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	JOINT COMMISSIONING COMMITTEE

	MEETING:


	Fifteenth Meeting in Public of the Joint Commissioning Committee

	MEETING DATE:
	Thursday 17 August 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

	Liane Langdon (LL)
	Chief Officer
	NHS North Lincolnshire CCG

	Ian Holborn (IH)
	Chief Finance Officer
	NHS North Lincolnshire CCG

	Catherine Wylie (CW)
	Director of Quality & Nursing/Nurse Member
	NHS North Lincolnshire CCG

	Dr Andrew Lee (AL)
	GP Member
	NHS North Lincolnshire CCG

	Dr Margaret Sanderson (MS)
	Chair NLCCG
	NHS North Lincolnshire CCG

	Richard Young (RBY)
	Director of Commissioning
	NHS North Lincolnshire CCG

	Dr Robert Jaggs-Fowler (RJF)
	Director of Primary Care
	NHS North Lincolnshire CCG

	Amalia Booker (AB)
	Director of Operations
	LMC

	Janice Keilthy (JK)
	Lay Member, Patient & Public Involvement
	NHS North Lincolnshire CCG

	Heather McSharry (HMcS)
	CCG Lay Member Equality & Diversity
	NHS North Lincolnshire CCG

	Geoff Day (GD)

	Head of Co-Commissioning
	NHS England – North (Yorkshire and the Humber)

	Dr Wendy Barker (WB)
	Deputy Director of Nursing
	NHS England – North (Yorkshire and the Humber)

	Carol Lightburn (CL)
	Director
	Healthwatch North Lincolnshire

	IN ATTENDANCE:

	Pete LeQuelenec (PL)
	Business Manager/Secretariat
	NHS North Lincolnshire CCG

	Sara Brine (SB)
	Head of New Models of Care
	NHS North Lincolnshire CCG

	Erica Ellerington (EE)
	Primary Care Contracts Manager
	NHS England – North (Yorkshire and the Humber)


	APOLOGIES:

	NAME
	TITLE
	SERVICE/AGENCY

	Penny Spring (PS)
	Director of Public Health
	North Lincolnshire Council

	Erika Stoddart (ES)
	CCG Lay Member, Governance
	NHS North Lincolnshire CCG


	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 fifteenth 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.
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.
HMcS declared an interest in Item 8.0 of the agenda as a patient of Market Hill.  IR clarified that this meant HMcS would be able to participate in any discussions but would not able to vote.

MS declared an interest in item 9.4 as a partner of the Trent View Medical Practice.  IR clarified that this meant that MS would be unable to participate in discussion on this item but would not be required to leave the room. 
	Decision: Noted
	Chair

	3.0 MINUTES OF THE MEETING HELD ON 15 JUNE 2017

	The minutes of the meeting on 20th April 2017 were accepted as an accurate record of the meeting with the following amendment:

Item 10.0 – FINANCE REPORT – Third paragraph:

· Delete: ER

· Insert: ES
	Decision: Noted
	Chair

	4.0 ACTION LOG

	Actions from Public Meeting held on 15 June 2017:
Item 10.0 – QOF Overspend – CFO to investigate whether the increase in the population of North Lincolnshire had been factored into the QOF calculations. 
Item 10.0 – Prescribing Budget – CFO to investigate how the prescribing budget had been profiled across practices
Item 11.0 – Primary Care Dashboard Report - GD to anonymise and forward dashboard produced by a neighbouring CCG. 
	Decision:  It was noted that all items were due to be considered later in the meeting and it was agreed to remove them all from the action log
	Chair

	5.0     MATTERS ARISING (NOT COVERED ON THE AGENDA)

	Item 12.0 - ENGAGEMENT ON MARKET HILL PRACTICE PROCUREMENT AND ENHANCED GENERAL PRACTICE EXTENDED HOURS PROVISION – IR informed the committee that the engagement exercise around enhanced extended hours provision was well underway.
Item 9.0 – GP PRACTICE LIST CLOSURES PROGRESS – IR queried why an application for the extension of a practice list closure had been included on the agenda for the private part of the meeting when such issues had previously been considered in public.  It was agreed to bring consideration of the application from the Bridge Street Surgery forward into the public meeting as agenda item 9.1.

	Decision: Noted

Decision: Noted


	Chair

Chair

	6.0     REVIEW OF JCC TERMS OF REFERENCE

	IR advised the meeting that the committee was required to review its terms of reference on an annual basis.  He added that two changes were proposed;

·  Rename the committee as the Primary Care Commissioning Committee 
·  Include the CCG’s Director of Primary Care/ Medical Director as a voting member
Members voted unanimously for both proposals.
	Decision: 

Agreed

Agreed

	Chair

	7.0 FINANCE REPORT

	BL presented the Financial Report for Month 4, and the report provided the latest summary financial performance for Primary Care across NHSE and the CCG managed budgets.  It also contained a response from NHSE regarding queries that had been raised at the JCC meeting in June regarding the 2016/17 out-turn.
RJF asked about the LES GTT Test expenditure in Appendix 1, querying why this was still there as to his knowledge this had now been ceased and transferred across to HPAYC testing. MS added that she thought the GTT monies had been transferred across for the Diabetes Super 6 model.

RBY commented that there was a need for a comprehensive review of enhanced services and this needed to be a priority.

The appropriateness of the allocation of prescribing budgets to individual practices was raised and it was questioned how concerned the JCC should be regarding the £324K overspend at the end of M4.
IH advised that there was still a requirement for more efficiency in prescribing and that money saving initiatives were in progress.

The finance report for M4 was noted. 
	Decision: The Financial Report for Month 4 was noted.


	CFO



	8.0 PRIMARY CARE DASHBOARD REPORT

	RJF tabled the report.

IR asked about the latest national GP patient survey data, which showed a variation in the overall patient satisfaction rate for North Lincolnshire practices ranging from 66%-99%.  He queried if anything could be done to address the issues and drive up the percentages for those practices in the lower percentage brackets.

RJF responded that he was aspiring to address the problems but that manpower issues were not allowing this to happen and that it was proving difficult to pursue and not currently the top of the primary care list of on-going things.  SB added that she had been working face to face with practices very recently to understand their issues and to see what could be done to assist them.

IR commented that there was little point in receiving the dashboard report if nothing is being done with it.
GD added that there did appear to be a lot of variation between practices and that there was a need to understand why patients were unhappy.

GD then advised regarding the practice performance monitoring model being used by Hull CCG. He explained that monthly meetings are held to discuss quality monitoring and that the performance dashboard is populated with information gathered from various sources including the use of ‘soft intelligence’.  SB reiterated that she is spending more time with practices, where possible, in face to face conversations to share intelligence and to get a sense of problems within individual practices as early as possible, so that action can be put in place.

It was asked how Hull got agreement on the RAG rating system, to which GD added that the RAG rating was merely an indicator.

CW informed that all quality information that has been released publically should be shared in the public domain, but information not shared publically must remain in private until it is sanctioned for release.

It was agreed that the CCG should adopt the Hull primary care dashboard approach and that the data should be presented to both JCC and Quality Group.

RJF confirmed that Business Intelligence and Primary Care Directorate had started to adopt the new format. Some of the data fields had already been populated but further work is needed to establish all appropriate data sources.
	Decision: 

The Primary Care Dashboard report be noted and the Hull CCG model dashboard be adopted for future use

	DoPC



	9.0 NHS ENGLAND UPDATE REPORT

	EE presented the NHSE update.
1. Practice List Closure Update - The following Practices in the North Lincolnshire area are currently operating with a closed list;

· Bridge Street-              list closed until 30/09/17
·  The Birches
-
list closed until 31/08/17

Bridge Street has since requested a further extension to its list closure principally due to ongoing recruitment issues 

NHSE is working with the surgery on an action plan which includes:

· Sharing Riverside surgery ECP for home visits

· Nurse prescribing courses for nursing staff

· Navigation training for all staff

It was noted that the surgery had no active PPG.
RJF added that Bridge Street surgery had a unique model of care that was valued by patients but was probably no longer sustainable.
NHSE are monitoring the surgery on a monthly basis and working on the action plan with the surgery.

2. 2016/17 GP Contract Variation Notices and Updated Contracts –
NHS England has published the 2016/17 General Medical Services (GMS) and Personal Medical Services (PMS) variation notices and updated contracts. NHS England – North (Yorkshire & the Humber) was in the process of rolling these variations and updates out.

3. Dispensing Services Quality Scheme (DSQS) –
GP Practices were emailed the 2017/2018 DSQS documentation on Friday
2nd June 2017. Dispensing practices had until 1st July 2017 to sign up for this year’s scheme. The deadline for the initial submission of information is 31st December 2017.

4. Estates, Technology & Transformation Fund (ETTF) Update for North Lincolnshire The CCG were looking to progress three priority schemes submitted under the
ETTF programme;

· Riverside Surgery, Brigg - (estimated build cost £850k) The   proposed scheme includes for a two storey extension to the existing facilities to offer additional consulting rooms and operating theatre provision, together with separate reception area, waiting area and toilets and first floor office accommodation.

· Ancora Practice, Scunthorpe – (estimated build cost £810k) Proposed improvements would comprise formation of new extension at ground floor level, which would wrap around two elevations of the existing premises to make maximum use of the land available on site

•
Trent View Medical Centre (Skippingdale) – (estimated build cost £670k) Proposed extension to the first floor to achieve additional clinical space to fulfil the required clinical access to cope with increased demand.
IR queried on what basis the CCG had agreed to prioritise these shemes as there is no specific primary care estates strategy in place.  LL responded that primary care premises issues are covered in the CCG’s overall estates strategy.
5. Clinical Pharmacists in General Practice – 
Applications for Year 2, Phase 1 of the scheme had now been assessed and providers informed of the outcome of their submissions.  North Region (Y&H) received 8 applications, 2 of which were from North Lincolnshire.
Unfortunately both applications were refused and NHSE are currently working with the practices to amend applications to be in a position to resubmit in September 2017.

6.GP Career Plus Pilot –
City Health Care Partnership CIC is delivering one of 11 national pilots of the GP Career Plus Scheme.

The national scheme is initially aimed at retaining the skills and experience of GPs who would otherwise be looking to leave the profession. The CHCP pilot is aimed at GPs aged 55+ and female GPs aged 30-40 years and looks to recruit a pool of GPs who will be available to provide support to Hull practices.

The pilots will run for 12 months after which time all models will be evaluated. If successful the intention would be for the Hull scheme to continue with the aim of it being self-funding.

Advantages of the scheme for the GPs:
•
Alternative to full retirement

•
Maintaining clinical skills of those GPs who are mid-career.

•
Better work life balance (able to take extended leave, can work between 2 and 9 sessions per week)

•
Delivery of all statutory and mandatory training and support for revalidation and appraisal
•
Peer support group
•
Direct payment of £80 per hour within 30 days of sessions worked
•
Contribution towards indemnity costs

Advantages of the scheme for practices:
•
Support from the pool of GPs for:

•
Provision of clinical capacity to cover vacancies, annual leave, parental leave and sick cover.

•
Specific types of work for e.g. long term conditions and home visits

•
Clinical training, individual mentoring, coaching and support for practices that are struggling
•
Competitive pricing structure for work undertaken by GPs as an alternative to locum agencies.

7. International Recruitment Update – 
Humber Coast and Vale have had a proposal approved to recruit 65 GPs from Spain, Poland, Holland and Sweden.  The CCGs together with Humber Coast and Vale GP Clinical Lead, Cathy Twomey met with prospective recruitment agencies on 31 July 2017.  Agencies were invited in to present however only two turned up; one presentation was very disappointing with the agency having very limited experience of recruiting GPs; the second agency

was Templars and although the CCGs have some reservations they have agreed  to  use  Templars  to  support  the  programme  and  enable  it  to commence before other areas come on board with the national programme.

	Decision: To grant Bridge Street surgery a further three month list closure extension 
Decision: Noted

Decision: Noted

Decision: Noted

Decision: Noted

Decision: Noted

Decision: Noted
	Chair

	10.0  IMPLEMENTING THE GP FORWARD VIEW ACROSS YORKSHIRE AND THE HUMBER

	GD and EE gave a presentation around extended access to GP services going forward.  Issues and concerns were raised around the following:
· Lack of workforce

· Do extended hours really relieve problems in A&E?
· Area wide approach to manning

· Will appeal to more sessional/salaried GPs

· Will take away resources from core of GP work

· Patients may be averse to this if they are unable to see ‘their’ GP

There had been positive support from the Council of Members when this topic was first broached, but as a ‘unified model’ for the whole area.  The presentation is to go to the next Council of Members meeting for further discussion.

RJF pointed out that he and GD had been in discussion and agreed that there was a definite need to bring all GPs into the conversation.  He added that this also fitted in with the co-designed work that was currently being undertaken.
It was agreed that this was a vision for both Primary and Accountable care. AL added that elements of continuity were a must, which was acknowledged.
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	NHSE

	11.0  ANY OTHER BUSINESS

	There was none.
	Decision: Noted

	Chair

	12.0   DATE AND TIME OF NEXT PUBLIC MEETING

	Date

Time

Venue

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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Extended Access



Problem

or

Enabler

?
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NHS England will provide additional funding, on top of existing primary medical care allocations to enable CCGs to commission and fund extra capacity to ensure that everyone has access to GP services, including sufficient routine and same day appointments at evenings and weekends to meet locally determined demand, alongside effective access to other primary care and general practice services such as urgent care services
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Recurrent funding to commission additional capacity and improve patient access will increase over time:-



	2018/19 	£3.34 per weighted patient

	2019/20	£6.00 per weighted patient





The Funding
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The Ask 

New Model procured and in place with 100% delivery March 2019 
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Timing of Appointments

commission weekday provision of access to pre-bookable and same day appointments to general practice services in evenings (after 6:30pm) – to provide an additional 1.5 hours a day;

commission weekend provision of access to pre-bookable and same day appointments on both Saturdays and Sundays to meet local population needs;

provide robust evidence, based on utilisation rates, for the proposed disposition of services throughout the week; and

appointments can be provided on a hub basis with practices working at scale.



In order to be eligible for additional recurrent funding, CCGs will need to commission and demonstrate the following:






www.england.nhs.uk

Capacity: 

commission a minimum additional 30 minutes consultation capacity per 1000 population, rising to 45 minutes per 1000 population.



Measurement:

ensure usage of a nationally commissioned new tool to be introduced during 2017/18 to automatically measure appointment activity by all participating practices, both in-hours and in extended hours. This will enable improvements in matching capacity to times of high demand. 

Advertising and ease of access: 

ensure services are advertised to patients, including notification on practice websites, notices in local urgent care services and publicity into the community, so that it is clear to patients how they can access these appointments and associated service;









www.england.nhs.uk

Ensure ease of access for patients including: 

all practice receptionists able to direct patients to the service and offer appointments to extended hours service on the same basis as appointments to non-extended hours services 

patients should be offered a choice of evening or weekend appointments on an equal footing to core hours appointments



Digital: 

use of digital approaches to support new models of care in general practice.
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Inequalities: 



issues of inequalities in patients’ experience of accessing general practice identified by local evidence and actions to resolve in place. 



Effective access to wider whole system services



Effective connection to other system services enabling patients to receive the right care from the right professional, including access from and to other primary care and general practice services such as urgent care services.
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Do absolute minimum



Commission the required minutes from your Out of Hours provider and require them to use digital and accept direct booking of the patients from practices



Will this help at practice level? What will be the benefits as a result? 



Extended Access as a Problem
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Look at things differently



Why shouldn’t patients have access to primary care 24/7 (not necessarily face to face)

Why would you not want to release time for care

How could this requirement help us deliver the 10 HIA

It doesn’t have to affect your GMS/PMS/APMS contracts

It could improve working lives 

Help with recruitment and retention by providing new opportunities (portfolio careers)

Give GPs the time they need to spend with “at risk” patients

It may reduce continuity for some patients – but not all patients need or want that.



Extended Access as an Enabler
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Some Ideas
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Key elements:

North Lincs Wide City wide call centre open 24/7 thus satisfying 7 day access and improved OOH arrangements

Model supported by 3 care networks

Single NL wide home visiting service (ECP led with GP access as required)

Pro-active care navigation

Single formulary 

Online triage – telephone triage – walk-in go through care navigation (time and day dependant)

Separate model of access for high risk patients and those with multiple long term conditions

Functional Multi-Disciplinary approach to high risk patients 

Access to social prescribing at least at network level




Primary Care Model;
Same Day Demand
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Call centre function

Walk In

Telephone

(Single access number for all participating practices)

Digital (24/7)

(Email/AskMyGp, Internet, App)

Care Navigation

999

Self care advice

Clinical triage

Telephone Advice

Skype Appointment

Email advice given

Face to Face appointment

Home Visiting service

Prescription via EPS

Appointment made with other service

Physio

Community Services

LA Services

Voluntary services

Mental Health Services 

etc

Telephone consultation

Primary Care Acute patient (Unplanned) model

Links into a wide range of Health, Social and Voluntary Care Services
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Key elements:



For those patients who have appropriate frequent interactions with primary care where continuity is a priority their care will be tailored to ensure a Multi-Disciplinary Team approach is followed supported by appropriate care plans.



The model relies on:-

Patients having an individual care plan that they and their carers fully understand and are signed up to

An increased uptake and pro-active response to remote monitoring

developing more integrated services across the system under the one provider. For example the management of diabetes including traditional primary and acute care.

The above would be combined with access to social prescribing self-help groups, expert patient programmes and individual personal budgets.




Primary Care Model;
Planned Care Demand






www.england.nhs.uk

Care Co-ordination

(named lead clinician as documented in care plan)

Primary Care LTC model

Links into a wide range of Health, Social and Voluntary Care Services

LTC Patient managed in the community

Remote monitoring

Abnormal monitoring

In Hours (Yes)

In Hours (No)

Action by “call Centre”

Outcome sent to lead clinician

Appropriate outcome(s) secured

Named lead clinician
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How does this fit with New Models of Care?
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  My Thoughts…….

We need to think about the system differently. To set the vision we have to forget about existing contractual frameworks and individual organisations
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Integrated Commissioning



Integrated Provision







We don’t have either now, in reality we have the opposite




Its about 2 things
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Current Model (Health only)





















































































































NHS England

Primary Care Contracts

CCG

Community services

Acute Services

Mental Health

Voluntary services

Specialist Acute services

Ambulance
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PCH, MCP, ACP, ACO, PACS etc



What do they mean and does it matter?



Do CCG’s know what they mean?



Do we use the terms interchangeably?



What does matter?




New Care Models






www.england.nhs.uk





The role of the commissioner



The role of the Provider



Accountability for the money



To make sense of the new models we need to understand;





www.england.nhs.uk

Integrated with who?



Suggestions might include

Health - primary, secondary, community and mental health

Local Authority – Public health - social services (but what about housing, regeneration, planning they all affect long term health and social outcomes – raise individual aspirations and create opportunities.

Voluntary sector – social prescribing



Integrated Commissioning
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Key question for commissioners



What’s in the scope of services?

Is it enough to be worthwhile (could it be delivered by existing contract changes)

What’s in Out of hospital care

Where does 7 day access fit in

High level outcomes

Prevention focus and necessity

What's not in scope and who commissions that?

Who/What is the Integrated commissioner? Do they exist who decides

Publishing a PIN





Integrated Commissioning Cont
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MCP




New Models of Care - Commissioning

















Acute

Voluntary

Primary care

Social Care









Out of Hospital care

Community Care

Mental health

Scope of services
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PIN notice

Provider response - services and organisational form

Sub-Contract arrangements

Where does GMS/PMS/APMS fit in this?

Contract length

Know what needs to be provided – scope of services

What's the organisational form – who’s in – who’s out – who’s in between?



Integrated Provision
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An ACO brings together a number of providers to take responsibility for the cost and quality of care for a defined population within an agreed budget. ACOs take many different forms ranging from fully integrated systems to looser alliances and networks of hospitals, medical groups and other providers

They are a practical expression of place based working under which NHS organisations and their partners agree to collaborate in order to meet the needs of the population they serve.

They need to be big enough to manage financial risk.



BUT ITS CONFUSING!

Is an MCP with a gain and risk share operating with a capitation budget an accountable care organisation? Or, Is it the whole system in which they operate including the Acute, Mental Health and voluntary contracts the accountable care system

WHO REALLY KNOWS?



The Money
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Accountable Care System (ACS)






New Models of Care  

Accountable Care Organisations

What might it look like

















MCP

Place 2

MCP

Place 1

MCP

Place 4

MCP

Place 3
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Question



What do you think?
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