch 

 Sunderland GP Alliance 

 Washington Healthcare 

 
 

2. Statutory framework 

 

 The group is a subgroup of the CCG’s Primary Care Commissioning Committee 

as agreed at the November 2015 Governing Body meeting. 
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 GMS, PMS and APMS framework. 

 
3. Role of the General Practice Implementation Group 

The Group has been established to take forward the CCG’s commissioning strategy for 
general practice, specifically the delivery of the priorities agreed by the group in January 
2016 which sit below the objective to increase capacity and build the workforce: 

 To review all enhanced services in conjunction with a review of QoF to develop 

and implement a  local outcome based Quality Premium 

 To implement the outcome of the APMS review 

 To develop a quality and assurance framework for General Practice alongside 

existing GMS/PMS/APMS contracts and funding model 

 To review existing roles and skill mix to address capacity, including practice 

based pharmacy 

 To evaluate the time limited Career Start and Healthcare Assistant schemes to 

inform longer term plans 

 To develop a city wide training and development programme for all staff with 

supporting budget. 

 
4. Membership 

The group consists of: 

 Deputy Chief Officer (chair and Director lead for general practice services) 

 CCG Primary Care Advisor (Deputy chair) 

 CCG Head of Finance 

 CCG Head of Quality and Patient Safety 

 Practice nurse 

 Health watch representative 

 CCG executive GPs ( Dr Khalil and Dr Lucas and Dr Pattison – latter unable to 

attend meetings but offers advice/support as required) 

 CCG executive practice manager or delegated representative 

 2 local GP federation representatives 

 NHS England, Cumbria and North East –Primary Care Contracts Manager  

 CCG medicines optimisation officer 

 CCG senior commissioning manager 

 CCG strategy and planning manager 

 University of Sunderland – Senior Lecturer Primary Care Workforce  strategy 

 
 

5. Meetings 
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The group will be supported by Helen Steadman, Strategy and Planning Manager who 
will be responsible for supporting the chair to set agendas, distribute agendas and notes 
of meeting; develop supporting papers and liaise with partners to ensure the priorities 
are progressed.  

 
Meetings will be held monthly on the 2nd Wednesday of each month 12.30 pm to 2.00 
pm mindful of statutory committee meetings. Meetings will be held in Pemberton House 
wherever possible. 
 
Members of the group have an equal voice and a collective responsibility for its 
operation. 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.  
 
The group may delegate tasks to individuals, sub groups or individual members if 
appropriate, provided that any such delegations are consistent with the parties’ relevant 
governance arrangements, are governed by terms of reference as appropriate and 
reflect appropriate arrangements for the management of conflicts of interest. 
 
The group may call additional experts to attend meetings on an ad hoc basis to inform 
discussions. 
 
Members should respect confidentiality requirements as set out in the CCG’s standing 
orders.  
 
These terms of reference will be reviewed annually, reflecting experience of the group in 
fulfilling its functions. 

 

6. Quorum 

To be quorate a minimum of a third of the membership needs to be in attendance 
including the following:      

 A SCCG Executive GP or the CCG’s Primary Care Advisor  
 A member of SCCG staff 

 A member from a partnership agency 

 

Where a conflict of interest arises in any decision making, interests should be declared 
and the CCG conflict of interest policy be followed by the chair.  However, the group is 
an advisory body and the Primary Care Commissioning Committee will make any final 
decisions, with final funding decisions being taken in accord with the scheme of 
delegation. 
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7. Accountability of the Group 

The group will be a sub group of and report to the Primary Care Commissioning 
Committee. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
8. Decisions 

The group will make recommendations to the Primary Care Commissioning Committee. 
 
Date approved by the General Strategy Implementation Group: 06 July 2016 
 

Author:   Helen Steadman 
    Strategy & Planning Manager 
 
Sponsoring Director: Debbie Burnicle 
    Deputy Chief Officer 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Primary Care Commissioning Committee 

 
26 July 2016 

Report Title: 
 

Notes of the General Practice Strategy and 
Implementation Group meetings 11th May 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 
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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 

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 11th May 2016, Steve Cram, Pemberton House 
 
1. Welcome 

Present Apologies noted 
Debbie Burnicle (DB) 
Barbara Craggs (BC) 
Sue Goulding (SG) 

Martin Weatherhead 
Dr Geoff 
Stephenson  

Dr David Thorne (DT)  
Jim Hardman (JH)  
Eric Harrison (EH)  
Dr Fadi Khalil (FK) 
Jacquie Lambie (JL) 

 

Elizabeth Mallett (EM)  
Jackie Spencer (JS)  
Helen Steadman (HS)  
Wendy Stephens (WS)  
David Thorne (DT) 

 

  
  
2. Notes from 20 April 2016 

 To amend then second bullet under Primary care financial plan on a page to: 

‘The growth monies are included within the £39m budget allocated to general 
practice services in 2016/17.’ 

 JL advised that the number of referrals received by the Practitioner Health 

service reported at April’s meeting as 45 is inaccurate. The provider had given 

the number of referrals for the whole patch; there were 7 for Sunderland. 

 DB said that it was important to make clear that investment came from the CCG 

budget as well as growth monies. 

Action Log  
Action 1 - Membership  
DB reported that Julie Whitehouse is to meet with Margaret Curtis and Kelly Wilson 
from Sunderland HealthWatch (16.05.16) to discuss representation at the group. HS to 
send the draft Terms of Reference and executive summary of the Commissioning 
strategy for general practice to Julie Whitehouse for the meeting. 
 
Action 2 Terms of Reference 
The Draft Terms of Reference to be tabled at the meeting for review and discussion. 
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Action 4 Delivery Framework: HS reported that the Project Outline Document has 
been drafted and is to be tabled for review and endorsement by the group. The sign off 
of the Outline Document will lead to the development of a Delivery Plan.     
 
3. Terms Of Reference  

The draft Terms of Reference was circulated for review and discussion. Key points 
included: 

 Page 1 – add University of Sunderland and NHS England to organisations. 

 Page 2 – add GMS/PMS and APMS framework.  

 Page 2 – under Membership, add Primary Care Contracts Manager, NHS 

England  – Cumbria and North East. 

 Page 2 – identify CCG Primary Care Advisor as the Deputy Chair 

Action: Members to review the draft ToR ready for sign off at the next meeting to be 
taken to the Primary Care Committee. 

 
a. Governance Structure 

The draft governance structure was circulated for review and discussion. Key points 
raised: 

 There is a role for the Vanguard GP group to help deliver the strategy as there is 

no other equivalent forum – it was suggested that its role would be ‘advisory’.  
 The group agreed that it should report to the Primary Care Commissioning 

Committee. 

 The work of the Workforce Group should be informed by this group.  

Action: To redesign the governance in line with discussions. 
  
4. Quality Premium 

 
a. FK and JS gave an overview of 2016/17 scheme as set out in a paper to the 

CCG’s Executive Committee in May (enclosure).  

 
Key points: 
 

 A task and finish group has been established to take forward this work with 

clinical leadership from FK and management leadership from JS.  

 The term ‘standardisation of care’, as opposed to ‘clinical variation’, is to be used 

as it will not be seen as being related to ‘performance’. 
 Standardisation of care in general practice is an enabler that will strengthen 

general practice to deliver the CCG’s Commissioning Strategy for General 

Practice.  It will also support a significant proportion of the Quality, Innovation, 

Productivity and Prevention (QIPP) programmes.  

 Areas of focus are respiratory and gastroenterology outpatient activity in 16/17. 

 Discussion on standardization of care has started with localities.   
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 Areas of work may include  

‾ Engagement with map of medicine including practice super users, attending 

training and clinician use of pathways 

‾ Peer review at locality level either at TITO or at Locality Commissioning 

Meetings 

 It is proposed that GP Practices will be given a payment per head of population 

to engage in the programme and carry out defined pieces of work within the two 

clinical areas agreed.  This will be the forerunner to a full Quality Premium from 

April 2017. 

 Funding for this programme will come from the PMS monies for 2016/17.  It is 
also recommended that the funding which was allocated to LVSD in the past and 
was decommissioned in 2015/16 should also support this programme. 

 Enablers include; 

‾ Map of medicine 

‾ Suite of dashboards developed by BI which will take data from a variety of 
sources 

‾ Read Coding  

 Discussion took place on the expected outcomes; outpatient activity ‘v’ GP 

referrals; referral management; tariff/price; achievement criteria and payment 

thresholds, e.g all or nothing.  

     
b. 2017/18 quality premium development 

The project outline document was shared with the group. The project outline 
document aims to explain why the project is important, what is should achieve, set 
out objectives, milestones and benefits to be realised. Key points captured: 

 The document will evolve. 

 ‘Practices to work together’ should be added to the project objectives. 

 The issue of estate was raised – is there the infrastructure to support 

collaborative working by practices? 

 Service charges are to be met by the practices and this issue could hinder the 

use of facilities by practices.  

 Timeframe for delivery considered ambitious because of the scope. 

 
5. 16/17 priorities 

Deferred to the next meeting as insufficient time to cover this agenda item in the 
meeting. 
 

6. General Practice Forward View 
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A summary of the GP Forward View has been produced and this will be circulated 
to group and practices. It was suggested that the first 4 pages of the full Forward 
View is included in the summary as this contained powerful messages. 
 
TL stated that the financial implications of the General Practice Forward View for 
Sunderland needed to be worked through and understood. 

     
7. Any Other Business 

FK raised the issue of extended hours. It is to continue in 2016/17 but there are 
budgetary challenges (this item is on the Issues Log). 

 
8. Next Meeting: Wednesday 8 June 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 

 

Action 
Number 

Issue Meeting 
Raised At 

Lead Action Status 

1 Membership 09.03.15 Helen 
Steadman 

Helen to liaise with Sunderland HealthWatch to 
confirm representative on the group. 
Update 22.04.16: JH contacted Kevin Morris 
(HealthWatch) requesting progress in appointing 
representation on the group 
Update 16.05.16: 
Julie Whitehouse was meeting with representatives 
from HealthWatch – on the agenda is representation 
at the Implementation Meetings – Kelly Wilson’s has 
been put forward for consideration. 
 
Update 18.05.16: 
Julie Whitehouse reported that the Chair of 
HealthWatch is to be updated and that a decision will 
be made – taking into consideration their current 
capacity.  
Julie Whitehouse to keep us informed.  

Open 

2 Terms of reference 09.03.15 Helen 
Steadman 

Helen to draft Terms of Reference (ToR) 
Update 21.04.16: 
To be progressed 
 
Update 11.05.16:  
Draft ToR was circulated to the group for discussion 
– feedback to be given at the next Implementation 
Group Meeting (08.06.16) 

Open 

3 Primary care financial 
plan 

09.03.16 Debbie Burnicle To get a subgroup together to refine funding priorities 
for the March Primary Care Commissioning 

Closed 
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Committee 

4 Delivery Framework 20.04.16 Helen 
Steadman 

Construct / propose a delivery framework which will 
support delivery of the QP 
Update 11.05.16: 
HS reported that the Project Outline Document will 
be complete by 17.05.16 – will lead to the 
development of a Delivery Plan   

Closed 

5 Governance 11.05.16 Helen 
Steadman  

Following group discussion to re-design the 
governance  

Open 
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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 Workforce Steering 
Group meeting, 25 May 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 
25 May 2016 

 
 
Present: Geoff Stephenson (Chair) 
  Jacquie Lambie 
  Florence Gunn  
  Roger Ford 

Jon Twelves 
Janet Rutherford 
David Chandler 
Karen Giles (now representing University of Sunderland) 
 

 
Apologies:  Debbie Burnicle 

Ashley Liston 
Gerry McBride 
Samantha O’Connell 
Eric Harrison 
Derek Marshall 
 
 
 

 
2 Matters arising from the notes of the previous meeting 
 
Practitioner Health Programme North East 
 
Jl updated on discussions with Richard Duggins regarding the scope of a counselling 
based service as part of the PHPNE.  It was agreed that the service would need to be a 
blend of face to face consultations and block contracts of a fixed number of counselling 
sessions with external providers.  The service would also be a signposting service to 
support GPs when considering contacting the service as there are already a number of 
support services available.  Discussions to continue. 
 
JL pointed out the current service is due for renewal and so is working with the mental 
health commissioning managers to find out what is happening with regards the roll over 
of the service.  JT raised the issue of evaluation and it was agreed that it would be more 
realistic to ask Richard Duggins to provide quarterly updates to the Steering Group 
regarding activity etc. JL also note that the current service is overperforming and this 
needs to be considered when taking the service forward. 
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Action:JL to ask RD to provide quarterly updates 
 
 
Workforce data collection 
RF reported on the LMC survey. Initial analysis of figures numbers shows a worrying 
picture with low morale and Sunderland looks to be in an even worse situation with 73% 
of GPs considering early retirement.  FG feels that the same would be reflected with the 
practice nurses.  Some practices are anticipating that they will only be viable for another 
3 years. The number of vacancies or shortage of GPs in practices in Sunderland is hard 
to assess fully but it could be as many as 30 GPs short.  RF and IP to consider the 
figures together to ensure governance. 
DC queried whether these are gaps that have funding but can’t recruit or that practices 
need extra funding. RF perceives that it’s the difficulty in recruiting . Survey reported 
that 65% have tried to recruit a GP in the last year 70% failed to recruit or had great 
difficulty. 
 
DC referenced a STP data pack from NHS England that indicated that Sunderland has  
the 2nd lowest  number of GPs.  . 
 
Action: JL to attach data pack with the notes of the meeting. 
 
Training bursary 
 
JL updated regarding the uptake of the training bursaries at the end of the financial year 
2015/16.  Uptake was disappointing but perhaps reflected the push at the end of the 
financial year and competing priorities for practices.  1 GP has undertaken the Intending 
Trainers bursary in 15/16 and 1 has indicated participation in 16/17. 
 
Action: JL to prompt practices quarterly to claim for locum reimbursements and 
provide quarterly updates to the Steering Group. 
 
 
3 Primary Care Finance 
 
DC outlined the overview of the next 5 years about CCGs plans for primary care finance 
as per the circulated paper. SCCG has flat cash for the next 5 years.  Primary Care 
finances formula indicates overfunding to 4%. Budget will need to allow for contractual 
changes.  Strategy takes the PMS funding and allocates 100% of that funding into a 
Quality Premium.  The wording of Quality Premium was felt to be a misnomer as it 
suggests additionality/incentives when in fact it is reinvestment of core funding. 
 
 
4 Nursing update 
FG and JR updated that a meeting had taken place with the University to discuss the 
placement agreement.  No major problems and agreement to be formally signed off. 
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JL updated on the procurement of the Career Start Practice Nurse and Career Start 
Health Care Assistant.  Service specs are with procurement and assessment panel has 
been suggested.  Procurement officer has now been allocated by the NECS team. 
 
Action: JL to continue with procurement 
 
 
5 City wide training and development plan  
 
JL outlined that the Steering Group have been asked by the GP Strategy 
Implementation group to develop recommendations for a city wide training and 
development plan.  There was much discussion around what would be in the plan, 
should it be strategic or operational and should it encompass other areas of training 
(and sources of funding) that general practice teams are participating in or are available. 
 
Action: JL to call a small group together to consider in greater detail 
 
 
 
 
6  Workforce action plan 
 
Exec Development session to discuss the development of Physicians Associates – 
session planned for 21 June 2016 with 3 external speakers attending.  GS would like to 
ensure that there is a good GP attendance at the meeting.  South Tyneside CCG have 
also been invited to join the meeting as part of potential wider joint working around 
workforce. 
 
Business placements – JL outlined discussions she has had with the Business faculty of 
the University of Sunderland around the use of business graduates to support 
succession planning in general practice but also to extend potential placements into a 
Healthcare Manager development programme across general practice, the CCG and 
the Alliance.  It was suggested that the focus be on specific projects e.g. CQC 
preparation and support to gain buy in from practices. 
 
JT raised concerns over the funding of such a post. 
 
Action: JL to continue discussions  
 
  
7 General Practice Forward View 
 
Document attached for discussion.  Many question marks around whether there will be 
actually any additional funding as the document promises a lot.  JL expressed concerns 
as to whether Sunderland’s success with attracting GPs into Career Start will act 
against the CCG as a hard to recruit to area.  Therefore the need for robust workforce 
data is even more imperative.   
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Action: JL and JR to contact HENE again about the roll out of the workforce data 
collection toolkit. 
 
8 Primary Care sitrep report 15/16 
 
The report was discussed and in particular where the pressure was on same day 
appointments.  The potential for wider roles to support general practice was discussed 
along with a buffet menu’ of skills and knowledge to allow practices to choose what suits 
their organisation best. 
 
 
9 Future meetings and Terms of Reference 
 
It was agreed that the Steering Group meetings would move to bi-monthly as much of 
the work is going on in the background. 
 
The General Practice Strategy Implementation group recently mapped out all of the 
general practice groups from a governance perspective.  The Workforce Steering group 
currently reports to the Systems Resilience and Transformation Board and it was felt 
that there should also be accountability to the General Practice Strategy implementation 
group as the workforce group is one of the delivery mechanisms for the strategy. 
 
Action: JL to move meeting dates and to change Terms of Reference to reflect the 
change in accountability and to circulate to meeting members.   
 
10 Any other business 
 
None 
 
 

 
Date and time of next meeting 

 
Wednesday 20 July 2016 

2.00-3.30pm 
LS Lowery Room 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
PRIMARY CARE COMMISSIONING COMMITTEE 

 
26 July 2016 

Report Title: 
 

Positive PR Plan for Practices 
 

Purpose of report 

 
The purpose of attaching the Chair’s excerpt from the last CCG Newsletter to Practices is to 
demonstrate the action taken to ensure Practices are aware of the many positive developments 
led/supported by the CCG in relation to general practice.  

Key points, risks and assurances 

 
None 

Recommendation/Action Required 

 
For information 

Sponsor/approving director   
Debbie Burnicle 
Deputy Chief Officer 

Report author Communications Team  

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 x 

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

CO8:  Develop and deliver primary medical care commissioning x 
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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 

 
This introduction was part of Issue 9 of the practice newsletter sent to all practices 

 

Equality analysis completed 
(please tick)  

Yes  No  N/A X 

Key implications 

Are additional resources 
required?   

n/a 

Has there been appropriate 
clinical engagement?  

n/a 

Any current or expected 
impact on patient 
outcomes/experience? 
 

n/a 

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

n/a 
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Chair's update from Dr Ian Pattison  

We asked general practices if they wanted the CCG to take on responsibility for GP services and the 
majority agreed. 

The Primary Care Commissioning Committee meets every two months in public and is responsible 
for reviewing, planning and securing primary medical services, managing the £39m budget for these 
services.  

We also spend additional funding from the CCG's overall budget on general practice e.g. local 
enhanced services and local incentive schemes. 

As a CCG we plan to reinvest funds released from the PMS review over the period 2016/17 to 
2020/21 into an initial Quality Premium across all Sunderland practices, recognising the pressures 
on core general practice. It is suggested these are linked to the standardisation of care in general 
practice current programme of work. From 2017/18 the aim is to enhance the premium to include all 
local and directly enhanced service budgets and the local commissioning incentive scheme focused 
on key outcomes whilst removing the current bureaucracy related to 27 separate contracts. In time 
the QoF may also be included. 

Even though we did not receive an increase in our management budget to support this increase in 
commissioning responsibilities we took them on with your support, because it is the foundation of out 
of hospital care and needs to be protected, made fit to survive and flourish in the future. 

We agreed a vision and priorities with and for general practice over the next three years to improve: 
capacity - workforce - patient access - out of hospital - self care - practices working together. 

We agreed a five year financial plan to support these priorities. 

In the next twelve months you can expect to see: 

 The introduction of a new four-year practice resilience programme from 2016, worth £16m in 
year one and £40m altogether over four years 

 £10m investment to support the most vulnerable GP practices 

 Increases in current funding for the GP retainer scheme from May 2016 

 New targeted financial support from May 2016 for doctors returning to work in areas that 
have been struggling to recruit 

 Creation of a new central contact point for any doctor wishing to return to work in English 
general practice to support and guide them through the process 
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 A new £112m offer to enable every practice to access a clinical pharmacist, leading to an 
estimated 640 additional pharmacists in general practice by April 2017 and 1,500 by 2020 

 Roll out of 250 post CCT fellowships by summer 2017 to bolster recruitment in areas of GP 
shortage 

 The opportunity for all practices to bid for money through CCGs for new IT funding in 
2016/17, to help improve patient access and reduce GP workload 

 £16m extra investment in new specialist mental health services, starting in December 2016, 
to support GPs suffering with burn out and stress 

 A new programme of mental health workers starting from 2016/17, which will deliver an extra 
3,000 mental health therapists working in general practice by 2020 

 The launch of a return to nursing programme to deliver new practice nurses from 2016/17 

 Launch of a £45m programme to support the training of reception and clerical staff to play a 
greater role in patient navigation and handling clinical paperwork to free up GP time 

 Introduction of pilots of new medical assistant roles 

 Launch of a £30m ‘Releasing Time for Care’ programme to help release capacity within 
general practice, with the aim of supporting the release of up to 10% of GPs’ time 

 An additional £332m in core contractual investment for general practice, equating to an 
immediate increase in funding of 4.4% This will include a 28% increase in the fees payable 
for vaccination and immunisation 

 The introduction of new rules from September 2016 to enable NHS England to fund up to the 
whole cost of premises developments (up from 66% currently) 

 Enhanced IT support services for GP practices, e.g. for outbound electronic messaging and 
cyber security 

 The introduction of new standards for hospitals in managing the hospital/general practice 
interface that will relieve some of the administrative burden for GPs 

 Proposals, by July 2016, to tackle rising indemnity costs in general practice 

Practices told us the priority in the first year was to focus on capacity and workforce.  Click read 
more below to see our progress over the past twelve months. 

  

Workforce and capacity developments in Sunderland in the last 12 months include: 

 10 place, two year, GP career start programme; this will continue with a rolling programme of 
five additional GPs a year for the next five years from 2016/17. 

 Agreed a 20 place two year practice nurse career start programme to start from 2016/17 
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 Continuing the pilot health care assistant career start programme, increasing from the 
current 10 places to 20 places from 2016/17 

 Three year Pharmacy in Practice pilot from 2016/17 
 Health practitioner service for GPs needing support to deal with drug and alcohol problems; 
 Support to existing and new GP trainers 
 Childcare Co-ordinator service for GPs 

Out of hospital developments in Sunderland in the last 12 months include:  

 £1m to fund dedicated GP time in locality integrated teams supporting  most at risk patients  
 Multi-disciplinary teams of community nursing and social workers wrapped around practices 
 Single point of contact for recovery at home services joined up with the GP out of hours 

service  
 Enhanced Primary Care for people with LTCs e.g. Equipment in each practice to diagnose 

AF ECG clinics in each locality 
 Programme/funding support to align practices to care homes 
 Map of medicine tool being rolled out to make it easier for practices to manage referrals in 

line with best practice 

Access developments in Sunderland in the last 12 months: 

 EMIS in all practices and rolled out to the community nursing services 
 TV Screens in all practices to support practice specific and Sunderland system key 

messages 
 Wifi being rolled out to all practices 
 Further year to test/develop extended hours in 3 localities over 2016/17 based on positive 

evaluation to date 
 Data sharing support to enable agreements to be developed for the sharing of data. 
 Completed an estates survey of all practices which will inform a bid to the Primary Care 

Transformation fund 

Encouraging practices to work together: Developments in Sunderland in the last 12 months: 

 Tailored support to practice mergers/branch closures where practices have expressed an 
interest, including support with engaging the public 

 Continue to support locality working in particular through funding support to locality practice 
nurse, locality practice manager and locality commissioning manager and GP executive 
locality role 

 Working closely with the GP federations, e.g. GP Alliance, co-ordinating the GP input into 
community integrated teams progressing the Map of Medicine work. 

 Single contract for three practices and working towards an equitable funding rate per patient 
to all other practices 

Quality developments in Sunderland in the last 12 months: 

 The Inspector Calls Training/Development preparing practices for CQC inspections 
 Tailored support to those practices in special measures including communications support 
 General practice quality premium using the £2m PMS monies (or £7 per patient) freed up 

over the next five years, starting with an initial scheme in 2016/17 using the £403,000 
released from yr1 of the PMS funding and £103 from the budget for the decommissioned 
LVSD local service.  The general practice QP framework for 2016/17 has been approved by 
the Executive Committee and guidance is being developed to be available for Practices from 
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1
st
 June 2016.  This will result in a payment per patient per practice linked to the 

standardisation of care. 
 Local Incentive Scheme of £2.22 to continue in 2016/17 focussed on engagement and 

diabetes 
 Most local enhanced services to continue in 2016/17 ( to be reviewed in 2016/17 to see if the 

funding could be better used along with all Direct Enhanced services funding as part of one 
general practice Quality Premium from April 2017 in order to reduce bureaucracy and 
increase clinical time in practice). 

 Medicines Optimisation practice management support 
 Continue to support the TITO clinical education programme – both with staff and money e.g. 

£90,000 budget. 

Resources: in the last 12 months in Sunderland: 

 39m delegated and dedicated budget for general practice – all monies and growth is 
protected for general practice. 

 Underspend on the 1
st
 year of this delegated budget – £700,000 has been protected and is 

being used along with £1 of the £5 a head the CCG protected for primary care  to fund the 
Nurse/HCA Career start programmes over the next few years. 

 The recurrent investment budget (£4.8m) available in this delegated budget (£39m) over the 
next five years is earmarked to fund a number of the developments noted above  e.g. £2m 
on the general practice quality premium, with some room for further developments as they 
become clearer from 2017-2021 

 The available investment of £ 813,000 in 2016/17 is supporting the initial general practice 
quality premium pharmacy pilot some contribution to the GP career start training and 
development childcare co-ordinator service health practitioner service GP Trainer support. 

The CCG budget (which funds all other commissioned services) is also funding a range of support to 
general practice despite the fact that the CCG has not received any growth on this budget for the 
next few years e.g. 

 The Extended hours service (£300,000)  
 The GP input into integrated teams and recovery at home  (£1m) 
 The current GP career start scheme (£700,000) 
 The local enhanced services (£727,000) 
 The GP IT (c£800,000) 
 The Out of Hours GP budget ( c 1.9m) 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance  x 

 
Primary Care Commissioning Committee 

 
26th July 2016 

Report Title: 

 
Quality in primary medical services – Care Quality 
Commission (CQC) reports analysis and 
communications approach with the public. 

 

Purpose of report 

The purpose of the report is to update the Primary Care Committee on the outcome of the recent 
CQC inspections within GP surgeries in Sunderland as well as the related public relations plan.  

Key points, risks and assurances 

 
To date CQC inspections have rated the surgeries as follows: 
 

 24 surgeries have been rated as good  

 3 surgeries have been rated as requires improvement  

 6 surgeries have been rated as inadequate and have therefore been placed in special 
measures  
 

Key issues within the reports included: 

 Employment checks 

 Recording and review of significant events 

 Infection control  
 

Other issues in a few of the practices included: 
 

 Policies and the system for their review 

 Checking and recording staffing 

 Quality and safety information 
 
A public relations plan has been developed, focusing on an informal story spotting network to 
ensure the press releases in relation to special measures practices are balanced with the many 
positive developments in general practice across the city 

 

Recommendation/Action Required 

The committee is asked to note the contents of the paper 

Sponsor/approving director   
Ann Fox, Director of Nursing, Quality and Safety  
Debbie Burnicle, Deputy Chief Officer 
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Report author Sue Goulding, Head of Quality and Patient Safety   

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 

N/A 

Are the identified risks on the risk register?  

 
Yes - Quality in primary care  

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

Communications and Engagement Steering Group 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
N/A 
 

Has there been appropriate 
clinical engagement?  

Please specify 

Any current or expected 
impact on patient 
outcomes/experience? 
 

Indirectly 

 
Has there been member Practices aware of their own results  
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practice and/or other 
stakeholder engagement if 
needed?   
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Taken from NHS Sunderland CCG –Draft communications 
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Introduction  
 Over the past eighteen months since the introduction of a new CQC inspection 

regime, the announcements of six individual practices rated as ‘inadequate’ has 
led to significant negative publicity locally 

 This has raised concern about the potential for eroding trust among patients as 

well as affecting morale among hard-working primary care staff 

 In this context, a recent online poll run across parts of the region by Johnstone 

Press (including Hartlepool and South Tyneside as well as Sunderland) created 

additional concern 

 To date 24 practices have been rated ‘good’, with three ‘requires improvement’. 
As at 8 April 2016, five remain in special measures though significant progress 

has been made both in improving systems and processes within these individual 

practices and in prevention/peer support work to help other practices with future 

inspections 

 

 

Common themes 

The six practices rated as ‘inadequate’ to date have been the following: 
 

 Hylton Medical Group 

 Harraton Surgery 

 Victoria Medical Practice 

 Dr Rex Obonna 

 Roker Family Practice 

 The Old Forge Surgery (now regraded to ‘requires improvement’) 
 

While there were specific themes and issues with individual practices, it is noticeable 

that a number of broad themes recurred across several of the practices. The table 

below, produced at the request of the CCG, provides a rough visual summary 

suggesting that key recurrent issues appear to include employment checks, recording 

and review of significant events, and infection control. Other issues appearing in at least 

three of the practices include staffing levels or turnover, clinical audit, staff training and 

medicines management. 

 

More broadly, it appears that policies, systems for review, checking and recording key 

staffing, quality and safety information account for a large proportion of the inspectors’ 
concerns. 

 

Please note that the table below is a very broad indicative summary of the most 

common issues and does not provide a thorough summary of the picture in relation to 
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individual practices. Significant concerns only applying to one individual practice were 

not included as the aim is to give a broad sense of common themes rather than to 

capture specific practice-level detail. 

 

 

 Hylton 
Medica
l Group 

Old 
Forge 
Surger
y 

Harraton 
Surgery 

Victoria 
Medical 
Practice 

Dr Rex 
Obonna 

Roker 
Family 
Practice 

 April 
2015 

April 
2015* 

Septembe
r 2015 

Septembe
r 2015 

Septembe
r 2015 

Novembe
r 2015 

Staffing levels  
 

     

Clinical audit  
 

     

Employment 
checks/DBS 

 
 

     

Significant events record 
and review 

      

Overall strategy and 
vision 

 
 

     

Leadership & decision 
making 

      

Staff training  
 

     

Staff appraisals  
 

     

Infection control   
 

    

Safeguarding policy       
 

Medicines management       
 

Care plans       
 

Safety alerts       
 

Confidentiality/informatio
n overheard 

      

Patient participation       
 

Business continuity       
 

Governance        
 

*Subsequently regraded as ‘requires improvement’ 
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Communications support 

NHS Sunderland CCG has arranged for NECS to provide bespoke support to each of 

the above practices to ensure that they are able to plan and manage their media, 

patient and stakeholder communications effectively around CQC issues, and ensure 

compliance with web and poster display requirements afterwards. 

 

This support makes a significant difference in ensuring practices can sustain a clear and 

consistent line, reassure patients and mitigate the impact of media interest as much as 

possible, but it is largely focused around management of negatives rather than 

spreading awareness of the positive achievements of primary care in Sunderland. 

 

Highlighting the positives 

The reality of media priorities (among all news outlets, not just the Sunderland Echo) is 

that that a story outlining a balanced picture and showing that the majority of practices 

are considered ‘good’ is sadly unlikely to gather significant media interest. The brand 
‘All Together Sunderland’ will be used where applicable. 
 

It therefore makes sense to identify a series of news hooks which can then be used to 

hang a broader picture of high quality service, skilled and committed staff, and 

continuous service improvement. 

 

Central to the success of this work is the creation of an informal ‘story-spotting 

network’ – ensuring that relevant staff within the CCG and practices are in a position to 

identify initiatives or successes that might have media potential. 

 

Key to this network will be: 

Locality managers x5 within the CCG 

 

 

Identifying local or practice level 

successes, initiatives or human interest 

stories e.g. improved premises, new staff 

or retirements of long-serving GPs, 

awards, improved performance measures 

that people will understand e.g. 

vaccination rates 

Locality practice managers and 

practice nurses 

 

Practice managers’ citywide network 

 

GP executive 

 

Key CCG staff working with primary care: 

 Dr Claire Bradford 

 Debbie Burnicle 

 Jackie Spencer 

 

Potential to identify initiatives or success 

stories improving primary care across the 

whole city (or localities), such as access 

initiatives, recruitment, clinical quality etc. 
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 Helen Steadman 

 Dr Geoff Stephenson 

 Florence Gunn, strategic practice 

nurse 

 NECS communications and 

engagement staff 

Spotting current issues that might give rise 

to opportunities 

Monitor CCG practice newsletter content 

for possible news hooks 

Actions 

 BL to contact locality managers 

 GS to contact practices and federations – email and/or TITO/practice manager 

meetings? 

 BL to contact Jackie Lambie re workforce/capacity initiatives 

 Explore possible invitation to practice managers’ citywide network 

Authors: 

Ben Landon & Helen Fox 

 

 

 

Appendix A: Summary of key inspection findings 

 

Hylton Medical 

Group 

 

April 2015  Short-staffed/turnover – high levels of locum 

use 

 Legal accountability/registration conditions 

 No systems for reviewing clinical guidelines, 

clinical audit programme, benchmarking with 

other practices 

 Pre-employment checks, supervision and 

appraisals 

 Recording of significant events 

 Security of medical records 

 Lack of clear strategy and vision 

 Mental Capacity Act training 

 Good for responsive services 
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 Positive patient feedback 

The Old Forge 

Surgery 

April 2015  Care not always following best practice 

guidance 

 Outcomes of care and treatment not regularly 

monitored 

 Lack of effective leadership 

 Reviews/lessons learned not thorough 

 Ineffective infection control and monitoring of 

medicines 

 Lack of staff training 

 Recruitment checks 

 Lack of clear strategy and vision 

 Good for providing caring services, positive 

patient feedback, good access 

Harraton Surgery September 

2015 

 Reviews and investigations not thorough 

 Lack of staff training – fire safety, infection 

control, safeguarding, information governance 

 Inadequate infection control systems 

 Vaccine fridges not fit for purpose 

 Assessment and monitoring of service quality 

inadequate 

 Need practice-specific safeguarding policy 

 Review staffing levels 

 Recruitment information not available 

 Good for providing caring services, positive 

patient feedback, good access 

Victoria Medical 

Practice 

September 

2015 

 Breach of legal requirements – regulation 

23/regulation 18(2) 

 No systems for keeping patients safe 

(medicines management, no care plans) 

 Inadequate policies e.g. recruitment, DBS 
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checks 

 Lack of decision making 

 Concerns re handling significant events 

 Inadequate system for safety alerts to staff 

 No evidence of effective clinical audit 

 Lack of staff appraisal 

 Confidentiality compromised at reception desk 

 No specific complaints policy 

 Information governance and health and safety 

training not carried out 

 Infection control risk assessment needed 

 Good for providing caring services, positive 

patient feedback, good access 

Dr Rex Obonna September 

2015 

 Systems not robust for reporting, recording 

and acting on significant events 

 Patient outcomes low 

 Little evidence of effective clinical audits 

 No patient participation group 

 Safety alerts on recorded/acted on effectively 

 Effective system needed for safeguarding 

 Training not comprehensive 

 Business continuity plan needs to be updated 

 Formal governance arrangements not 

adequate 

 Need to review arrangements for calibration of 

equipment, statement of purpose, register of 

carers, and take steps to support patients who 

are hard of hearing 

Roker Family 

Practice 

November 

2015 

 No system to annually review significant 

events 

 Systems and processes not in place – checks 
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on staff, medicines management, infection 

control, DBS checks 

 No patient participation group 

 No access to a defibrillator (or assessment as 

to why not) 

 Access to a female GP 

 Secure storage of computer prescription forms 

 Professional indemnity insurance not 

appropriate for all staff 

 Clinical oversight of hospital discharge 

information needed 

 Emergency medicines stock not compliant with 

national guidance 

 Confidentiality compromised – treatment room 

can be overheard in waiting area 

 Good for providing caring services, positive 

patient feedback, good access 

 

 


