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	JOINT COMMISSIONING COMMITTEE

	MEETING:
	Twelfth Meeting, in Public, of the Joint Commissioning Committee

	MEETING DATE:
	Thursday 20 April 2017

	VENUE:
	Board Room, Health Place, Brigg, DN20 8GS

	TIME:
	16:15


AGENDA
	Item Number
	Subject
	Reference
	Lead
	Decision to be made

	1.0 
	Welcome, Announcements, Apologies and Quoracy

	Verbal
	Chair
	To note

	2.0 
	Declaration of Interests


	Verbal
	Chair
	To note

	3.0 
	Minutes of the meeting held on 16 February 2017
(For Approval)



	Attached
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	Chair
	For approval

	4.0 
	Action Log
	Attached
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	Chair
	For update



	5.0 
	Matters Arising 


	Verbal
	Chair
	For update

	6.0 
	Finance Report
	Attached
	CFO
	Receive and note

	7.0 
	Market Hill Practice Procurement – Engagement and Consultation Plan
	Attached
	DoPC
	Receive and note

	8.0 
	Next Steps on the NHS Five Year Forward View – Primary Care
	Attached
	DoPC
	Receive and note

	9.0 
	NHS England Update Report
	Attached
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	NHSE


	For update

	10.0 
	Any Other Business

Urgent Items by Prior Notice

	Verbal
	Chair
	For discussion

	11.0 
	Date and Time of Next Public Meeting

Date

Time

Venue

Thursday 15 June 2017

16:15 – 17:30

Board Room, Health Place, Brigg
Thursday 17 August 2017

16:15 – 17:30

Board Room, Health Place, Brigg
Thursday 19 October 2017

16:15 – 17:30

Board Room, Health Place, Brigg
Thursday 21 December 2017

16:15 – 17:30

Board Room, Health Place, Brigg
Thursday 15 February 2018

16:15 – 17:30

Board Room, Health Place, Brigg

	Verbal
	Chair
	To note


	To resolve that because publicity would be prejudicial to the public interest by reason of the confidential nature of the business to be transacted, the public and press be excluded from the meeting in accordance with the Public Bodies (Admissions to Meetings) Act 1960. 


	Key to Abbreviations:
	

	Chair
	Chair

	DoPC
	Director of Primary Care

	CFO
	Chief Finance Officer


	Joint Commissioning Committee Quoracy

A meeting will be quorate when a minimum of four members are present. There must be one member from NHS England present and one member from NLCCG. The member from NLCCG must be one of the two lay members of the committee


	

	Please note that packs of meeting papers will not be printed and made available at the meeting. If you would like to receive specific papers, please contact Peter LeQuelenec on 01652 251011 or via peter.lequelenec@nhs.net
All papers can be accessed via the CCG website:

http://www.northlincolnshireccg.nhs.uk/index.php?id=joint-commissioning-committee
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Date: 20 April 2017  Report Title: 


Meeting: Joint Commissioning 
Committee 


  
NHS England update 


Item Number:   


Public/Private: Public☒   Private☐  


   Decisions to be made:  


Author: 
(Name, Title) 


 
Rachel Singyard 


  


N/A GB Lead: 
(Name, Title) 


Primary Care Business 
Manager 
NHS England 


 


 


Continue to improve the quality of services 
 


☒ Improve patient experience 
 


☒ 


Reduced unwarranted variations in services ☒ Reduce the inequalities gap in North 
Lincolnshire 


☐ 


Deliver the best outcomes for every patient 
 


☒ Statutory/Regulatory 
 


☒ 


 


Executive Summary (Question, Options, Recommendations): 


 
This report is to update the Committee on matters pertaining to primary medical care within NHS England. 
 
These being:- 
 


 Update on Market Hill Practice procurement 


 Clinical Pharmacists in General Practice Scheme 


 The Birches Medical Practice – confirmation of virtual decisions made 


 PMS/APMS Uplift 
 


 
 


 


Equality Impact 
 


Yes ☐     No ☒  
 


Sustainability 
 


Yes ☐     No ☒  
 


Risk 
 


Yes ☐   No ☒  
 


Legal 
 


Yes   ☐   No ☒  


Finance 
 


  Yes  ☒    No ☐  
 


 


Patient, Public, Clinical and Stakeholder Engagement to date 


 N/A Y N Date  N/A Y N Date 


Patient: ☐ ☒ ☐  Clinical: ☐ ☐ ☒  


Public: ☐ ☒ ☐  Other:  ☐ ☒ ☐  
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North Lincolnshire update  
 


 


 


 


 


 


Prepared by Rachel Singyard 
Primary Care Business Manager 
NHS ENGLAND – North (Yorkshire & the Humber)     12 April 2017 
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Market Hill APMS Procurement Update 


 
As notified at the last Committee meeting, the short term procurement for the Market Hill 


practice resulted in the contract being awarded to the interim provider, Core Care Links Ltd.  


Mobilisation has taken place and the contract start date was 1 April 2017.  It has been 


reported during the mobilisation that the list size at the practice appeared to have 


decreased.  Core Care Links Ltd have confirmed that although their list is now increasing the 


initial drop was due to a list cleansing exercise undertaken to remove appropriate patients 


that left the practice whilst Danum Medical Services Ltd still held the contract.    


The long term procurement exercise is now underway and an update will be reported by 


North Lincolnshire CCG in a separate report to the Committee. 


 


Action for the committee: 


The Committee is asked to note this update. 


 


Clinical Pharmacists in General Practice 


 
The General Practice Forward View committed to over £100m of investment to support an 


extra 1,500 clinical pharmacists to work in General Practice by 2020/21. This is in addition to 


over 490 clinical pharmacists already working in general practice as part of a pilot, launched 


in July 2015. NHS England, Health Education England, the Royal College of General 


Practitioners and the British Medical Association’s GP Committee are working with the Royal 


Pharmaceutical Society to support this. 


Providers participating in the programme will receive funding for three years to recruit and 


establish clinical pharmacists in their general practices for the long term. The next wave of 


applications are due by 26 May 2017 and the CCG is asked to remind practices of this 


timescale. 


Action for the committee: 


The Committee is asked to note this update. 


 


Request from the Birches Medical Practice 


The Birches Medical Practice in Scunthorpe submitted two requests to NHS England 


as follows: 


 Request to temporarily close their practice list 


 Change their opening hours at their branch surgery at Ashby Clinic 
 
The following report was prepared and circulated by virtual means to the Committee in 
February 2017. 
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Introduction 


The Birches Medical Practice (Practice Code –B81617) has applied to temporarily close their 


list for a period of six months and to amend their surgery hours at their branch surgery.  The 


practice is located at the following addresses:- 


Ironstone Centre 
West Street 
Scunthorpe 
DN15 6HX 
 


With a branch surgery at:-  


Ashby Clinic 
Collum Lane 
Scunthorpe 
DN16 2RZ 
 


The practice is made up of the following GPs and Health Care Professionals:-  


 


Health Care Professional 


 


 


Total Number employed 


 


WTE 


GPs 3 2 


Advanced Care Practitioners 1 1 


Practice Nurses 2 1 


Health Care Assistants 2 1.5 


Other:  1  ECP 1 


 


The table below confirms the list size over the past 12 months:- 


Quarter 1 


31/03/16 


Quarter 2  


30/06/16 


Quarter 3 


30/09/16 


Quarter 4 


31/12/16 


Total 


movement 


from 


31/03/16 to 


31/12/16 


% increase / 


decrease 


9,360 9,443 9,464 9,471 111 1.19% 
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Regulations 


The Policy Book for Primary Medical Services allow for a contractor to apply to NHS England 


to close their list and amend their surgery hours. 


 


Practice List application  


The practice application has included the following information:- 


 The practice feel they are unable to provide the volume of demand for appointments 


and feel that in order to maintain a safe and sustainable care programme, they need 


to halt any further registration of patients to the practice. 


 


 The practice have discussed the application with their patients through their Patient 


Participation Group, who are fully supportive of the application.  The practice have 


also discussed their application with neighbouring practices and of the contractors 


they have spoken to, all understand the pressures that the practice are facing. 


 


 The practice would appreciate any support from the Commissioners in sourcing and 


funding a suitable Salaried GP. 


 


 In an attempt to increase capacity the practice have implemented Telephone Triage, 


promoted the use of the pharmacies minor ailment schemes at both of the practice 


sites and introduced a GP Task List giving an additional 30 slots a day for patient 


enquiries. 


 


 The practice hope that by the temporary List closure being approved it will enable the 


practice to look at new ways of working and identify any improvements needed to be 


taken forward.  The practice would have the time to explore the possibility of 


recruitment in different areas, including the use of prescribing Pharmacists.  The 


practice intend for this piece of work to be undertaken by all the Partners and the 


Practice Manager with the hope of a resolution by September 2017, enabling the 


Practice list to re-open. 


Consultation with neighbouring practices and LMC 


In line with NHS England’s Policy Book for Primary Medical Services, the following 


practices, the CCG and the LMC Group Humberside have been consulted. 


 
Comments received following the consultation:- 


Practice Comments received 


West Common Lane 


Teaching Practice 


Having spoken with the partners our only concern is that being a 


town practice, closing their list, even for 6 months, will put 


additional capacity pressure on the remaining practices.  In 


addition, we should also be concerned about a ‘domino’ effect 


should other practices decide to apply for the same. 
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LMC  The LMC has considered the application for The Birches Medical 


Practice to close their list.  


General practice is currently under significant pressure in terms 


of workload and practices that apply to close their lists do not 


undertake such an application lightly. If a practice considers that 


their level of workload is jeopardising their ability to provide safe 


care for their registered patients, or to carry out their contractual 


obligations to meet their patients’ core clinical needs then it may 


be appropriate for a practice to apply to close their list and in 


such circumstances the LMC would support this approach.  


The Birches Medical Practice have outlined in their application 


that they feel they are unable to provide for the volume of 


demand and need to halt registrations for six months to provide a 


safe and sustainable service. They have outlined a number of 


measures they are utilising to try and manage the demand and 


work in different ways including telephone triage, promotion of 


clinical pharmacists and a GP task system to increase capacity. 


They are also continuing to explore different recruitment options 


for the practice. 


The LMC would support their application for closure for a period 


of six months. 


 


Branch Surgery hours request 


 


The Birches Medical Practice have also submitted an application to NHS England to change 


their surgery hours at their branch surgery, located at Ashby Clinic as follows: 


Wednesday – No GP to be available on site after 2pm 


The main reason for this request is associated with staff cover at the branch surgery and 


recruitment issues within the practice.  The practice already closes once a month on a 


Wednesday for staff training so the impact will effect only three weeks of the month. 


The practice have indicated that their telephone line will be transferred to their main branch 


at the Ironstone Centre and patients will be able to make an appointment to be seen there if 


necessary so the impact will be minimal.  There will be non-clinical staff available until 


6.30pm at the Ashby branch. 


The practice have also advised that they hope this change will only be a temporary one, 


subject to GP recruitment. 


Consultation 


The practice have consulted with their  patients by means of displaying posters in both 


premises and have verbally discussed the matter with the pharmacy located within Ashby 
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Clinic. The Patient Participation Group have also been informed at their meeting in January 


2017. There have been no negative responses. 


Consultation with neighbouring practices and LMC 


In line with NHS England policy, neighbouring practices, the CCG and the LMC 


Group Humberside have been consulted. 


 
Comments following consultation 


Practice Comments received 


LMC The proposed change in hours allows the practice to still meet 


the requirements of their contract and they have outlined 


measures that ensure that this will be communicated to patients 


and managed appropriately. 


Cambridge Avenue 


Medical Centre 


We have discussed this request at our meeting and providing the 


patients can be seen at their main surgery during the specified 


closed period then we are happy for them to proceed.  


 


Practices list sizes 


 


The two following table demonstrate the changes in list sizes over the past year for 


all North Lincolnshire practices. 


 


 


Practice Name Practice 


Code 


% List size 


increase / 


decrease over 


past 12 


months 


Open/Closed List 


 


Central Surgery 


Barton B81005 0.89 
Open 


Dr Webster And 


Partners B81007 -0.06 


Open 


Cambridge Avenue 


Medical Centre B81022 -0.80 


Open 


Ancora Medical 


Practice B81026 0.93 


Open 


South Axholme 


Practice B81043 0.33 


Open 
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Ashby Turn Primary 


Care Partners B81045 0.32 


 


 


Open 


Bridge Street 


Surgery B81063 -1.88 


Closed until 30/6/17 


Church Lane 


Medical Centre B81064 0.22 


Open 


Trent View Medical 


Practice B81065 -0.27 


Open 


The Oswald Road 


Medical Surgery B81090 0.80 


Open 


Kirton Lindsey 


Surgery B81099 0.81 


Open 


Dr Rai and Partners B81109 1.65 Open 


Cedar Medical 


Practice B81113 2.27 


Open 


West Common Lane 


Teaching Practice B81118 0.18 


Open 


The Birches Medical 


Practice B81617 1.19 
Application 


Dr S Ahmed B81628 -0.88 Open 


West Town Surgery B81647 -1.57 Open 


The Killingholme 


Surgery B81648 9.47 


Open 


Market Hill 8 To 8 


Centre Y02787 -1.13 


Open 
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Please see attached Map which identifies the practices within the local area by their practice 


code, establishing proximity of neighbouring practices. 


 


 


 


Additional factors to be considered by the Committee 


NHS England and the CCG visited the practice on 16 February to discuss the application to 


temporarily close the list.  A number of actions were agreed that would be implemented if the 


request to temporarily close is approved. 


The actions are:- 


1: the practice to liaise with the CCG in respect of the international recruitment initiative and 


to look at submitting a bid for NHS England Resilience funding for help with recruitment 


costs. 


2: the practice to liaise with the CCG in respect of the potential pilot for a Mental Health 


Worker to pilot new models of care within the practice that can support reduced demand 


upon GP time. 


3: the practice are in discussions with Weldrick’s pharmacy, also located in the Ironstone 


Centre, about a potential Pharmacy pilot, for Clinical Pharmacists to work within the 


practices in the centre.  This needs to be further explored with support from the CCG. 


The Birches Medical 


Practice premises 


Distance between each 


premise is 2.2 miles 
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The Committee will need to consider the impact this closure would have on neighbouring 


practices, and whether it would be reasonable to agree to a six month closure period with a 


review during this period to consider the impact the closure is having. 


 


Recommendation 


 


The North Lincolnshire Joint Co Commissioning Group Committee is asked to:- 


 


 Note the contents of this report and the two applications from the practice 


 Approve the application for a period of six months 


 Agree that the practice can change their hours as described above. 
 
Action for the Joint Committee: 


 


This report was circulated by virtual means to members of the Committee due to the 


timescales as to when a decision was required. 


The responses to the request for virtual approval were noted by the CCG and NHS 


England and the following decision was made in line with the terms of reference. 


 


The Joint Commissioning Committee considered the application and it was confirmed  


that a majority of both NHS England and CCG voting members on the Committee are 


in agreement to the requests from The Birches Medical Practice. 


The practice were duly informed of this decision by NHS England. The Committee is 


asked to note this update and the virtual decision. 


 


APMS/PMS Uplift 2017/18 


Introduction 


NHS England is committed to an equitable and consistent approach to funding the core 
services expected of all GP practices. Following the changes agreed to the General Medical 
Services (GMS) contract for 2017/18, the document attached sets out the approach to the 
funding changes that NHS England and CCGs will apply to Personal Medical Services 
(PMS) and Alternative Provider Medical Services (APMS) contracts.  
 
CCGs working under delegation agreements will also apply the changes to local PMS and 
APMS contracts in line with this guidance. For the avoidance of doubt, this guidance 
represents guidance CCGs must comply with and implement under the provisions of Part 1 
of Schedule 2 (Delegated Functions) of the Delegation Agreement made between NHS 
England and the CCG.  
 
Increase to PMS and APMS contracts  
 
To deliver an equitable and consistent approach to uplifting PMS and APMS contracts 
commissioners (NHS England teams or CCGs under delegation agreement) increases will 
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apply, for those GMS changes that also impact on these arrangements that are equivalent to 
the value of the increases in the GMS price per weighted patient.  
 
In summary, GP practices will receive increases in core funding as set out in table 1. 


 


Link to full document 


https://www.england.nhs.uk/wp-content/uploads/2017/03/apms-pms-contract-


changes-17-18-v0.5.pdf  


 


Action for the Committee 


The Committee is asked to note the uplift to APMS/PMS contracts to be applied in 


2017/18. 


 


 


 



https://www.england.nhs.uk/wp-content/uploads/2017/03/apms-pms-contract-changes-17-18-v0.5.pdf

https://www.england.nhs.uk/wp-content/uploads/2017/03/apms-pms-contract-changes-17-18-v0.5.pdf
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		MEETING DATE:

		Thursday 20 April 2017

		

		



		VENUE:

		Board Room, Health Place, Brigg, DN20 8GS



		JOINT COMMISSIONING COMMITTEE



		TIME:

		16:15

		





ACTION LOG


OUTSTANDING ACTIONS AND ACTIONS FROM THE LAST MEETING

(Completed Actions have been archived)


		Item Number

		Action Captured

		Owner

		Action Required

		Time Scales/Progress Made



		Actions from the Joint Commissioning Committee Meeting held on 16 February 2017 



		7.0

		FINANCE REPORT

		CFO

		The results of the investigation by the Medicines Management team into prescribing cost variances be reported back to the Joint Commissioning Committee

		For update at meeting



		5.0


(Private Meeting)

		MARKET HILL APMS PROCUREMENT

		NHSE/DoPC

		a) Commence a consultation exercise with Market Hill patients and other interested parties based on the options outlined to the committee.


b) Report back to the Joint Commissioning Committee on the results of the consultation exercise in a report recommending the contract form and service specification to be adopted.

		For update at meeting





Public Joint Commissioning Committee: 15 December 2016
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Please note: These minutes remain in ‘draft’ form until they are approved at the next Joint Commissioning Committee Meeting on 20 April 2017
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		JOINT COMMISSIONING COMMITTEE



		MEETING:




		Eleventh Meeting in Public of the Joint Commissioning Committee



		MEETING DATE:

		Thursday 16 February 2017 





		VENUE:

		Board Room, Health Place, Brigg






		TIME:

		16:15







		PRESENT:



		NAME

		TITLE

		SERVICE/AGENCY



		Ian Reekie (IR) 

		Chair/CCG, Lay Member Joint Commissioning

		NHS North Lincolnshire CCG



		Dr Margaret Sanderson (MS)

		CCG Chair/General Practitioner

		NHS North Lincolnshire CCG



		Dr Andrew Lee (AL)

		CCG Member/General Practitioner

		NHS North Lincolnshire CCG



		Ian Holborn (IH)

		Chief Finance Officer

		NHS North Lincolnshire CCG



		Paul Evans (PE)

		CCG Lay Member, Governance

		NHS North Lincolnshire CCG



		Dr Robert Jaggs-Fowler (RJF)

		Medical Director/Director of Primary Care

		NHS North Lincolnshire CCG



		Richard Young (RY)

		Director of Commissioning

		NHS North Lincolnshire CCG



		Amalia Booker (AB)

		Director of Operations

		Humberside Group of Local Medical Committees (LMC)



		Helen Phillips (HP)



		Assistant Primary Care Contract Manager

		NHS England – North (Yorkshire and the Humber)



		IN ATTENDANCE:



		Peter LeQuelenec (PL)

		PA (Note Taker)

		NHS North Lincolnshire CCG



		Julie Killingbeck (JK)

		Head of Primary Care

		NHS North Lincolnshire CCG





		APOLOGIES:



		NAME

		TITLE

		SERVICE/AGENCY



		Liane Langdon (LL)

		Chief Officer 

		NHS North Lincolnshire CCG



		Catherine Wylie (CW)

		Director of Quality & Nursing/Nurse Member

		NHS North Lincolnshire CCG



		Janice Keilthy (JK)

		Lay Member, Patient & Public Involvement

		NHS North Lincolnshire CCG



		Carol Lightburn (CL)

		Director

		Healthwatch North Lincolnshire



		Dr Wendy Barker (WB)

		Deputy Director of Nursing

		NHS England – North (Yorkshire and the Humber)





		SUMMARY OF DISCUSSION

		DECISION/ACTION


(including timescale for completion or update)

		LEAD



		1.0 WELCOME, ANNOUNCEMENTS, APOLOGIES AND QUORACY



		IR welcomed all attendees to the twelfth meeting ‘in public’ of the Joint Commissioning Committee. It was noted that the meeting was a meeting in public, and not a public meeting, therefore there was no public question time as part of the agenda. 

Apologies were noted, as detailed above.

IR extended the welcome to Amalia Booker, Director of Operations for Humberside LMC as this was her first Joint Commissioning Committee meeting.

It was noted that the meeting was quorate to proceed.

		Decision: Noted

		Chair



		2.0 DECLARATION OF INTERESTS



		IR invited those with any Declarations of Interest in relation to the agenda or not previously declared, to make them known to the meeting.

RJF declared an interest in Item 8 on the agenda regarding Barton Central Surgery as he had been a previous senior partner in the practice.

		Decision: Noted

		Chair



		3.0 MINUTES OF THE MEETING HELD ON 15 DECEMBER 2016



		The minutes were accepted as an accurate record of the meeting.

		Decision: Noted

		Chair



		4.0 ACTION LOG



		Actions from Public Meeting held on 15 December 2016:

· Item 6.0: Primary Care Strategy/General Practice Forward View Implementation Plan – Circulate draft Primary Care Strategy to Council of Members prior to sign off by Governing Body. Decision taken to submit strategy to the April Governing Body

· Item 7.0: Finance Report – HM to update JCC regarding the ‘other GP services’ and ‘dispensing/prescribing’ budget lines.  Updated as part of the Finance Report 

· Item 8.0 – Finance Report: IH and BL to work on providing greater clarity on the reasons for variances in future finance reports. Additional detail provided in the Finance Report

· Item 11.0 – Primary Care Performance Dashboard: Efforts to be made to refine the data included in future iterations of the dashboard to incorporate suggestions made by Joint Commissioning Committee members. Revised dashboard to be presented to the Joint Commissioning Committee meeting to be held on 20 April 2017.

		Decision: Noted and actioned

		Chair



		5.0 MATTERS ARISING (NOT COVERED ON THE AGENDA)



		There were no matters arising to be discussed.

		Decision: Noted

		Chair



		6.0 IMPROVING PATIENT ACCESS TO GENERAL PRACTICE – NATIONAL AUDIT OFFICE SUMMARY REPORT



		Consideration was given to the summary of recommendations contained in the recently published National Audit Office report on ‘Improving Patient Access to General Practice’.


IR agreed that there was an urgent need nationally and locally to address the lack of robust general practice demand and capacity data that was highlighted in the report. RY advised that discussion had taken place with other agencies on possible ways to generate such data.


AL noted that there needed to be more clarity around closing times in relation to practices and premises.  For example when branch surgeries are closed practices are normally still accessible to patients by telephone or by visiting alternative premises.

		Decision: Noted

		DoPC





		7.0 FINANCE REPORT



		IH presented the report and outlined the latest financial position of primary care, adding that prescribing was still very much an issue. There had been some traction on prescribing costs and there is a possible saving on prescribing for 2017/18.

IR queried why the overspend on prescribing costs was so much higher by practices in the South Care Network, to which RJF commented that it was due to different demographics involved.


The medicines management team have been tasked to look at variances in costs.




		Decision: The content of the briefing paper was noted.

Action: The results of the investigation by the Medicines Management team into prescribing cost variances be reported back to the Joint Commissioning Committee

		CFO



		8.0 NHS ENGLAND UPDATE REPORT



		RJF declared an interest in relation to Barton Central Surgery and did not participate in consideration of this item.


Update Market Hill Practice short term procurement 

HP advised that the Invitation to Tender (ITT) for the 12 month Market Hill contract that was due to expire on 31 March 2017 was published by North East Commissioning Support (NECS) on 28 November 2016. 


The deadline for the submission of bids was 4 January 2017 and three bids were received. Following the evaluation and consensus period (9 – 12 January 2017) NECS issued a recommended bidder report to NHS England for SMT approval (w/c 30/01/17). Bidders were then notified of the outcome of the procurement and following the 10 day standstill period the successful bidder will be awarded the contract on or soon after 14 February 2017. The mobilisation period would then begin to allow for the new provider to be in place for the contract start date of 1 April 2017. 

Update of Kirton and Scotter practices merger proposal


HP updated on the current situation with this merger and advised that a combined partnership is now operating under two separate GMS contracts pending approval of a full merger. 


The proposed merger involves some complex implications for some patient services and related funding, given that the merger will cross existing CCG boundaries. Both CCGs are reviewing and working through the issues to help ensure a smooth transition of services across the practice. 


Although this had delayed the consultation process a report from the practices will be submitted to both NHS England and the respective CCGs by 6 March 2016. In view of this change in the programme dates for consultation a new date of 1 July 2017 has been proposed for the merger. It was noted that virtual approval by the committee may be required. 


Clinical Pharmacists in General Practice Scheme


The General Practice Forward View (GPFV) committed to over £100m of investment to support an extra 1,500 clinical pharmacists to work in General Practice by 2020/21.  NHS England, Health Education England, the Royal College of General Practitioners and the British Medical Association’s GP Committee are working with the Royal Pharmaceutical Society to support this. 


In July 2015, a pilot was launched to kick start the expansion of clinical pharmacy in general practice. As a result, by December 2016, over 490 additional clinical pharmacists were working in approximately 650 GP practices across the country. 


Following the success of the pilot, NHS England will be inviting GP practices and other providers of general medical services to apply for funding to help recruit, train and develop more clinical pharmacists to meet the GPFV commitment. 


Providers participating in the programme will receive funding for three years to recruit and establish clinical pharmacists in practices for the long term. Applications opened on 9 January 2017 through an online portal. 


The first cohort of successful participating providers will be announced in March 2017. If there are any successful applications from the North Lincolnshire area, the Committee will be updated in due course. 


North Lincolnshire Practices have been made aware of the programme and the CCG Primary Care Directorate has offered support to practices with development of bids/identification of partners to support meeting the 30,000 footprint requirement.

Proposed MCP Voluntary Contract


The NHS Five Year Forward View introduced the concept of a multispecialty community provider (MCP) and a new voluntary contract for such entities has now been developed and published (Guidance attached).
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Request from the Birches Practice to increase accommodation capacity


The Birches Medical Practice currently operates from two sites, namely the Ironstone Centre and Ashby Clinic and the practice population has grown from 3460 in October 2011 to 9471 in December 2016.  As a result, the practice has experienced a considerable increase in demand for appointments and has struggled with the space that was originally allocated in its Ironstone Centre lease. 


The practice has notified NHS England that it has been successful in recruiting a salaried GP to start in February 2017 and accommodation is required for the GP’s consultations. There is also a Health Care Assistant working at the practice who is currently using void space in the Centre, but this is not officially in the practice lease. 


The request to NHS England is for the practice to be able to formally occupy two additional rooms in the Ironstone Centre. This would mean an increase in rent, rates and utilities payments (details below). It should be noted that NHS England is currently funding this void space which was until recently occupied by a private provider. The building comes under the remit of NHS Property Services. 


Rent - £11,042 


Rates - £2,281 


Clinical Waste - £44 approx. 


Water/sewerage - £69 approx. 


Total = £13,436 

It should be acknowledged that the practice has increased its list size considerably and funding for the additional space described above is felt by NHS England to be reasonable. There is no identified budget for this increase, although NHS England is currently paying the rental costs to NHS Property Services. 


NHS England Direct Commissioning Senior Management Team (DCSMT) considered the business case in December 2016 and has approved the additional expenditure, subject to confirmation by the Joint Commissioning Committee.


Request from Barton Central Surgery for additional notional rent funding  

RJF declared an interest and did not participate in consideration of this item.

NHS England received a business case from Central Surgery in Barton in respect of its main surgery in Barton and its branch surgery, The Village Surgery in Goxhill. The business case requested additional notional rent funding for both properties. There are separate issues associated with each of these two premises which are described below. 


Central Surgery in Barton-upon-Humber is a purpose built building and has historically not received full notional rent due to a large area of the building being rented out to third parties, namely community nurses and health visitors. In 2010 the situation changed but the former PCT did not agree to reimburse the rent for the void space which comprises two treatment rooms, three consulting rooms and an administration/meeting room. 


In its business case, the practice explained that it has continued growing since 2010 and the expanded workforce has been using the space for work which is not currently funded under the notional rent arrangements. However it was noted that the practice list size has remained stable since 2013. 


The practice also referred to additional services being provided to patients from the unfunded space but these are not core GMS services for which notional rent can be reimbursed. 


A new branch surgery in Goxhill was completed in November 2010 and the decision to purchase and develop the premises was made by the practice when two former branches, which were not fit for purpose, closed. The practice decided to invest in developing one purpose built branch surgery but did not seek approval from the former North Lincolnshire PCT before commencing work on the property. Subsequently, the PCT only agreed to reimburse the practice at the rate of notional rent paid to the two former branch surgeries. 


As part of its business case the practice requested full reimbursement of notional rent for the Goxhill branch surgery.


The business case has been considered by the NHS England Direct Commissioning Senior Management Team. It decided that the Barton Central Surgery premises are not eligible for full notional rent reimbursement as the additional rooms are not used for core GMS purposes.  With regard to the Goxhill Branch Surgery it was agreed to abide by previous precedent and not increase the 40.53% of the notional rent of the premises currently funded but to increase payment to the practice by £4,919 per annum to reflect current notional market rent. 

GP Practices Serving Atypical Population guidance


In December 2016, NHS England published a document (copy attached) which guides commissioners on the types of issues and data sources they could consider in coming to a judgement about additional support in certain specific circumstances where commissioners and individual practices have a shared concern about meeting the health needs of their patients. This is in relation to practices that serve populations that are so significantly atypical that using the national funding formula may not be sufficient to ensure the delivery of adequate patient services.  It was reported that no North Lincolnshire practices were likely to be eligible for this additional support
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New GP Contract for 2017/18


It was announced on 7 February 2017 that NHS England, the Government, and the British Medical Association’s General Practitioners Committee had reached agreement on changes to the general practice contract in England for 2017/18. 


The new agreement included an increased focus on some of the most vulnerable, with tailored annual reviews offered to frail pensioners, and an increase in the number of health checks for people with learning disabilities. 


The new contract also included provisions to encourage practices to expand access and not to close for half-a-day a week. GP practices which regularly close for mornings or afternoons on a week day will lose their eligibility for the current extended hours scheme claimed by most practices. Practices that join together with other GPs in their local area to offer more evening and weekend appointments will be eligible for extra non-contractual funding over and above the current scheme. Practices will also be expected to help determine a new patient’s eligibility for NHS healthcare. This will aid identification of patients from the European Economic Area (EEA) and should make it easier for the NHS to reclaim money from their home countries. 


The new contract, to take effect from 01 April 2017, will see investment of around £238 million going into the contract for 2017/18. 


In addition, £157 million from a previous earmarked scheme will be transferred into core GP funding so that family doctors can be more flexible in how they care for their most frail patients. 


This is part of NHS England’s plan, set out in the General Practice Forward View last year, to reverse previous years of under-investment in general practice. 


For GPs, agreement has been reached to cover the rising costs for practices in a number of key areas, including costs of CQC inspection, indemnity costs, and other areas of workload. 


The investment announced will provide a pay uplift of one per cent for GPs with other agreed changes including: 


· Increased investment into a scheme to help GP retention 


· Improved payment arrangements to cover parental leave and sickness absence 


The document below highlights the key changes in more detail.
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		Decision: Update noted

Decision: Update noted 

Decision: Update noted

Decision: Noted

Decision: To allocate additional funding to enable the Birches Medical Practice to occupy two additional rooms at the Ironstone Centre

Decision: Noted


Decision: Noted


Decision: To note the changes to the GP Contract for 2017/18



		NHSE





		9.0 ANY OTHER BUSINESS



		There was no further business.



		Decision: Noted

		Chair



		10.0     DATE AND TIME OF NEXT PUBLIC MEETING



		Date


Time


Venue


Thursday 20 April 2017


16:15 – 17:30


Board Room, Health Place, Brigg

Thursday 15 June 2017


16:15 – 17:30


Board Room, Health Place, Brigg

Thursday 17 August 2017


16:15 – 17:30


Board Room, Health Place, Brigg

Thursday 19 October 2017


16:15 – 17:30


Board Room, Health Place, Brigg

Thursday 21 December 2017


16:15 – 17:30


Board Room, Health Place, Brigg

Thursday 15 February 2018


16:15 – 17:30


Board Room, Health Place, Brigg



		Decision: Noted

		Chair
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To all participants of the GMS Contract 
Engagement Webinar Events 
 
 
 
           
 
Dear Partners 
 
This letter confirms the outcome of the contract negotiations between NHS 
Employers (on behalf of NHS England) and the British Medical Association’s (BMA) 
General Practitioners Committee (GPC) on amendments that will apply to General 
Medical Services (GMS) contractual arrangements in England from 1 April 2017. 
 
An agreement has been reached with GPC on changes to the GMS contract for 
2017/18 which seeks to address concerns in relation to workload and increasing 
expenses and other agreed changes.  The agreement also reflects commitments 
made as part of the General Practice Forward View (GPFV) and continues to make 
significant investment in general practice. The agreement has been approved across 
Government. 
 
 
As last year, we will now work with NHS Employers and GPC to develop more 
detailed guidance, where appropriate on all of the agreed changes which are 
provided in the attached annex. 
 
We would like to take this opportunity to thank you for taking the time to give us your 
valuable input into this year’s contract and we will be looking to undertake similar 
work much earlier in the 2018/19 calendar and would also welcome your contribution 
into that work.   
 
Yours sincerely   
 



 
 
Deborah Jaines 
Director, Primary Care Policy & Contracts 
 



Primary Care Policy & Contracts 
Medical Directorate 



NHS England 
Quarry House 



Quarry Hill 
Leeds 



LS2 7UE 
 



7th February 2017 
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Annex 



 
Key Changes to GMS Contract for 2017/18 
 
1. Contract Uplift and Expenses 
 
We have agreed an investment of £238.7 million into the contract for 2017/18. This 
investment is to uplift the contract and to take into account increasing expenses and 
other agreed changes covering: 
 
• A pay (1 per cent) and volume uplift plus Contractor Population Index (CPI) on 
expenses. 
• Changes in the value of a QOF (Quality and Outcomes Framework) point as a 



result of a Contractor Population Index (CPI) adjustment. 
• An increase in the payment fee for Learning Disabilities Health Check 



Scheme. 
• Changes and increased payments to the GP Retention Scheme. 
• A recurrent payment of £2 million for workload related to transfer of patient 



records  
• Estimated costs to support changes to payment arrangements for parental 



leave and sickness absence. 
• Funding to cover expenses relating to submission of data for the NHS Digital 



Workforce Census, contractual changes relating to overseas visitors and 
pensions administration levy.  



• Funding to cover expenses relating to Care Quality Commission (CQC) costs, 
indemnity fee increases and Business Improvement District (BID) levies. 



 
2. Avoiding Unplanned Admissions Directed Enhanced Service (DES)  
 
We have agreed to end the Avoiding Unplanned Admissions (AUA) Directed 
Enhanced Service. It is felt that the new core contractual requirement on 
Identification and Management of Patients with Frailty will be more beneficial for 
patients. The £157m funding of this service will be transferred into global sum. 
 
3. New core contractual requirement to diagnose and deal with frailty 
 
The new core contractual requirement on Identification and Management of Patients 
with Frailty should benefit patients by promoting a consistent approach to frailty 
identification and diagnosis and should support more integrated and appropriate care 
for people living with frailty. It will promote the use of a summary care record - 
helping to provide healthcare professionals treating patients in different care setting 
with fast access to key clinical information (which automatically includes frailty by 
degree) which should support safer, more effective, timely and efficient care.  The 
new requirement will also help to identify a population at high risk of future adverse 
events including unplanned hospital admission, nursing home admission and death.  
This will better target existing resources and services at those that with the greatest 
future need. 
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4. Directed Enhanced services 
 
• In the Learning Disabilities Health Check scheme, the fee for health checks 



will increase from £116 to £140 to incentivise an increase in the number of 
health checks provided and a new assessment tool will be recommended in 
guidance.   



 
• The Extended Hours Access directed enhanced service will continue 



unchanged until 30 September 2017. From October 2017 new conditions will 
be introduced which will mean that the minority of practices which regularly 
close for a half day, on a weekly basis, will not ordinarily qualify for the 
enhanced service. Local Medical Committees should be integral partners in 
working with local commissioners in ensuring practices are fulfilling their 
contractual requirements.  



 
All other enhanced services will continue unchanged for another year. 
 
5. Quality and Outcomes Framework (QOF)  
 
There will be no changes QOF indicators this year. However, it has been agreed that 
the value of a QOF point will change to recognise changes to the Contractor 
Population Index (CPI) (average practice list size) as of 1 January 2017. 
It has been agreed that a working group will be set up to immediately follow these 
negotiations to discuss the future of QOF after April 2017. This would seek to 
determine what might replace QOF in its current form. 
 
6. Overseas visitors 
 
We have agreed a contractual requirement for GP practices to manually collect EHIC 
and S1 information as well as whether the patient is potentially chargeable in 
secondary care, via a new self-declaration form that will be handed out to all patients 
when they register with the GP practice.  
 
This will facilitate the identification of European Economic Area (EEA) and non EEA 
overseas visitors in secondary care in order to recoup more costs. The majority of 
expenditure of the cost on overseas visitors that is potentially reclaimable takes 
place in secondary care. GPC will also support the automation of this information 
collection, so that in time this information could then be extracted to enable us to 
identify how much NHS resource this population has consumed, and charge their 
countries for it.  
 
7. Participation in the National Diabetes Audit (NDA) 
 
GP practices will submit data for the NDA. Diabetes is a major public policy 
challenge as incidence is increasing rapidly in line with trends in obesity.  Diabetes is 
also a significant driver of costs for the NHS. The estimated cost of diabetes to the 
NHS in England in 2010–11 was £10billion, 80% of which was spent on 
complications, such as amputation, blindness, kidney failure and stroke.   











OFFICIAL 



Health and high quality care for all, now and for future generations 



 
The NDA collects and analyses data which supports local care systems to drive 
improvements in the quality of services and health outcomes for people with 
diabetes.  
 
8. Allow extraction of data on retired QOF 
 
It will become a contractual requirement for practices to comply with data collection 
requests of activity that is no longer incentivised through QOF or enhanced services. 
Extracting the data on those ‘retired’ indicators is a way of NHS England reviewing 
the overall provision of care provided. 
 
9. Completion of the workforce census 
 
It will be a contractual requirement for practices to submit data for the workforce 
census. The workforce census is being used to support monitoring of the delivery of 
the commitment to recruit an additional 5,000 doctors in primary care by 2020.  
 
10. Registration of prisoners before they are released 
 
It will be a contractual requirement to allow prisoners to pre-register with a GP 
practice before they leave prison. This agreement will include the timely transfer of 
clinical information, with an emphasis on medication history and substance misuse 
management plans, to the practice from the prison to enable better care when a new 
patient first presents at the practice. 
 
11. A non-contractual agreement on targets for use of digital services  
 
We have agreed to build on the work of recent years to develop high quality secure 
electronic systems, and pro-actively encourage patients and practices to use them. 
We will promote increased uptake of electronic repeat prescriptions, electronic 
referrals and electronic repeat dispensing; we will work towards more patients using 
online services including, where possible, apps to access those services and with 
increased access to clinical correspondence online; and we will promote better 
sharing of data and patient records at local level, between practices and between 
primary and secondary care. Specifically on electronic repeat dispensing there will 
be a non-contractual target of 25% for 2017/18 with reference to Clinical 
Commissioning Group (CCG) use of medicines management the need for co-
ordination with pharmacy to maximise uptake. 
 
12. CQC and indemnity 
 
We have already agreed, earlier in the year through the General Practice Forward 
View, that we will fund CQC and indemnity increases.  
 
13. GP retention scheme 
 
We have agreed a new scheme to replace the existing GP retainers scheme. The 
current scheme will remain until 30 June 2019 after which GP retainers will default to 
the new scheme.  
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14. Vaccination and immunisation (V&I) programmes 
 
The following proposals have been agreed on V&I. These are the programmes 
subject to change: 
 
• childhood seasonal influenza – removal of four year olds from enhanced 



service (transferring to schools programme) and removal of requirement to 
use Child Health Information System (CHIS) 



 
• pertussis or pregnant women – reduce eligibility for vaccination from 20 



weeks to 16 weeks 
 
• MenACWY programmes (18 and over, freshers and completing dose) – 



reduce upper age limit from up to 26th birthday to be up to 25th birthday (in 
line with Green Book) 



 
• seasonal influenza – inclusion of morbidly obese as an at-risk cohort and a 



reminder for practices it is a contractual requirement to record all influenza 
vaccinations on ImmForm 



 
• shingles (routine) – change eligibility to date patient turns 70 rather than on 1 



September  
 
• shingles (catch-up) – change eligibility to date patient turns 78 rather than on 



1 September  
 
All other V&I programmes will continue in 17/18 without change.  
 
Further work 
 
We have jointly committed to work on a number of areas over the coming months, 
these include: 
 
• continuing work in relation to amending the current funding formula for 



general practice will begin once our negotiations for 2017/18 have been 
concluded. Full implementation of any agreed changes would be from 1 April 
2018 at the earliest. 



 
• to undertake a survey to aid in establishing a minimum dataset for expenses. 
 
• A national approach to reducing bureaucracy and workload management in 



general practice 
 
• A national programme of self-care and appropriate use of GP services and 



information sharing between practices. 
 










_1550066412.pdf




 
 



 



 



 



 



 
  



Guidance Note: GP 
Practices serving 
Atypical Populations 
 











 
 



OFFICIAL 



2 



 



 



NHS England  INFORMATION  READER  BOX



Directorate



Medical Commissioning Operations Patients and Information



Nursing Trans. & Corp. Ops. Commissioning Strategy



Finance



Publications Gateway Reference: 06265



Document Purpose



Document Name



Author



Publication Date



Target Audience



Additional Circulation 



List



Description



Cross Reference



Action Required



Timing / Deadlines



(if applicable)



Guidance



Quarry Hill, Leeds, LS2 7UE



england.primarycareops@nhs.net



Primary Care Commissioning Team



NHS England



4W56, Quarry House



Quarry House



Small numbers of GP practices provide services to a patient population 



which is sufficiently different (“atypical”) to result in workload challenges 



that are not always recognised in existing contracts or funding 



allocations. 



This document outlines challenges faced by providers and offers 



examples that may help articulate and/or address these pressures.



N/A



NHS England / Primary Care Commissioning



December 2016



CCG Clinical Leaders, NHS England Directors of Commissioning 



Operations, GPs



Heads of Primary Care



N/A



N/A



N/A



Guidance Note: GP Practices serving Atypical Populations



Superseded Docs



(if applicable)



Contact Details for 



further information



Document Status
0



This is a controlled document.  Whilst this document may be printed, the electronic version posted on 



the intranet is the controlled copy.  Any printed copies of this document are not controlled.  As a 



controlled document, this document should not be saved onto local or network drives but should 



always be accessed from the intranet. 











 
 



OFFICIAL 



3 



 



Guidance Note: GP Practices serving Atypical Populations 
 
Version number: 1 
 
First published: December 2016 
 
Prepared by: Sarah Stephenson, Primary Care Commissioning Team 
 
Classification: OFFICIAL 
  











 
 



OFFICIAL 



4 



 



Contents 
 
Contents ..................................................................................................................... 4 



1 Introduction .......................................................................................................... 5 



1.1 Purpose of this document .............................................................................. 5 
1.2 Background to this work ................................................................................ 5 
1.3 Call for evidence ............................................................................................ 6 



2 Context: General Medical Services (GMS) Funding Formula Review ................. 7 



2.1 Commitments to reviewing primary care funding ........................................... 7 



2.2 Existing GMS funding formula (introduced in 2004) ...................................... 7 
2.3 What does the GMS funding formula not achieve? ....................................... 7 



3 Background to developing this document ............................................................ 8 



4 Identifying ‘Atypical’ populations locally ............................................................... 9 



5 Unavoidably small and isolated ........................................................................... 9 



5.1 Description of the Issues ............................................................................... 9 
5.2 Information / data considerations ................................................................ 10 



5.3 Case studies ................................................................................................ 10 
5.4 Patient Group Observations ........................................................................ 12 



6 University populations ....................................................................................... 12 



6.1 Description of the Issues ............................................................................. 12 
6.2 Information/Data considerations .................................................................. 13 
6.3 Support Initiatives ........................................................................................ 13 



6.4 Patient Group Observations ........................................................................ 13 



7 Practices with a high number of patients who do not speak English ................. 14 



7.1 Description of the Issues ............................................................................. 14 
7.2 Information/Data considerations .................................................................. 15 
7.3 Examples of support .................................................................................... 15 
7.4 Patient Group Observations ........................................................................ 16 



8 Conclusion ......................................................................................................... 16 



9 Notes for NHS England commissioners ............................................................ 16 



10 Scheduled update ........................................................................................... 16 



 
 



  











 
 



OFFICIAL 



5 



 



1 Introduction  
 



1.1 Purpose of this document 



The General Medical Services (GMS) funding formula (Carr-Hill formula) is an 
attempt to fund practice workload, regardless of the population they serve. It is 
applicable to the vast majority of the UK, but there are some practice populations that 
are so significantly atypical that using the GMS funding formula would not ensure the 
delivery of an adequate general practice service. This working group has looked at 
three such atypical populations: unavoidably small and isolated; university practices 
and; those with a high ratio of patients who do not speak English. 
  
Support for practices should directly impact on patient care as well as the long term 
viability of practices, and therefore commissioners are encouraged to undertake a 
review of identified practices in their area. By reviewing the practices in your area, 
commissioners and providers can identify practices that require such support. 
Without this support many practices will be unable to maintain the service and as a 
result health outcomes may suffer. Where available, The Learning Environment 
provides examples of support that commissioners are providing to some practices 
serving atypical populations. 
 



1.2 Background to this work  



 
Whilst the vast majority of GP practices serve communities that have common 
characteristics and work to contracts that have similar terms, conditions and funding 
arrangements, a small cohort of practices provide services to a patient population 
which is sufficiently demographically different to result in particular workload 
challenges that are not always recognised in the practice’s existing contract/s or its 
funding allocation. A population that triggers ‘uncommon’ workload challenges that 
are not experienced by the majority of GP practices is referred to here as ‘atypical’.  
 
This document was produced to assist NHS England and delegated Clinical 
Commissioning Group (CCG) commissioners of 3 such atypical ‘populations’ by 
detailing the particular challenges faced by providers and offering examples of either 
provider or commissioner reports that may help either articulate or address these 
pressures. How members of the public relate to and use GP services is influenced by 
the accessibility of other services including, for example, pharmacy, A & E, Walk-In 
Centres and voluntary agency support infrastructure. 
 
The populations are: 
 



 Unavoidably small and isolated 



 University populations and 



 Practices with a significantly high ratio of patients who do not speak 
English including those services designed to address the needs of 
migrants.1  



 



                                            
1
 For the central Primary Care Commissioning Team, the project files include further background to 



developing this guidance’. 





https://www.learnenv.england.nhs.uk/
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This document guides commissioners to the types of issues and data sources they 
could consider in coming to a judgement about support that is relevant to their 
particular circumstance, where commissioners and individual practices have a 
shared concern about meeting the health needs of their patients. 
 
This document outlines the additional needs of these patient groups, the pressures 
that providers face and the duty on commissioners to secure quality services which 
may legitimately require consideration of additional funding support.  
 
In reading this document, commissioners and providers should be aware that 
services should be equitable for all population groups in line with the Public Sector 
Equality Duty (PSED) under the Equality Act 2010 and have regard to reduce health 
inequalities under the Health and Social Care Act 2012. 
 
Promoting equality and addressing health inequalities are at the heart of NHS 
England’s values. Throughout the development of the policies and processes cited in 
this document, we have:  
 



 Given due regard to the need to eliminate discrimination, harassment and 
victimisation, to advance equality of opportunity, and to foster good relations 
between people who share a relevant protected characteristic (as cited under 
the Equality Act 2010) and those who do not share it. 



 Given regard to the need to reduce inequalities between patients in access to, 
and outcomes from, healthcare services and in securing that services are 
provided in an integrated way where this might reduce health inequalities. 



 
In addition, this guidance is designed to complement but not duplicate or replace 
other related support initiatives. As such it does not advocate any one service model 
over another, specify or advocate specific funding arrangements, specify financial 
arrangements for managing the workload associated with Temporary Residents or 
describe how to distribute the national programme funds2 supporting struggling 
practices to improve their sustainability and resilience over the short/medium term. 
 



1.3 Call for evidence 



 
Where available, this document also describes some examples of innovative practice 
to overcome challenges associated with serving the atypical populations. Hyperlinks 
to further information are included in this document where available. Over the coming 
months, where available, other examples will be posted on the free access Case 
Studies pin board of The Learning Environment. 
 
If commissioners have further examples of local initiatives to address issues 
associated with ‘atypical practices’ please submit them to 
england.primarycareops@nhs.net with the heading ‘Atypical Populations: Call for 



                                            
2
 £10m Vulnerable Practice Programme (2016-17), £40m General Practice Resilience Programme 



(£16m 2016-17 and £8m p.a. for the following 3 years) 



 





https://www.learnenv.england.nhs.uk/


mailto:england.primarycareops@nhs.net
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evidence’. Suitable case studies will be published on The Learning Environment 
website as a resource for commissioners and providers. 
 
To complement these case studies NHS England will consider the viability of 
commissioning a more detailed investigation into these cohorts of patients to properly 
understand the difference in workload and related pressures not recognised in the 
funding formula. 
 
 



2 Context: General Medical Services (GMS) Funding 
Formula Review 



 



2.1 Commitments to reviewing primary care funding 



 
NHS England has committed to reviewing the GMS funding formula which underpins 
the capitation payments made to GP practices under the General Medical Services 
(GMS) contract.  This commitment was confirmed in the General Practice Forward 
View. We are working with the BMA’s General Practitioners Committee, NHS 
Employers, the Department of Health and academic partners on the review to 
develop a formula that better reflects the factors that drive workload, such as age or 
deprivation. 
 



2.2 Existing GMS funding formula (introduced in 2004) 



 
The intention of the formula was to weight remuneration to reflect the comparative 
practice workload, complexity and the relative costs of service delivery based on the 
demographics of the patient list.   As such the formula has two parts:  
 



a. A workload part that provides an estimate of the workload for each GP 
practice based on its list size and various patient and practice 
characteristics; and  



b. A cost part that adjusts the payment for workload for variation in costs 
experienced by practices in different places.  



 
The workload part is also used to inform the primary medical services component of 
the primary care allocation formula. It is recognised that due to the wide diversity of 
populations serviced by GP practices, a national formula will never be able to 
accommodate the workload needs of all practices, hence the need for guidance on 
atypical practices. 
 



2.3 What does the GMS funding formula not achieve? 



 
It has been suggested that the GMS funding formula could be improved upon in a 
number of ways: 



 The data that make up the formula requires updating (some of the data 
are more than ten years out-of-date) 
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 Factors currently included do not adequately reflect the workload 
associated with older people who may not be living in nursing or 
residential care and have a range of complex co-morbidities 



 The impact of deprivation has been questioned and all the weightings 
will need to be reviewed. 



 
It is acknowledged that no formula will address the particular characteristics of 
‘atypical’ populations hence this guidance. 



 



3 Background to developing this document 
 
A joint workshop between NHS England, the British Medical Association’s (BMA) 
GPs’ committee, Local Medical Committee (LMC) representatives and NHS 
Employers was convened in September 2015 to: 



 



 Provide a list of propositions on atypical practices and views on whether these 
could or could not be reflected in a formula 



 Identify those characteristics that will never be fully met by a formula, and 



 Aid a description about the characteristics of a practice where it is likely that 
some additional support is required due to the practice characteristics not 
being fully recognised by any formula approach. 
 



The information used at that workshop has been used as the basis for this paper 
focusing on 3 specific cohorts, agreed with the BMA’s GPs’ committee: 



 Unavoidably small and isolated (from other practices and other NHS services) 
with static populations  



 University practices 



 Practices with a significantly high ratio of patients who do not speak English 
including those designed to address the needs of migrants (Asylum seekers 
are excluded from the scope of this work as it is recognised this group 
requires a more specialised service). 
 



These populations were chosen as priority areas because: 



 Small and isolated practices have particular challenges when meeting demand 
from dispersed rural communities. Opportunities to develop primary care 
working ‘at scale’ are more limited and population growth is slower, impacting 
on the available primary care budget 



 Anecdotal evidence tells us that university practices (in particular campus-
based services) have a population that consults general practice more than 
expected for their age and health (e.g. in terms of  mental health and sexual 
health issues)  



 Practices supporting a significant number of patients that do not speak English 
have operational complications associated with communication problems (this 
also links to a separate NHS England work stream on translation and 
interpreting). 



 
A working group was convened in Spring 2016, comprising NHS England and 
Clinical Commissioning Group (CCG) commissioners, LMC representatives, a BMA 





file://///ims.gov.uk/data/dh/london/skh/nw098/NHS%20CB/Direct%20Commissioning%20Team/Primary%20Care%20Ops%20Team/Project%20-%20Translation%20and%20Interpreting


file://///ims.gov.uk/data/dh/london/skh/nw098/NHS%20CB/Direct%20Commissioning%20Team/Primary%20Care%20Ops%20Team/Project%20-%20Translation%20and%20Interpreting
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representative and a Royal College of General Practitioners (RCGP) representative. 
The working group was chaired and administered by NHS England.  



 



4 Identifying ‘Atypical’ populations locally 
 
Because of the degree of variation nationally in terms of health and social care 
economies and patient expectation, demand and behaviour, there is no one method 
of identifying which populations could be considered as atypical. There are however 
a number of examples of how commissioners have scoped the issues and what data 
sources they have used (an example from Devon can be found on The Learning 
Environment’s case studies pin board).  



 



5 Unavoidably small and isolated  
 



5.1 Description of the Issues 



 



 Practices serving small but dispersed populations have limited ways in which 
to influence their income or costs yet provide a vital primary care service 



 Their funding is governed by their registered list (global sum / QOF payments) 
which, by the nature of their geography, cannot be expanded and may 
compromise the ability to deliver quality care and exacerbate workload 
pressures 



 Because of their location they are often serviced by small B class roads, 
potentially making travel difficult and time consuming for patients and service 
providers 



 Many such communities do not have easy access to a pharmacy or an A&E 
Department, ambulance access and response times can be longer than in an 
urban environment and community services are diluted 



 Public transport makes it difficult for patients to attend outpatient departments 
and other health facilities. As a result, some patients tend to rely on practices 
to provide a wider range of services than is normally regarded as ‘core’ 
general practice and staff require regular training to maintain their skills for 
providing first response in the absence of A&E. It may be hard to measure this 
effect but it can be summarised as a greater independence by patients from 
hospital care and a higher level of intervention and support from the practice 



 Engagement of GP locums or recruitment of successors to a contract can be 
problematic because of geographic isolation, income and potential workload 
pressures. It is recognised that country or island life is not everyone’s 
preference 



 Housing costs associated with ‘desirable’ or expensive country or island 
locations can also negatively impact on recruitment of practice administrative 
staff 



 Some rural locations attract itinerant workers who may not speak English, 
have no accessible medical record and consultations take longer. 
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5.2 Information / data considerations  



 
Here are some data sources or information that you may wish to consider when 
trying to define if a population is atypical: 
 



 The average population density and average distance from patient residences 
are both available for individual practices and, when considered in 
conjunction, may produce some useful insights.  It should be noted that 
population density is measured in persons per hectare (calculated from the 
population density of the relevant electoral ward) and distance to main surgery 
is measured in 100 metre units (as the average distance from patient’s home 
to main surgery location).  It may be useful to consider practices that rank in 
the top percentiles for both indicators, to help in reaching a judgement about 
relative rurality and isolation.  These data are available as an extract from the 
Exeter system 



 Ambulance response times (available from the local Ambulance Trust on 
request by the lead commissioning CCG in your area)  



 Current Service profile: does the practice provide additional or extra services 
that are not commonly available in other practices and not additionally funded. 
Could these be captured in a bespoke enhanced service, set of KPIs or added 
formally into a PMS agreement? Examples may relate to the absence of 
locally accessible health and social care services  



 Does the total practice income adequately cover the cost of providing 
services? Data sources that you could use to compare practices in your area 
include: 



 General Practice Expenses, GMS and PMS Contracts in England 
2013/14 (NHS Digital, published July 2016)3  



 Adjusting the General Medical Services Allocation Formula for the 
unavoidable effects of geographically-dispersed populations on practice 
sizes and locations (Deloitte, published 2006) 4 



 NHS Payments to General Practice, England, 2015/16 (NHS Digital, 
published July 2016). 



 



5.3 Case studies 



 
The case studies listed below are not an exhaustive list. Commissioners and 
providers can review these case studies, tailor them to their local area as required, 
and / or decide on other support arrangements that might be appropriate: 
 



 Contract for primary care support to secondary care (e.g. pre-operative 
assessments, post-operative wound checks and suture removal) 



  



                                            
3 The report finds that there is no reduction in expenses per patient as practices grow. The data are 



basic and commissioners may want to consider the point below which a list size is too small for a WTE 
GP. 
4
 This document’s value might be limited as it is 10 years’ old and the data cannot be refreshed as the 



datasets are not available. 





http://digital.nhs.uk/searchcatalogue?productid=21459&topics=1%2fPrimary+care+services%2fGeneral+practice&sort=Relevance&size=10&page=1#top


http://digital.nhs.uk/searchcatalogue?productid=21459&topics=1%2fPrimary+care+services%2fGeneral+practice&sort=Relevance&size=10&page=1#top


http://www.nhsemployers.org/~/media/Employers/Documents/Primary%20care%20contracts/GMS/GMS%20Finance/Global%20Sum/fr92_deloitte_final_report_rurality_adjustment_cd_120209.pdf


http://www.nhsemployers.org/~/media/Employers/Documents/Primary%20care%20contracts/GMS/GMS%20Finance/Global%20Sum/fr92_deloitte_final_report_rurality_adjustment_cd_120209.pdf


http://www.nhsemployers.org/~/media/Employers/Documents/Primary%20care%20contracts/GMS/GMS%20Finance/Global%20Sum/fr92_deloitte_final_report_rurality_adjustment_cd_120209.pdf


http://digital.nhs.uk/article/2021/Website-Search?productid=21528&q=payments+to+gp+practices&sort=Relevance&size=10&page=1&area=both#top
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 The ‘My Life A Full Life‘ programme is a collaboration between NHS Isle of 
Wight Clinical Commissioning Group, Isle of Wight NHS Trust, Isle of Wight 
Council, Community Action Isle of Wight and other local voluntary sector 
organisations. Its aim is to change the face of social and health care on the 
Island, helping people live life to the full.  Objectives are to achieve a more co-
ordinated approach to the delivery of health and social care services for older 
people, and people with long term conditions 



 First Responders such as Rural Responders in Suffolk supporting East of 
England Ambulance NHS Trust and Community First Responders supporting 
South Western Ambulance Service  



 Dorset Community Action’s Navigator Pilot was a collaboration with Dorset 
CCG as part of the Better Together programme. The pilot aimed to improve 
integration of care to provide more efficient use of resources and improve 
patient experience by supporting practitioners to refer patients to support 
services . Its key aims were to: 



 Manage long term conditions, especially those amongst the 
increasingly large cohort of older people living in, and migrating to, 
Dorset 



 Reducing the demand (need) for high cost care (acute hospital 
interventions, and long term residential and nursing care) 



 Enabling much more care to be delivered locally and enabling people to 
live independently for as long as possible 



 Village Agent schemes or Link schemes: 
 Somerset: Work with all ages. A number of clients are elderly and 



involve social care issues. Village Agents also have the role of helping 
to shape services by feeding back to the appropriate body information 
about gaps in service e.g. transport provision. They can also motivate 
and support a community to respond to a local need by working 
together to address issues e.g. by helping them to set up a coffee 
morning for a group of lonely people or start a volunteer car scheme. A 
Village Agents pilot project is using the social prescribing model, taking 
referrals from GPs and assisting with care planning for patients.  A 
second pilot is taking referrals from social workers at the area’s Adult 
Social Care Hubs 



 Bedfordshire:  Supported 950 clients over the financial year (with an 
average three visits per client) delivering a range of outcomes that 
included accessing health and housing services, getting home 
adaptations, obtaining mobility aids, take-up of benefits and tackling 
isolation through transport 



 Gloucestershire: The Village Agents support older people living in the 
area. Reports on their projects are here and case studies can be found 
here. Polish speaking agents are employed to support the local Polish 
community 



 Wiltshire: The Link Schemes are community-based initiatives that aim 
to improve the quality of life for disadvantaged, elderly or infirm people 
by providing a structured good neighbour service delivered by 
volunteers from within the local community. The range of Link Scheme 
services varies from providing volunteer drivers to take someone to a 
medical appointment, taking them shopping or to visit an old friend, or 





http://www.communityactionisleofwight.org.uk/what-we-do/services/health-wellbeing/


http://www.rural-responders.co.uk/index.htm


http://www.swast.nhs.uk/Working%20With%20Us/Community-First-Responders.htm


http://www.dorsetcommunityaction.org.uk/single-post/2016/08/02/A-review-of-the-VCSE-Navigator-role-provided-by-Dorset-Community-Action-as-part-of-the-Better-Together-Programme


http://www.dorsetcommunityaction.org.uk/health-wellbeing


http://somersetrcc.org.uk/somerset-village-agents-project/


http://bedsrcc.org.uk/village-agents/


http://www.grcc.org.uk/village-agents/village-agents


https://www.villageagents.org.uk/About_Us/Quarterly_and_Annual_Reports.aspx


http://www.grcc.org.uk/downloads/village---community-agent-map-may-2016.pdf


http://www.communityfirst.org.uk/community-first-services/access-and-well-being/link
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simply providing good neighbour care. They aim to complement the 
provision of other services, whether statutory or voluntary. 



 



5.4 Patient Group Observations 



 
Support services provided by volunteers and community groups act as a link 
between statutory services and the local community (some examples are listed in the 
Case Studies section above). They are well-placed to work across various isolated 
groups and share good practice as needed. Services such as those in Dorset (Dorset 
Community Action’s Navigator pilot as part of the Better Together programme) and 
the Isle of Wight (My Life A Full Life)) operate at a strategic level to bring providers 
and commissioners together to address issues and find solutions. The key challenge 
is that all these services need support by commissioners and funding in some way, 
so that there is a whole system approach. This support is not free, but can be tailored 
to meet the needs of statutory providers and help to fill gaps and is cost effective, 
flexible and resourceful in its approach. 



 
Provided by Paul Dixon, Action with Communities in Rural England 



 
 



6 University populations  
 



6.1 Description of the Issues 



 Some practices serving university populations are not able to earn as much 
QOF funding due to the low prevalence of disease. There is an assumption by 
some that service provision is less onerous due to low disease prevalence.  



 Anecdotally, it is believed that: 
o Since many students are living independently for the first time, this can 



be a time when they experiment by engaging in behaviours that affect 
their health and need for service interventions e.g. around alcohol and 
drug use and sexual activity, leading to a higher than average demand 
for services related to these. In addition, for students who do not have 
access to immediate family support, there can consequently be a 
greater need for primary care services especially in respect of mental 
health support 



o Students can present with minor ailments or with seemingly unfounded 
worries about their wellbeing. For those who have moved away from 
home and are living independently for the first time it is important that 
they are provided with information about the range of primary care 
services available including pharmacy as well as online sources of 
support (i.e. supported to develop “health literacy”) 



o A significant number of students with long term and complex health 
needs attend university (e.g. CF, transplants, MS, asthma, diabetes) 
and transition to new primary care and secondary care arrangements, if 
they are leaving home, is important as is support for transition to adult 
services which can take place during the university years. 



o For foreign students, a lack of familiarity with the country and how 
health services work can create additional demand for GP practices to 





http://www.dorsetcommunityaction.org.uk/health-wellbeing


http://www.communityactionisleofwight.org.uk/what-we-do/services/health-wellbeing/
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signpost patients to more appropriate services or lead foreign students 
to go directly to A&E which leads to additional demand on CCG 
resources  



o In addition some foreign students may have greater health risks/needs 
(e.g. TB, hepatitis) 



 Additional administrative effort required to register large numbers of new 
patients in September / October and de-register in the summer. 



 



6.2 Information/Data considerations 



 
Here are some data sources or information that you may wish to consider when 
trying to define if a population is atypical: 
 



 Comparative consultation rates (if local data available) 



 Prevalence of disease not covered by QOF, particularly mental health  



 Per-patient weighted funding level provided by global sum 



 Registration data in September – October to identify student registrations and 
de-registrations over the summer. 
 



6.3 Support Initiatives 



 
The case studies listed below are not an exhaustive list. Commissioners and 
providers can review these case studies, tailor them to their local area as required, 
and / or decided on other support arrangements that might be appropriate.  
 



 GP Champions for youth health project - funded by the Department of Health 



 Promotion of online support tools for young people e.g. NHS Go app 



 Using technology to reduce administration e.g. text message results service, 
online administration e.g. updating address (University Health Centre, 
Sheffield) 



 Local QOF or Local Enhanced Service for specific needs of the population 



 Skype consultations e.g. Newham’s young people with diabetes project  



 Shared care between ‘home’ and university-based health care services can 
help support adherence of and management of long term conditions for young 
people. 



 



6.4 Patient Group Observations  



 



 There is a risk that primary care practitioners expect young people to behave 
in a particular way. It is important that assumptions aren’t made about young 
people based on their age or that all university students behave the same way  



 The issue that a young person may present with may not be the real reason 
they have attended. Young people need to feel confident to trust a clinician. 
Clinicians need to be skilled in recognising where there may be an underlying 
issue and give the young person the confidence to reveal it during a 
consultation 





http://www.youngpeopleshealth.org.uk/our-work/young-peoples-participation/gp-champions


http://www.nhsgo.uk/


http://www.sheffield.ac.uk/health/uhshomepage


http://www.sheffield.ac.uk/health/uhshomepage


https://www.england.nhs.uk/2016/01/newham-diabetes-pilot-scheme/
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 Young people are undergoing a significant transition when they start university 
and having a trusted primary care practitioner to talk to can be extremely 
significant. They need to have information about the range of health services 
which exist so that they can be confident to seek help from primary care, 
pharmacy, A&E etc. 



 Young people may wish to attend services with their peers. Practice staff 
should not be surprised if students attend in a group to support each other 
using health services, in the same way that younger children attend with a 
parent or carer. If a peer wishes to sit in on a consultation clinicians should 
ensure that part of the consultation is with the patient alone – this would also 
be recommended for  young people attending consultations with parents or 
carers 



 There is a unique opportunity to increase university students’ awareness of 
how to use health services appropriately which has long term benefits for the 
health service 



 Young people with long term conditions need to access repeat prescriptions 
quickly when they move to university to avoid gaps in medication. Foreign 
students don’t always recognise drug brand names and often do not 
understand how to access medication. 



 
Provided by Emma Rigby, Association for Young People’s Health 



 
 



7 Practices with a high number of patients who do not 
speak English  



 
Some practices have a high ratio of patients who do not speak English, including 
practices designed to address the needs of migrants. 
 
Asylum Seekers: The working group had initially intended to include asylum seekers 
as part of the non-English speaking atypical group. However it became clear that the 
needs of asylum seekers may go beyond “ordinary” primary care. There are often 
significant levels of Post-Traumatic Stress Disorder (a result of trafficking, torture, 
violence, rape (for women, children and men) and illness (e.g. HIV, Hepatitis B / C, 
TB)). 
 
Note: A separate work stream to this Atypical Population work stream is ongoing in 
NHS England’s Primary Care Commissioning Team on translation and interpreting 
services. Further information can be found here. Another separate work stream to the 
Primary Care Team’s translation and interpreting project is ongoing between the 
Race Equality Foundation and NHS England’s Equalities Team to scope the viability 
of a community languages information standard. 
 



7.1 Description of the Issues 



 



 The need for an interpreter means that all conversations take longer and 
increases the cost of each patient contact (in relation to time taken and the 
cost of interpreting) 





https://www.england.nhs.uk/commissioning/primary-care-comm/interpreting/
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 If interpreting is not available, miscommunication increases the risk of patients 
not attending follow up appointments and delayed access to care  



 Surrounding support services (e.g. IAPT, obesity management) and literature 
are usually in English, thus necessitating the development of additional in-
house support  



 Lack of literacy, both in English and for some groups their native language, 
removes the value of written material normally used to reinforce appropriate 
access (e.g. appointments) and health advice 



 In addition the lack of cultural understanding of the NHS requires extra 
support, signposting and often the recalibration of patient expectations  



 Some patients have a basic lack of health education - for instance no 
knowledge of terms that describes cholesterol or calories, or the importance of 
taking medication correctly. 



 



7.2 Information/Data considerations 



 
Here are some data sources or information that you may wish to consider when 
trying to define if a population is atypical: 
 



 Evidence of languages spoken and percentage of list 



 Percentage of patients requiring an interpreter (recognising that the level of 
support may decrease over time for some patients as they learn English) 



 Consultation rates compared to the average and whether different language 
groups consult more, and what the reasons may be for this 



 Reported average length of consultation 



 Demand for interpreting (spoken word) and translation (written word) support 
services and growth in demand over time. 



 



7.3 Examples of support 



 
The examples cited below are not an exhaustive list. Commissioners and providers 
can consider these, tailor them to their local area as required and / or decide on other 
support arrangements that might be appropriate. Where available, documents have 
been added to The Learning Environment Case Studies pin board. 
 



 Funding that recognises increased consultation times / access 



 Education materials available in community languages  



 Acknowledgement of costs associated with interpreting, either in contractual 
payments or a provided service (Local Enhanced Service) 



 Public Health support for staff to help manage different needs of patients (e.g. 
hepatitis B vaccinations) 



 Additional training for staff in public heath messaging / realistic health 
interventions e.g. patient issues surrounding diet, behaviours and expectations 
of services 



 Screening for patients new to the UK for communicable diseases  





https://www.learnenv.england.nhs.uk/
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 Staff training on the use of interpreters particularly recognising where a patient 
is uncomfortable with the interpreter and knowing what action to take if staff 
question the quality of the interpreting service 



 Bilingual receptionist or in-house interpreting. 
 



7.4 Patient Group Observations 



 
Professional interpreters are the preferred means of communication and may also 
have knowledge of medical language. In addition, family interpreting may not be 
appropriate where the procedures or consultations are of a sensitive or intimate 
subject. Family interpreters may have no, or limited, medical knowledge. 
 



Provided by Samir Jeraj, Race Equality Foundation 



 



8 Conclusion 
 
We hope that this document will enable local commissioners to identify and support 
the practices that serve these populations in order that patients will continue to 
receive effective primary care. Further examples of case studies can be submitted to 
the Primary Care Commissioning Team by e-mail to be shared with colleagues 
across the country via The Learning Environment.  



 



9 Notes for NHS England commissioners  
 
When discussing this topic locally, please be aware that you may need to review 
equalities and health inequalities and the 13Q duty to consult. Copies of supporting 
documents completed for this project are available in the project files. Please contact 
the Primary Care Commissioning Team for more details by e-mailing 
england.primarycareops@nhs.net or calling 0113 825 1244 (PCC Team use: the files 
are kept here on the shared drive). 



 



10 Scheduled update 
 
This document is not scheduled to be updated. Further examples of local initiatives 
or case studies will be added to The Learning Environment website as they become 
available.  





mailto:england.primarycareops@nhs.net


https://www.learnenv.england.nhs.uk/


mailto:england.primarycareops@nhs.net


file://///ims.gov.uk/data/dh/london/skh/nw098/NHS%20CB/Direct%20Commissioning%20Team/Primary%20Care%20Ops%20Team/Project%20-%20Atypical%20Practices/9.%20Guidance%20document
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Promoting equality and addressing health inequalities are at the heart of NHS England’s values. 
Throughout the development of the policies and processes cited in this document, we have: 



•	 given due regard to the need to eliminate discrimination, harassment and victimisation, to 
advance equality of opportunity, and to foster good relations between people who share a 
relevant protected characteristic (as cited under the Equality Act 2010) and those who do not 
share it; and



•	 given regard to the need to reduce inequalities between patients in access to, and outcomes 
from healthcare services and to ensure services are provided in an integrated way where this 
might reduce health inequalities.
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Summary



1	 The NHS Five Year Forward View introduced the concept of a multispecialty community 
provider (MCP). A detailed description of the MCP care model was then set out in the 
multispecialty community provider (MCP) emerging care model and contract framework, 
published in July 2016. The MCP is one type of whole population provider. A second 
framework, published in September 2016, described the integrated primary and acute care 
systems (PACS) care model and the business model. In both cases, the frameworks set out 
the detail of the care model envisaged. This must come first but it is clear that changes to 
the contracting, commissioning and funding arrangements are required to facilitate the 
fullest delivery of the vision and deliver sustainability. This package of publications is designed 
to support the implementation of those changes. In essence, an MCP brings together GPs 
and other providers of out-of-hospital services to deliver a more integrated model of care. It 
incorporates a much wider range of services and specialists than traditional models and can 
encompass mental health services and social care services where this is agreed by the clinical 
commisioning group (CCG) and local authority. The scope will vary between different MCPs 
but in some cases could also include the delivery of some elective services previously based 
in hospitals. This builds on the growth of GP federations, which represent a stepping stone 
to this model, and delivery of innovations like General Practice Forward View access hubs, 
neighbourhood multidisciplinary teams and community facing specialists.



2	 The MCP framework gave an initial outline of the intended new MCP commissioning 
contract. Following further engagement and joint working with vanguards, including testing 
of an initial draft, NHS England has now published a draft version of this new contract and a 
set of supporting documents. 



3	 The package clarifies how the MCP model may be contracted for, providing drafts of the 
contract documents being developed nationally and to be used by local sites. Explanation 
of how they would work and the key features required for these models is provided. The 
package describes how local areas would approach procurement questions around MCPs and 
the application of the new Integrated Support and Assurance Process, run by NHS England 
and NHS Improvement in relation to the award of all new contracts for whole population 
models of care. 



4	 The package sets out how MCP models will be funded, including the details of whole 
population budget approaches, a new Improvement Payment Scheme to replace current 
incentive schemes and risk/gain sharing across the local health economy to align incentives. 
Finally, the package describes implications for the commissioning system of new models of 
whole population provision.



5	 While the package focusses on implementation of the MCP model, many of the principles are 
transferable to other circumstances, particularly a PACS model. We intend to produce a PACS 
contract, derived from the MCP version and for use in a model taking in a wider, acute service 
scope. NHS England will work with sites wishing to implement a PACS model to develop 
together a prototype of the appropriate national contract.



6	 This cover paper:



•	 recaps the different ways in which we expect that the MCP care model may be introduced 
in practice;
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https://www.england.nhs.uk/ourwork/futurenhs/


https://www.england.nhs.uk/wp-content/uploads/2016/07/mcp-care-model-frmwrk.pdf


https://www.england.nhs.uk/wp-content/uploads/2016/09/pacs-framework.pdf


https://www.england.nhs.uk/wp-content/uploads/2016/09/pacs-framework.pdf


https://www.england.nhs.uk/wp-content/uploads/2016/07/mcp-care-model-frmwrk.pdf
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•	 describes the basis on which the draft MCP Contract is being published at this stage – that is, 
for informal engagement, with formal consultation on an updated draft to follow in due course;



•	 outlines the set of supporting documents published alongside the draft Contract; and



•	 sets out the process for giving feedback on the draft Contract and supporting materials and 
outlines the key questions on which we would particularly welcome stakeholders’ views.



Establishing the MCP care model in practice



7	 As described in the MCP framework, we envisage three main approaches through which 
the MCP care model can be established in practice within a local health and social care 
community. 



•	 ‘Virtual’ MCP. The first approach would see practices, local community services providers 
and commissioners enter into an ‘alliance agreement’ which would overlay (but not 
replace) existing commissioning contracts. This agreement could establish a shared vision, 
a commitment to managing resources together, as well as clear governance and gain/risk 
sharing arrangements, together with an agreement about how services will be delivered 
operationally in an MCP-like model. Many virtual models will usefully include acute 
providers in the model.



•	 ‘Partially-integrated’ MCP. The second approach would be for commissioners to re-
procure, under a single contract, all services that would be in scope of a fully-integrated 
MCP except for core general practice. The organisation holding the contract would be 
required to integrate these services directly with core primary medical services (and, would 
enter into an ‘integration agreement’ with the practices delivering those services to support 
its integration obligations). The entity awarded the contract could be a new organisation 
(perhaps a joint venture vehicle) or an existing organisation taking a lead role across 
the system. Under this model, practices would continue to be commissioned to provide 
primary medical services under their GMS/PMS contracts; GPs would still be able to take a 
management, leadership or ownership position in the MCP itself.



•	 ‘Fully-integrated’ MCP. The third approach would be for commissioners to re-procure, 
under a single contract, all of the ‘in scope’ services, including core general practice. This 
will establish a single MCP organisation as lead provider for the full range of community 
and primary medical services, with full responsibility for provision and integration of care. A 
GP or practice could relate to the MCP as one or more of co-owner, director, employee or 
sub-contractor. Because essential primary care services would be commissioned under the 
MCP Contract, the fully-integrated model requires GPs to be released from their current 
contractual obligations (under a GMS, PMS or APMS contract). This can either be effected 
by terminating current contracts or though temporary ‘suspension’ of those contracts. 
NHS England has engaged with the BMA on how such a suspension mechanism could be 
introduced, and we are working with the Department of Health to consult on changes to 
regulations to create this option, effective as of 1 April 2017.



8	 In principle, each could deliver the outcomes envisaged by the MCP care model. Local areas 
will need to work through the trade-offs between: 



•	 the degree of formal integration they want to achieve and the strength of governance and 
decision making required for implementation of the model; 











•	 their appetite for change and the pace at which they are able to proceed



	 Some areas may choose a virtual or partially integrated model as an endpoint or transitional 
step. Others may decide this doesn’t enable them to secure enough of the benefits of the 
fully integrated MCP. Mixed economies, in which some GPs take part in a fully integrated 
sense and others in a partially integrated relationship, are also possible. This will require us to 
work through the detail with sites.



9	 The MCP Contract is designed to act as the commissioning contract for the partially-
integrated and fully-integrated MCP approaches. Under the virtual approach, existing 
commissioning contracts remain in place – but augmented by an alliance agreement between 
the parties, a model version of which we have published as part of this package of materials. 



10	 An effective local health and care system should provide NHS, public health and social care 
services in a joined-up way for its population, but it is for local commissioners to decide 
how to achieve this integration. An MCP can therefore include mental health, public health 
and social care services where this is agreed by the CCG and local authority – and this is the 
intention in a number of areas, if not initially then at a later point.



11	 Our work has therefore focussed on developing a contract and associated policies that 
work for the core components of an MCP – i.e. community health services and primary care 
services. A number of the supporting documents in this package provide guidance for NHS 
organisations specifically. 



	 We are doing further work to test that the contract and associated policies are effective 
where social care and public health are in scope of the MCP, and what modifications might be 
needed. We would welcome feedback on this to help us get it right.



Engagement on the draft Contract



12	 The draft MCP Contract is the product of intensive joint work with a number of vanguard 
sites across the country and work will continue in this way. By working together on policy 
development, co-developing the approach to tackle the issues vanguards are facing and using 
their input to shape our thinking and expose the issues we hope we have created a contract 
that will facilitate local plans.



13	 Any commissioning contract needs to secure protection for those using services (in terms 
of access to safe, high-quality services with excellent outcomes) and for commissioners 
and the taxpayer, with robust processes for holding the provider to account for health and 
care outcomes, service standards and value for money. At the same time, a commissioning 
contract has to be balanced – the ‘deal’ on offer to potential provider organisations must be 
sufficiently attractive and workable, particularly where there is an expectation of significant 
up-front investment.



14	 In preparing the new draft MCP Contract (a variant of the generic NHS Standard Contract), 
we have been very conscious that the MCP care model is innovative and that MCPs, once 
established, are expected to hold long-term contracts under a new payment model, taking 
responsibility for a very significant proportion of a CCG’s expenditure on commissioned health 
services and potentially of a local authority’s expenditure on social care and public health. 
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MCPs themselves may also be different provider organisational forms than those which have, 
traditionally, held very high-value NHS Standard Contracts, general practice contracts or local 
authority contracts. 



15	 The draft MCP Contract which we have produced is designed to deal with these challenges, 
and in due course, we intend that, following formal consultation, it should become – like the 
generic NHS Standard Contract – a model commissioning contract, mandated by NHS England 
under our Standing Rules regulations for use by commissioners in specific circumstances. 



16	 We do anticipate, however, that the draft MCP Contract may well need to evolve significantly 
in the light of the practical experience of the first vanguard health and social care 
communities which seek to use it ‘for real’. In that context, therefore, we have decided to 
publish the draft Contract at this stage for a period of engagement and informal feedback, 
ahead of formal consultation. This informal feedback stage will run until 20 January 2017, 
and we will then publish an updated version of the draft Contract for use. 



17	 Over the ensuing months, we will then work with commissioners in the most advanced MCP 
vanguard sites to use this revised version and develop it further in doing so, taking on board 
learning from their engagement with potential providers, sub-contractors, funders and others. 
Our intention will be to adapt and further improve the draft so that it can be used to support 
local procurement processes in these first sites. In these cases, commissioners will be required 
to use the draft Contract as their starting point, but we will be open to proposals for changes 
which commissioners may wish to suggest to the nationally-drafted provisions of the contract 
in order to accommodate local circumstances. (Any such changes will require specific NHS 
England approval.) 



18	 On the back of this practical experience, we will look to review and improve the core national 
terms of the Contract, with a view to publishing a revised version for formal consultation 
in due course during 2017 – with the final version published after consultation becoming 
mandatory in its final form for use in appropriate circumstances, as with the generic NHS 
Standard Contract.



Supporting documents



19	 Alongside this draft MCP Contract, and to assist those likely to use the Contract early, NHS 
England has also published a series of supporting documents, also for engagement, covering 
the following: 



a)	 Explanatory notes to the draft MCP Contract. These give a high-level explanation of 
the function of each main section or schedule of the contract.



b)	 Template Integration Agreement. This is a model document for local adaptation, for 
use with the ‘partially-integrated’ MCP model described in paragraph 7 above; it sets out 
how the MCP and local GP practices will work together to integrate the MCP’s services 
with core primary medical care to deliver the MCP care model. 



c)	 Template Alliance Agreement. This is again a model document for local adaptation, 
for use with the ‘virtual’ MCP/PACS model described in paragraph 7 above. At this stage 
this agreement is focused on the development of new governance arrangements to bring 
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providers and commissioners together, but does not reference specific detail related to the 
care model. We will work with sites to develop this further over the coming months.



d)	 MCP procurement and assurance approach. This sets out:



•	 relevant procurement legislation relating to the use of the MCP Contract;



•	 how the national Integrated Support and Assurance (ISAP) process will interact with  
the procurement;



•	 key steps and considerations for CCGs; and



•	 GP engagement considerations during the procurement process



•	 annexes on potential considerations in relation to workforce and estates



e)	 GP participation in an MCP. This sets out:



•	 how the MCP model fits in with the broader strategy for primary care as set out in the 
General Practice Forward View;



•	 what an MCP means for patients, the GP’s role and the practice; and



•	 implications for existing GP contracts.



e)	 MCPs and the NHS commissioning system. This covers:



•	 advice on CCG duties; and



•	 current rules around pooling of budgets



e)	 MCP financial strategy. 	This covers:



•	 the objectives of the MCP payment system 



•	 the MCP payment approach, comprised of three main elements;



•	 the ‘Whole Population Budget’, or single payment made to the new entity;



•	 a ‘gain / loss share agreement’ to align financial incentives across health services 
provided for the MCP population; 



•	 the MCP ‘Improvement Payment Scheme’ to incentivise improved outcomes; and



•	 the structure of these three elements, and how they can be contracted for.



In due course, we intend to publish further detail in a Whole Population Budget Handbook.



h)	 Whole population models of provision and NHS Pensions. This covers:



•	 the current rules for NHS pensions access and how they apply to the most common 
expected MCP contracting arrangements; and



•	 a summary of changes that have been made to pensions regulations to protect access to 
the NHS Pension Scheme when joining an MCP.
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Key issues for consideration



20	 MCPs will be radically different to existing models, in terms of both care provision and 
contractual arrangements. They will be responsible for providing a very large range of services 
to a significant population; they will operate under a new payment model and under a longer 
term contract for up to 10-15 years. So where an MCP is established, it will immediately be a 
systemically important component of any local health and social care system. And, depending 
on the outcome of local procurement processes, some MCPs may operate using innovative 
organisational forms. 



21	 These differences prompt a range of questions – about what arrangements are needed 
to mitigate against the risk of provider failure, for instance, whether there should be new 
requirements in relation to financial transparency and liquidity, or whether the ability of an 
MCP to distribute profit should be restricted in any circumstances. The draft MCP Contract 
sets out proposed new provisions in some of these areas. 



22	 We welcome feedback on these new provisions and on any detailed issues raised by the 
draft contract and the supporting documents. We have set out below a number of high-level 
questions on which we would particularly welcome feedback. 



a)	 We want the MCP Contract to enable commissioners to strike an appropriate balance 
between contracting for a nationally-mandated care model contracting for services on the 
basis of locally-determined specifications and standards, and contracting for longer-term 
health outcomes. Does the current draft offer the right mix of nationally-mandated and 
locally-specified requirements?



b)	 Given the systemic importance any MCP will have in its local health and social care 
community, we have proposed within the draft Contract a range of financial controls on the 
MCP provider which are in addition to those within existing commissioning contracts. Will 
these be effective in minimising the risk of failure, but without stifling local innovation? 



c)	 The accompanying financial strategy sets out arrangements for calculating payments to 
the MCP, for the proposed Improvement Payment Scheme and for the underpinning 
MCP Health and Care Dashboard of core performance indicators. This will be 
supplemented in due course by a Whole Population Budget handbook. Is there 
sufficient detail to support accurate calculation of payments, particularly in terms of 
identifying existing costs in primary care, social care and public health services? And 
do you support our intention to develop and publish a dashboard of core performance 
indicators for MCPs?



d)	 NHS England envisages MCP Contracts would be for up to 10 – 15 years, allowing time 
for sustained investment and improvement in population health. We are seeking views on 
both the opportunities and challenges that longer-term arrangements could present.



e)	 The long term nature of an MCP Contract requires us to manage how the requirements 
on the MCP, the associated payment and the level of financial risk can appropriately evolve 
over time. Have we provided an effective framework for this over the lifetime of the local 
contract? Does this provide sufficient stability for the provider to encourage long term 
planning and development? And is the proposed approach to early termination appropriate?
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f)	 A local MCP Contract may be held by various different types of provider body, in terms of 
organisational form. Is the draft Contract equally workable from the perspective of each? 



g)	 The different possible approaches to establishing an MCP all have different implications 
for general practices and for individual GPs, in terms of their contractual and 
employment arrangements. In all models general practice will be at the heart of 
delivering an MCP model. Does our overall package provide sufficiently clear information 
for practices and GPs?



h)	 We have taken national NHS commissioning contracts as our starting point in drafting 
the MCP Contract with some significant changes to reflect the nature of the MCP 
model. But how does the draft Contract need to be adapted to better enable integrated 
commissioning of clinical health services with certain social care and public health services, 
where this is what local commissioners wish to do? We would welcome any feedback on 
which terms in the contract would need to be disapplied in relation to social care and/
or public health services, whether any specific, additional terms would be required, or 
whether some terms would need to change to reflect an integrated service model. 



i)	 The draft service conditions require the MCP, as standard, to carry out some activities 
directly to support CCGs in delivering aspects of their statutory duties (needs assessment 
and analysis or public involvement and consultation, for instance). Are there more such 
activities (whether for CCGs or local authorities) which the contract should require or 
enable the MCP to undertake?



j)	 A key next step for us will be to develop a model commissioning Contract for a PACS 
model including acute hospital services. We envisage that the PACS contract will share 
many of the characteristics of the MCP Contract – but what different elements might we 
need to include?



Feedback and next steps



23	 We welcome feedback on the Contract and supporting documents and the opportunity to do 
this is open until Friday 20 January 2017. You can provide your comments via https://www.
engage.england.nhs.uk/survey/mcp-contract-package.



24	 This package sets out proposals for how the MCP model could be contracted for and 
implemented. The Contract for commissioners to use in commissioning MCPs, and any 
potential changes to regulations discussed here, are the subject of ongoing discussion with 
the Department of Health with scope to change following engagement and final decisions 
still to be taken.



25	 We envisage an ongoing and iterative process of engagement and will continue to engage 
direct with those commissioners who are closest to being in a position to commence an MCP 
procurement process. Our intention is that we will then be in a position to revise the current 
draft Contract on the basis of greater practical experience of the realities of MCP procurement 
and implementation – with an updated draft MCP Contract for early users being published 
early in 2017 and a further version published for formal consultation later next year. A draft 
PACS Contract will also be developed and published in due course.
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Our values: clinical engagement, patient involvement, local ownership, national support



The NHS Five Year Forward View sets out a vision for the future of the NHS.  
It was developed by the partner organisations that deliver and oversee  
health and care services including:



•	 NHS England



•	 Care Quality Commission



•	 Health Education England



•	 The National Institute for Health and Care Excellence



•	 NHS Improvement



•	 Public Health England 



www.england.nhs.uk/vanguards #futureNHS





http://www.england.nhs.uk/vanguards


https://twitter.com/hashtag/futurenhs








