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	PRIMARY CARE COMMISSIONING COMMITTEE

	MEETING:
	Third Meeting, in Public, of the Primary Care Commissioning Committee 

	MEETING DATE:
	Thursday 24 October 2019

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

	TIME:
	4.15 – 6.00 pm


AGENDA
	Item No
	Timings
	Subject
	Reference
	Lead
	Decision to be made

	1.0 
	16.15
	Welcome and Introductions, 
	Verbal
	Chair
	To note

	2.0 
	
	Apologies and Quoracy 
	Verbal
	Chair
	To note

	3.0 
	
	Declarations of interest

In relation to any item on the agenda of the meeting members are reminded of the need to declare:

(i) any interests which are relevant or material to the CCG;

(ii) Any changes in interest previously declared; or

(iii) Any financial interest (direct or indirect) on any item on the agenda

Any declaration of interest should be brought to the attention of the Chair in advance of the meeting or as soon as they become apparent in the meeting. For any interest declared the minutes of the meeting must record:

(i)  the name of the person declaring the interest;

(ii)   the agenda item number to which the interest relate;

(iv) The nature of the interest;

To be declared under this section and at the top of the agenda item which it relates to. 
	Verbal
	Chair
	To note

	4.0 
	
	Gifts and Hospitality Declarations
Members are reminded of the need to declare the offer and acceptance/refusal of gifts or hospitality in the CCG’s public register
	Verbal
	Chair
	To note

	5.0 
	16.20
	Minutes of the meeting held on 22 August 2019
(For approval)
	
[image: image2.emf]Item 5.0.pdf


	Chair
	For approval

	6.0 
	16.22
	Matters arising from the minutes of the meeting of 22 August 2019


	Verbal
	Chair
	To note

	7.0 
	16.25
	Review of Action Log – 22 August 2019  & Workplan
	
[image: image3.emf]7.0 Action Log -  220819 public.pdf


[image: image4.emf]PCCC  Work Plan  2019-20.pdf


	PCCM
	To review

	8.0 
	16.30
	Risk Register
	
[image: image5.emf]8.0 Copy of Primary  Care Risk Register October 2019.pdf


	PCCM
	To note

	9.0 
	16.35
	NHS England Update

	
[image: image6.emf]9.0 NHS England  Update Oct 2019.pdf


	PCCM
	To note

	10.0 
	16.45
	Finance Report – Month 6
	
[image: image7.emf]Item 10 - Finance  Report M6.pdf


	DoPC
	 To note

	11.0 
	16.50
	Review 10 High Impact Actions
	
[image: image8.emf]11.0 GPFV 10 High  Impact Actions.pdf



 EMBED Excel.Sheet.12  [image: image9.emf]11.0 of GPFV 10 HIA  Progress Tracker North Lincs 2019.20.xlsx


	PCM
	To note

	12.0 
	17.00
	Network Contract DES Updates
	Verbal
	PCCM
	To note

	13.0 
	17.03
	Transformational Fund Update - (First Contact Physio Service)
Julie Killingbeck invited
	
[image: image10.emf]V2 FCP CCG  Presentation October 2019 (2).pptxJK.pdf


	JK
	To Note

	14.0 
	17.18
	GP Survey Results
	
[image: image11.emf]14.0 GP Survey  Primary Care Commissioning Committee Front Sheet paper.pdf


	PCM
	To note

	15.0 
	17.23
	New to Practice Programme
	
[image: image12.emf]15.0 New to Practice  Progamme_.pdf


	PL
	To note

	16.0 
	17.28
	Primary Care Delegation – Practice Visits
	
[image: image13.emf]16.0 Practice  Visits.pdf


	PCCM
	Decision

	17.0 
	17.38
	Primary Care - Immediate Disruption to Services – Standard Operating Procedure
	
[image: image14.emf]Item 17.0.pdf


	PCCM
	To approve

	18.0 
	17.43
	Special Allocation Service
	
[image: image15.emf]Item 18.0.pdf


	SCM - NHSE
	To consider & approve

	19.0 
	17.48
	Learning Development Annual Health Checks
	
[image: image16.emf]PCCC - LD Health  Checks paper 10.10.19.pdf


	CO
	To approve

	20.0 
	17.53
	Request to sub-contract services to Safecare
	Verbal
	DoPC
	To note

	21.0 
	17.58
	Update from Provider Forum
	Verbal
	DoPC
	To note

	22.0 
	18.00
	Emerging Risks to report
	Verbal
	Chair
	To note

	23.0 
	18.02
	Any Other Business
	Verbal
	Chair
	

	24.0 
	
	Date and Time of Next Public Meeting

Date

Time

Venue

23 January 2020
16.15 – 18.00
Boardroom

Date and Time of Future Meetings 

(Health Place Brigg)
Date

Time

Venue

27 February 2020
16.15 – 18.00
Boardroom
23 April 2020

16.15 – 18.00

Boardroom

25 June 2020

16.15 – 18.00

Boardroom

27 August 2020

16.15 – 18.00

Boardroom

22 October 2020

16.15 – 18.00

Boardroom

24 Dec 2020

16.15 – 18.00

Boardroom


	Verbal
	Chair
	To note

	25.0 
	18.05
	Close of meeting
	
	
	


	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:
	

	CCG
	Clinical Commissioning Group

	CFO
	Chief Finance Officer

	Chair
	Chair

	CO
	Commissioning Officer

	DoPC
	Director of Primary Care

	NHSE
	NHS England

	PCCM
	Primary Care Contracts Manager

	PCM
	Primary Care Manager

	PL
	Programme Lead

	SCM
	Senior Commissioning Manager


	Primary Care Commissioning Committee Quoracy

A meeting will be quorate when a minimum of four members are present, including either the Chair or Vice Chair.

	

	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 Sally Andrews on 01652 251073 or via s.andrews8@nhs.net
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NHS

North Lincolnshire

Clinical Commissioning Group

Date: 24" October 2019 Report Title:

Meeting: Primary Care Finance Report to September 2019
Commissioning
Committee

ltem Number: 10.0

Public/Private: | Public X Private™

Decisions to be made:

Author: Louise Tilley The Primary Care Commissioning Committee is asked
(Name, Title) Interim Deputy CFO to note the Finance Report as at the end of September
20109.
GB Lead: Geoff Day
(Name, Title) Interim Director of
Primary Care
Director Geoff Day
approval
(Name)
Director
Signature g _
(MUST BE B
SIGNED)

Link to a Strategic Delivery of Statutory Objectives

Objective?
Link to a Strategic Risk Ul
Con'glnue to improve the quality of Improve patient experience
services
Reduced unwarranted variations in Reduce the inequalities gap in North
services Lincolnshire
Deljver the best outcomes for every Statutory/Regulatory
patient

. Approval | Information To Decision | Assurance
Purpose (tick one only) 0 B note . s

Executive Summary (Question, Options, Recommendations):

Committee members will be aware that the nature of primary care contracts is that the funding in the
main follows the patients and is negotiated at a national level. This paper provides an update on the
year to date (YTD) and forecast position for the Primary Care delegated budgets.

YTD Performance

At Month 6 the CCG has reported a year to date underspend of £79k. The main areas driving this
position are as follows:

o General Practice GMS - £49k underspend. This is due to list size growth being less than the
0.7% demographic growth included in plan






e QOF - £29k underspend. The YTD position is based on 2018/19 actual achievement updated
for latest list size (1/7/19) and increasing points achieved by 5% where this is possible within
the maximum 559 points

Forecast Position

At Month 6 the CCG is forecasting a £650k underspend by 31 March 2019 driven mainly by £239k
underspend on Dispensing/Prescribing Doctors and £405k underspend on Other GP Services relating
to underspends on Reserves/Contingency and GP Framework.

. Note the contents of this report
Recommendations

Report history N/A

Equality Impact YesO No An equality impact assessment is not required for this

report
Sustainability Yes 1 No
Risk Yes [ No No risks have been highlighted in this report
Legal Yes [ No

No [ The financial report in this paper forecasts an underspend

Finance Yes position for the 2019/20 financial year

Patient, Public, Clinical and Stakeholder Engagement to date

N/A Y N Date NA| Y N Date
Patient: O O Clinical: ] ]
Public: O O Other: ] ]

Primary Care Financial Summary, as at the end of September 2019






Category

Annual
budget
(£)

YTD
budget (£)

YTD Actual
£3)]

YTD
Variance

t3)

Forecast
Outturn

t3)

Forecast
Variance

t3)

General Practice - APMS 582,541 291,270 304,574 13,304 626,754 44,213
Dispensing/Prescribing Drs 1,985,785 900,522 926,741 26,220 1,746,657 -239,128
Enhanced Services 544,564 272,729 268,144 -4,584 579,803 35,239
General Practice - GMS 15,742,453 7,871,168 7,822,394  -48,774 15,654,282  -88,171
General Practice - PMS 1,161,623 580,807 579,063 -1,744 1,158,126 -3,497
Other GP Services 1,316,436 450,673 424,948  -25,725 911,575 -404,861
Other Premises Cost 4,000 1,981 2,000 19 4,000 0
Premises Cost Reimbursement 1,891,096 945,367 935,919 -9,448 1,897,301 6,205
QOF 2,437,502 1,218,650 1,189,988 -28,662 2,437,502 0
Grand Total 25,666,000 12,533,166 12,453,770 -79,396 25,015,247 -650,000
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NHS

North Lincolnshire

Clinical Commissioning Group

Date: 24/10/2019 Report Title:
Meeting: Primary Care GP Survey results
Commissioning
Committee
Iltem Number: 14.0
Public/Private: | Public Private[]
Decisions to be made:
Author: Adam Ryley The Primary Care Commissioning Committee to have
(Name, Title) Primary Care sight of the GP survey result findings
Manager
GB Clinical Geoff Day
Lead: Director of Primary
(Name, Title) Care
Director Geoff Day
approval Director of Primary
(Name) Care
Director
Signature g :
(MUST BE ~
SIGNED)

The GP Patient Survey (GPPS) is a National survey which is sent out to patients and provides
practice level data about the patient’s experiences of their GP practices.

This report is to provide a summary of the 2019 GP Survey results relative to North Lincolnshire CCG
practices and to provide information around what work will be undertaken to support practices to
improve outcomes for the current year.

Recommendations

The committee are asked to note the contents of the report below.

1. Commission high quality and safe services
2. Responsive to the health and needs of the population
I(.)lg}(e(t:(:i\z/:\eitrateglc 3. Working together with patients, partners and the public to
J ’ u stay healthier and independent for longer
4. Where people need health and care services they will be
available when and where you need them
Link to a Strategic Risk U






Link to Key Delivery Programmes

Prevention (] | Children & Maternity U
Primary Care Mental Health & Learning Disabilities Ul
Out of Hospital Care (] | Hospital Care [
Other (specify) [ | Statutory/Regulatory Ul
Purpose (tick one only) Decision [ Assurance [ Information

Where has the paper already been
for assurance/consultation

No prior assurance/consultation

Patient, Public, Clinical and Stakeholder engagement — has there been appropriate:-
Yes | No | N/A Summary Date
Patient Engagement o | d Provided through the Survey
Public Engagement U U
Clinical Engagement ] ]
Engagement with
relevant CCG teams U U
and directors
Other (specify) ] ]
Have impact and risk assessments been undertaken as required and in line with CCG Policy
Yes | No | N/A Summary Date
Quality U U
Equality [ [
Sustainability Ul Ul
Privacy [ U
Risk U U
Legal [ [
] ]

Financial

X






GP Survey Results

Introduction

The GP Patient Survey (GPPS) is a National survey, providing practice-level data about patients’

experiences of their GP practices.

In NHS North Lincolnshire Clinical Commissioning Group, 5,603 questionnaires were sent out
(Approximately 3.1% of the population), and 2,163 were returned completed. This represents a

response rate of 39%.

Outcome of the Survey

Positive North Lincolnshire results

190 0% 83% J1% 859%
28 ] 78% 74%  80% 78% 79% 77%
70 -
60 -
50 -
40 -
30 -
20 -
10 -
0 .
How would you How helpful do Where you Have you had How easy is it to
describe your you find the satisfied with the enough support  use your GP
experience of the receptionist at kind of from local practice's
practice? (Good) your practice? appointment you servicesto help website to look
(Helpful) were offered? youto manage forinformation
(Satisfied) any conditions? or access
(Yes) services? (Easy)

m NLCCG

H National Average

Areas for improvement

80 067

70 62% 61% 027
60 -

50 -
40 -
30 A
20 A
10 -

0 -
Generally, how  when you last Have you booked Have you ordered Have you
easyisittoget triedto make a online online accessed your
through to general practice appointments at prescriptions at medical records

someone at your appointment your GP practice your GP practice online at your GP
GP practice on were you offered in the last year? inthe last year? practice in the
the phone? (easy)  a choice of (Yes) (Yes) last year? (Yes)
appointment?
(Yes)

m NLCCG

B National Average






Further actions

Based on the outcomes of the survey, the CCG plans to undertake the following work to improve
services.

e To support practices in raising awareness to patients of online services such as booking
appointments online, ordering prescriptions online and accessing medical records online

e To promote online services and all of its benefits using the CCG website as a platform to
increase utilisation

o To promote the use of online services using the CCG’s Twitter and Facebook account

¢ To maximise the benefits which the Primary Care Networks will provide such as better
access for patients to services

Summary

Based on the findings of this report, it is pleasing to know that the practices in North Lincolnshire are
having a positive impact on patients and are providing a high standard of services. The results will
help the CCG to support practices in the identified areas to help improve outcomes for patients.

Recommendations

The committee are asked to note the contents of the report.
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North Lincolnshire

Clinical Commissioning Group

Date: 24" October 2019 Report Title:
Meeting: Primary Care NHS England Update
Commissioning
Committee

ltem Number: 9.0

Public/Private: | Public X Private™

Decisions to be made:

Author: Erica Ellerington, None
(Name, Title) Primary Care Contract
Manager
GB Lead: Geoff Day
(Name, Title) Interim Director of
Primary Care
Director Geoff Day
approval
(Name)
Director
Signature 6
(MUST BE x %‘)
SIGNED)
Link to a Strategic Prevention, Out of Hospital, Primary Care Transformation,
Objective? Delivery of Statutory Objectives
Link to a Strategic Risk Links to strategic risks 1,3,4 and 7
ggr:]/gl:neuse 17 DAETERS Ui Uiy o Improve patient experience
Reduced unwarranted variations in Reduce the inequalities gap in North
services Lincolnshire
[[J)Stlilc\e/ﬁ': the best outcomes for every Statutory/Regulatory
PUrpose (tick one onl Approval | Information To Decision | Assurance
pose ( 2 O note [J 0 0

Executive Summary (Question, Options, Recommendations):

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

Contract Changes

Online Consulting

Apex

Primary Care Networks Maturity Matrix — OD Plans
Signing of Primary Care Contract Documentation
National Access Review

Community Pharmacists Consultation Service
PCN DES Extension — Clinical Pharmacists

N~ WNE






Recommendations

Note the contents of this report

Report history

NHSE Update reports are provided to each PCCC

An equality impact assessment is not required for this

Equality Impact Yes [ No report
The areas detailed in this update relate to primary care
Sustainability Yes No [ contracting and GFV initiatives to promote sustainability of
services
Risk Yes No [J Risk a_ssomated W|th_are_as detailed on t_hls report have
been linked to organisational strategic risks
Legal responsibilities for primary care contracting remain
Legal Yes O No with NHSE
Finance Yes No [J A_fu!l financial update pertaining to primary care is included
within the report
Patient, Public, Clinical and Stakeholder Engagement to date
N/A | Y N Date N/A| Y N Date
Patient: O U Clinical: U U
Public: O ] Other: ] ]






NHS

England
T

North Lincolnshire Update

Prepared by Erica Ellerington
Primary Care Contract Manager
NHS ENGLAND — North (Yorkshire & the Humber) 24™ October 2019





1. Contract Changes

NHS England has received a request to vary the contract at the Oswald Road Medical Surgery;
¢ Retirement of Dr Rajkumar effective from 31/10/19

Action for the Committee

The Committee is asked to note this update.

2. Online Consulting Update

There has been some further progress on the position in North Lincolnshire. 12 practices are live
with online consult and an additional 3 practices have registered their interest.

It is to be noted that, by the end of March 2020, offering patients access to online consultation
facilities will become a contractual requirement. It is therefore necessary for the CCG to ‘ramp up’
its engagement and support to general practice to ensure that this requirement is met.

NHS England have arranged an engagement event for 30" October 2019 and those practices who
have not yet launched online consult have been invited to attend. The event aims to demo the
system, answer any questions and showcase how the system can be effectively used in practice.

For information, below shows the position by PCN;

Launched Interested/Engaging

Bridge Street Trent View Central Surgery

Riverside

Barnetby

Killingholme

West Town
Winterton

Launched Interested/Engaging

Ancora Kirton Lindsey Ashby Turn

Cambridge Avenue

West Common Lane

Cedar (installed but awaiting

go live)

Launched Interested/Engaging
South Axholme Church Lane The Birches
Oswald Road Market Hill

A website has been developed to track progress in North Yorkshire and the Humber





https://sites.qgoogle.com/riperian.co.uk/hcv-online-consultation/home

Action for the Committee

The Committee is asked to note this update.

3. APEX

All practices have committed to mobilising the APEX system. Some practices, specifically those
operating S1 are experiencing some technical difficulties with installation however these are being
worked through between the Apex provider and S1 directly.

Action for the Committee

The Committee is asked to note this update.

4. Primary Care Networks Maturity Matrix — OD Plans

By 30" September 2019, all PCNs were required to complete the maturity matrix and submit an OD
plan to NHS England. The OD plans were split into 5 themes:

Leadership, planning and partnership

Use of data and population health management
Integrating care

Managing Resources

Working with people and communities

These were further split into areas of support:

PCN ‘set up’ Support

Organisational Development and Change

Leadership Development Support

Supporting Collaborative Working

Population Health Management Support

Social Prescribing and Asset Based Community Management

The OD plans are currently being worked through to identify areas of support that can be procured
across the patch and those that need to be procured at PCN level.

At the October PTL session, networks reviewed their development plans with a view to reassessing
needs. The Primary Care Contract Manager will work with PCN leads to make any amendments.
Action for the Committee

The Committee is asked to note this update.

5. Signing of Primary Care Documentation

As part of the NHS England and NHS Improvement merger, the North East and Yorkshire Regional
Team have been reviewing processes with a view to achieving consistency of approach across the
patch.



https://sites.google.com/riperian.co.uk/hcv-online-consultation/home



Currently, NHS England’s business office manage all primary medical care contract documentation
on behalf of delegated CCGs, including arranging for these to be signed off by Regional Directors.
To bring the process in-line with how this duty is managed for the other CCGs across North East
and Yorkshire, delegated CCGs will be required to sign off contract documentation with effect from
1% October 2019.

All medical contracts and contract variations, including nationally instructed variations will require
sign off by the CCG Chief Officer and Chief Finance Officer.

The process will be as follows; changes to the current process in italic:
1. NHS England business office will receive instruction via local and national routes to vary

a contract

2. NHS England business office will prepare the contract documentation on behalf of the
CCG

3. NHS England business office will forward the contract documentation to the practice
concerned

4. The practice will return signed documentation to NHSE business office

5. NHS England business office will forward the contract documentation to our named
primary care contact within the relevant CCG

6. The CCG will sign the contract document and return to NHS England business office

The NHS England process for approving contract documentation which met audit and SFI
requirements of NHS England have been shared with the CCG for consideration and amendment of
CCG SFls if necessary

Action for the Committee

The Committee is asked to note this update.

6. National Access Review

The National Review of Access to General Practice Services in England is now underway. The
review will look at ways to enable the development and implementation of a coherent access offer to
patients accessing general practice appointments.

To ensure that the review is based on as robust evidence as possible NHS England have
commissioned the South Central and West CSU to manage and coordinate national and local data
gathering. Focus in the first instance will be on in hours access and extended access with a view to
understanding capacity, demand and improving productivity.

For extended access CCGs have been asked to provide some specific data around the
commissioned services through the submission of a pro forma. The CCG returned this to the South
West Central and West CSU by the deadline of 29™ August 2019.

Action for the Committee

The Committee is asked to note this update.

7. Community Pharmacist Consultation Service (CPCS)

The NHS Community Pharmacist Consultation Service (CPCS) will launch on 29th October 2019 as
an Advanced Service.





The service, which will replace the NUMSAS and DMIRS pilots, will connect patients who have a
minor illness or need an urgent supply of a medicine with a community pharmacy.

The CPCS will take referrals to community pharmacy from NHS 111 initially, with a rise in scale with
referrals from other parts of the NHS to follow. The CPCS will relieve pressure on the wider NHS by
connecting patients with community pharmacy, which should be their first port of call and can deliver
a swift, convenient and effective service to meet their needs.

The CPCS provides the opportunity for community pharmacy to play a bigger role than ever this
winter as an integral part of the NHS urgent care system. This will continue to be supported by the
NHS Help Us Help You Pharmacy Advice campaign.

Emails have been sent to the providers who have not currently signed up to CPCS to check if they
intend doing so in time for service start end October 2019.

Action for the Committee

The Committee is asked to note this update.

8. PCN DES Extension — Clinical Pharmacists

The Network Contract Directed Enhanced Service (DES) allowed for clinical pharmacists employed
under the Clinical Pharmacist in General Practice Scheme to transition to working across primary
care networks (PCNSs) under the Additional Roles Reimbursement Scheme as part of the Network
Contract DES, providing the transition occurred by 30 September 2019. Transition in this context
required that the clinical pharmacist is actually working as part of the PCN team delivering the duties
outlined in the Network Contract DES Specification, by 30 September. This is irrespective of the
detail of the agreed employment arrangements (i.e. they may not be actually employed by the PCN
but engaged to work under the terms of the Network Contract DES across the PCN).

NHS England and Improvement has been made aware of a number of scenarios in which the 30
September deadline was not met.

Given the importance of this workforce as part of a multi-disciplinary PCN team and the more
generous reimbursable arrangements for practices/PCNs, commissioners may, in exceptional
circumstances, allow an extension to the transition by no later than 30 November 2019. This
extension is to allow people more time to finalise the arrangements where a transition has been or
was being agreed, rather than to allow further time to decide whether or not to transition. After this
date, any clinical pharmacists who have not transitioned to work as part of the PCN workforce
delivering the duties outlined in the Network Contract DES will no longer be eligible to do so. They
will not be counted as an exception to the baseline, meaning that under the additionality rules the
FTE equivalent for these clinical pharmacists will need to be maintained by PCN member practices
in order to claim reimbursement for PCN clinical pharmacists. Please note that no further extensions
to the 30 November deadline will be given.

The Network Contract DES Guidance and Additional Roles Reimbursement Guidance will be
updated to incorporate this extension.

Action for the Committee

The Committee is asked to note this update.



https://psnc.org.uk/services-commissioning/urgent-medicine-supply-service/

https://psnc.org.uk/services-commissioning/locally-commissioned-services/digital-minor-illness-referral-service-dmirs-pilot/

https://psnc.org.uk/our-news/help-us-help-you-pharmacy-campaign-to-begin-in-february/
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PRIMARY CARE COMMISSIONING COMMITTEE 2019-20 WORK PLAN (March 2019)

Workstream

|owner

|Apr-19

May-19

laun-19

|Aug-19

[REGE)

STANDING ITEMS Cancelled - | rescheduled
clf b/f
Review of Action Tracker Geoff Day Erica
Ellerington v v v v v
Risk Register Geoff Day Erica
Ellerington v v v v v
ITEMS FOR DECISION/APPROVAL
NHSE Report including issues for action/decisions Geoff Day Chris Clark & J N N N J
Erica
Contract Issues/Practice Mergers Geoff Day Erica J N N N J
Ellerington
Finance Report Geoff Day Dave N N N N N
Moore/Erica
Review Committee's Terms of Reference (approval) ** see also below Geoff Day Erica N N
Ellerington
Extended Hours Access DES Geoff Day Erica
Ellerington N
New Network Services (Long Term Plan) by April 2020 Geoff Day Erica
Ellerington \
Approval of Primary Care Networks Geoff Day Erica
Ellerington v \
Primary Care Quality Scheme Geoff Day Helen Philips
V v
Integrated Diabetes Les Service Specification Geoff Day Rebecca
Bowen v v
ITEMS FOR REVIEW
Review of the 5 year framework for GP contract reform to implement the NHS long Geoff Day Erica N N
term plan Ellerington
Provider Forum Feedback Geoff Day Erica N N N
Ellerington
Primary Care Strategy Progress Geoff Day Erica N
Ellerington
Review - 10 High Impact Actions Geoff Day Erica N
Ellerington
Agree Estates Strategy Geoff Day Erica N
Ellerington
Network Contract DES Update Geoff Day Erica N
Ellerington
National Indemnity Scheme Update/Uptake Geoff Day Erica N
Ellerington
Appointments Online Geoff Day Erica N
Ellerington
Resilience Update Report Geoff Day Erica N
Ellerington
Workforce: Additional Roles Reimbursement Scheme Geoff Day Erica N
Ellerington
Digital Information Update Geoff Day Erica N N
Ellerington
Transformational Fund Update Geoff Day Erica
Ellerington
Review Committee's Workplan Geoff Day Erica N
Ellerington
Review Committee's Terms of Reference (approval)** see also above Geoff Day Erica N
Ellerington
Workforce Strategy Refresh Geoff Day Erica N
Ellerington
National Network Dashboard Geoff Day Erica N
Ellerington
FOR INFORMATION
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Decisions to be made:

Author: Erica Ellerington, The Committee are asked to review and approve the

(Name, Title) Primary Care Contract suggested procedure.
Manager

GB Clinical Geoff Day

Lead: Director of Primary

(Name, Title) Care

Director Geoff Day

approval

(Name)

Director

Signature @b@%

(MUST BE

SIGNED)

Executive Summary (Question, Options, Recommendations):

North Lincolnshire are now a fully delegated CCG however, legally, NHS England retains the residual
liability for the performance of primary medical care commissioning. Therefore, NHS England requires
robust assurance that its statutory functions are being discharged effectively and these are described
within the Primary Medical Care Policy and Guidance Manual (PGM) (v2).

To ensure that the CCG meets its statutory duties, and as detailed within the policy and guidance
manual (see pages 104-108), undertaking planned practice visits for assurance is best practice.

https://www.england.nhs.uk/publication/primary-medical-care-policy-and-guidance-manual-pgm/

The attached procedure and accompanying documents have been developed with the Humber CCGs
and the LMC to ensure a consistent approach.

Appendix 1 — Policy document

Appendix 2 — Pre Visit Questionnaire

The Committee are requested to review these documents and approve the approach so that the




https://www.england.nhs.uk/publication/primary-medical-care-policy-and-guidance-manual-pgm/



primary care team can begin engagement with practices.

Recommendations | 2
3

1 Approve the suggested procedure

Link to a Strategic
Objective?

X

X

X

X

N

w

B

Commission high quality and safe services

Responsive to the health and are needs of the population

Working together with patients, partners and the public to
stay healthier and independent for longer

Where people need health and care services they will be
available when and where you need them

Link to a Strategic Risk

d

Link to Key Delivery Programmes

Prevention Children & Maternity Ul
Primary Care Mental Health & Learning Disabilities U
Out of Hospital Care Hospital Care Ul
Other (specify) [ | Statutory/Regulatory
Purpose (tick one only) Decision Assurance [ Information [

Where has the paper already been
for assurance/consultation

The paper forms part of the CCG’s statutory duties under
primary care delegation

Patient, Public, Clinical and Stakeholder en

gagement — has there been appropriate:-

Yes | No | N/A Summary Date

Patient Engagement [ [
Public Engagement U U
Clinical Engagement [ [
Enaagement with The standard operating procedure has

gag been developed with Humber CCGs and
TEIRYEIE ST e o0 has included input from primary care and
and directors : P P y

guality leads

Other (specify) U U

Have impact and risk assessments been undertaken as required and in line with CCG Policy






Yes

Z

(0]

N/A

Summary

Date

Quality

X

Equality

X

Sustainability

X

Privacy

X

Risk

X

Legal

X

Financial

Oo|g|jojog|d

X

Oo|g|jojog|d






Humber, Coast and Vale

Commissioner Site Visit Policy and Procedure for the Humber
Coast and Vale Clinical Commissioning Groups

Policy and Procedure

Version number Date changed
1.5 29.09.17
1.6 06/10/17
1.7 14/11/17
1.8 13/12/17

DRAFT STP Quality Visit Guidance v1.7 November 2017 Page 1



http://humbercoastandvale.org.uk/



Contents

O o VT o T ] =PRIt 3
B0 I o] o 1= N 3
K0 2o oY PRSPPI 3
3.1 Table to define the types of Sit@ ViSitS: .....couuiiiiciiiiiiciie e e 4
A0 PrOCEAUIE ...ttt h e s bttt ettt e bt e s bt she e s ab e et e e bt e sbeesaeesateeabe e bee bt e nneesnreenrean 4
.1 ViSit INAICATIONS: ..eieitieetie ettt ettt e st e s bt e s be e s bt e s bteesabeeesnbeesareesbeeesabeenane 4
4.2 Preparing for the Visit: .. .. ettt e e st e e e e e e e s ae e e snareeeeean 4
e N o o Lo ULt ¥ = =TV | PSPPI 5
O ST o Yo g u oY= oY TR o o <INV A ]| TR 6
4.4.1 Sharing Visit FIndings on the day:........ccooiieiiiee e e e 6
4.4.2 Sharing a formal site ViSit FEPOIT:.......uiiiiiiiei et 6

4.6 Seeking Assurance from FINAINGS: ....occiiii it re e e e e e s sbae e e ssanaeeeeas 6
4.7 Informing Level of Quality SUrVEIIANCE ...cc..vvveiiiiiie et saae e 6
IO €] Lo 1Y T PP PR 7
N A V1Y) A Y7 o 1= T T PSP PP SRRSO 7
5.2 Announced and UNGNNOUNCEM .........coiuieiierieeiiente ittt esteesieesite st ettt e sbeesbeesseesaeeeseenbeesbeesaeesas 7
5.3 Provider Led St VSIt ..c.cueeeiieiuieiiieie ettt ettt ettt ettt st ettt be e sbe e st e e beesbeesbeesaeeeas 7
5.4 CommMISSIONEr Led Sit@ ViSIT...ocuieiiuiiiiiiiiiiiiiiiesiee ettt ettt et e s e sbeeesaees 7
5.5 SEIVICE USEI JOUIMBY . ieeee ettt ettt et e e et et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e eeeeeeeseeeeeeeeeeeeeeeeeaeens 7
BB KLOE ...ttt et e h e et sttt e b e e h e h e s ae e bt bt e bt e be e sheesat e e n e e reenneesane e 7
6.0 Appendix One — Blank Site Visit Reporting TemMPIate .......cc.veveeeiiiieieiiiee e e 8
7.0 Appendix TWO — Site ViSit ProCESS IMAP c.....uveeieiiiiieeciieeeeciteeeectee e e tte e e e ttee e e e atee e e e abaeesenbaeesenreeas 9
8.0 Appendix Three — EXAMPLE of a Site Visit Reporting Template populated with the KLOE............ 10
9.0 Appendix Four - EXAMPLE of a completed site Visit report........cccooecieeiiccieeicciiee e, 11

DRAFT STP Quality Visit Guidance v1.7 November 2017 Page 2





1.0 Purpose:

The purpose of this document is to clearly define the commissioner site visit policy and procedure.
To outline conduct and commissioner responsibility when organising, attending, contributing to and
reporting a site visit. The document aims to align the commissioner approach to site visits across the
Humber Coast and Vale Partnership and to enable cross-organisation effective collaborative
working.

2.0 Scope:

This procedure relates to all announced and unannounced site visits undertaken to the CCG’s
(commissioned) providers, this includes Acute Trusts, Primary Care, Providers who hold a contract or
AQP (Any Qualified Provider Agreement) with the CCG, and Care Homes (Nursing and residential
homes) including Continuing Healthcare placements.

3.0 Policy:

Site visits are a tool to be utilised within the commissioning cycle and at every level of quality
surveillance. The frequency, focus, key lines of enquiry and type of the visit will be determined by
the level of quality surveillance and concern (as indicated by the intelligence we receive, which may
include but is not limited to Customer Care, Public Engagement, Safeguarding and Incident
intelligence, or by a drop or trend in performance or quality indicators).

It is helpful to frame and clarify the types and purpose of site visits are described below in 3.1, from
a commissioner information gathering site visit, to a commissioner inspection site visit. It is
recognised that a review of a service user journey on a commissioned pathway may be indicated.
This policy and process also applies to a site visit based on a patient/service users journey through
the health and social care system, therefore this process can be applied across a range of service
providers. The nature of these visits can be complex due to the involvement of more than one
organisation; therefore, they are usually conducted as an information gathering or routine site visit,
within an announced framework, as defined in table 3.1 overleaf, to easily facilitate the review of a
service user’s journey.

Providers, regulators or other stakeholders, such as the local authority, NHS Improvement, CQC or
Healthwatch, may seek supportive site visits, either led by themselves or at their request by the
Commissioner. Where Services or other organisations choose to lead a site visit and invite
Commissioner representatives section 4.3 of the procedure is applicable and should be adhered to
by the Commissioner. Where the organisation asks the Commissioner to lead the site visit the full
procedure applies but in addition to this the type of visit and section 4.2 of the procedure should be
completed in collaboration with the Provider’s designated lead (this must include sharing the
briefing and the site visit reporting template)
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3.1 Table to define the types of site visits:

Type of Visit: Why undertake the Visit? Key Visit Principles:
1. Information To gain information and learn more about | Announced visit.
Gathering how services are being provided and to
give providers an opportunity to share This could include a commissioned
any challenges or best practice. pathway review (patient journey).

The provider is normally under
routine quality surveillance.

2. Routine In response to an area of concern which Announced visit, however, there
requires further information/assurance may be rare exceptions where an
on the services position. unannounced visit is indicated.

This could include a commissioned
pathway review (patient journey).

The provider is normally under
routine quality surveillance.

3. Inspection This is in response to a serious concern or | Unannounced visit, however, there
a significant service user safety risk. may be rare exceptions where the
visit needs to be announced to the
provider in order to safely
facilitate the visit.

The provider is normally under
enhanced or summit quality
surveillance.

However, the provider could be on
routine surveillance where
significant concerns need
investigating.

4.0 Procedure:

4.1 Visit Indications:

The types of visits are defined in the table above and the indications of a visit are outlined within.
The key visit principles articulate the level of quality surveillance the provider is usually under with
the Lead Commissioner.

For all visits the Commissioner must formally record the rationale for the visit.

4.2 Preparing for the Visit:

The first stage of preparing for a visit requires the Commissioner to confirm why the site visit is
required, which type of visit, either 1, 2 or 3 is needed. This helps the commissioner to determine
whether the visit is announced or unannounced. Unannounced visits should be rare and by
exception limited to the undertaking of a visit where there are serious concerns about service user
safety.

The key lines of enquiry (KLoE) must be determined prior to the visit and recorded in the site visit
template, for example under the Safe Domain Safeguarding Procedures may be a KLoE. The Site
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Visit Template must be populated with the key lines of enquiry to ensure the visit meets its desired
purpose. It is recognised that focused visits, and following a service user’s journey through a
commissioned pathway, requires the use of a template which is flexible to adaptation to meet the
purposes of the visit. In addition, type one visits require a simple template to record information
gathered on a non-complex visit. Therefore, the template found in appendix one of this document
has been designed as a basic template to build key lines of enquiry within the CQC five domains for
Quality and Safety.

The size of the site visit team needs to be determined. The size of the team needs to be appropriate
for the scale of the visit and proportionate to the size of the Provider being inspected. The key lines
of enquiry for the visit need to be clearly articulated and the skills/experience/specialism of the site
visit team need to be appropriate for the purpose of the visit, for example where a KLoE is specific to
safeguarding it would be appropriate to ensure a member of the site visit team is an experienced
safeguarding practitioner. The organiser needs to be able to rationalise the involvement of each
member of the site visit team. It is desirable and considered a gold standard to seek lay
representatives on Inspection and Routine visits.

Announced site visits must be organised with the Provider, with a minimum of six weeks’ notice, and
a date and time for the visit must be mutually agreed upon. When organising the date of the
announced site visit the reason for the visit, size of the team, and the lead commissioning contact
must be shared with the provider. It is recognised that on a planned announced visit the Provider
may choose not to inform their staff that a Commissioner-Led visit is being conducted. It is key that
the site visit team are made aware of this prior to the visit; therefore, it is essential that the
Commissioner establishes the Providers position regarding this prior to the undertaking of the visit.

Prior to all Routine and Inspection site visits the Commissioning Lead must prepare a briefing to be
shared, along with the Site Visit reporting template, with the site visit team and held as a record in
the Commissioning Provider file which includes as a minimum; the rationale for the visit; any
supporting intelligence (such as, but not limited to, audit results or performance/quality indicator
data); the key lines of enquiry; roles of each individual (including identifying a Site Visit Team lead);
reporting mechanism for urgent concerns and plans to report on the visit.

4.3 Conducting the Visit:

All members of the site visit team must be bare below the elbow, short nails (varnish free), hair off
the collar, no open toe sandals, smart and presentable and be wearing identification (no lanyards).
It is recognised that the site visit team will not have clinical contact with service users; however, the
principles of good infection prevention and control practice and professionalism must be embodied
by the team.

On all three types of site visit the Commissioning Lead must announce their presence; the purpose
of the visit; determine visit boundaries (for example, when visiting an acute provider there maybe
restrictions in access due to a patient on an imminent end of life journey); confirm the mechanism
for escalating immediate concerns and agree a process for enabling a verbal feedback to the
provider on the day at the end of the visit.

All members of the site visit team must act in accordance with their employers and where
applicable, professional bodies, code of professional conduct. The team must be respectful to the
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organisation they are visiting, and the staff and service users accessing the setting. The site visit
team will at all times; act professionally; respectfully; confidentially; sensitively and supportively.
The team will be courteous at all times and be mindful of the privacy and dignity of patients;
relatives and staff during the visit.

4.4 Reporting on the Visit:

4.4.1 Sharing Visit Findings on the day:

Areas which pose a safety risk to any staff or service users must be escalated at the time of the site
visit. All members of the team must escalate any safety risks to the Site Visit Team Lead; it is the
Leads responsibility to address these with the appropriate senior representative from the Provider.
It is anticipated that there will be extremely rare occurrences where a member of the inspection
team identifies a significant immediate risk and has to escalate outside of this defined process to the
Provider, this must always be followed up by informing the Site Visit Lead of the risk and the
immediate action taken to address it.

At the end of the site visit, on the day, the designated site visit lead will provide high level summary
feedback to the Senior Provider representative. The summary feedback must include; any risks to
service user safety; any significant positive and negative findings.

4.4.2 Sharing a formal site visit report:

A formal documented report must be completed and agreed by the site visit team and shared with
the provider within 10 working days of the site visit. The report must be tabled through the contract
meeting process and a formal response from the provider must be sought via the contract process.
Please note formal responses may range from; acknowledgement of the site visits findings;
challenge to the findings or an action plan to address the findings. Each formal response must be
considered in isolation to the findings, through the contract management process.

4.6 Seeking Assurance from Findings:

Assurance from the findings may range from, but is not limited to; requesting particular intelligence
or evidence (for example, audit results, an action plan or a particular policy); completing a follow-up
visit or seeking (and monitoring) a providers action plan to address any areas which require
improvement.

4.7 Informing Level of Quality Surveillance

Site visit findings, triangulated with all other commissioner mechanisms for determining the quality
of a services delivery, should be utilised to facilitate an informed decision of the level of quality
surveillance the provider is subject to.

Appendix 2 on page 9 outlines the full process map from the initial planning to reporting and follow-
up.
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5.0 Glossary:

5.1 Visit Types
Information Gathering — Announced visit to gain information and learn more about how services are
being provided and to give providers an opportunity to share any challenges or best practice.

Routine — A visit conducted in response to an area of concern which requires further
information/assurance on the services position. This is usually an announced visit but may be
unannounced.

Inspection - This type of visit is in response to a serious concern or a significant service user safety
risk. The visit is usually unannounced but may be announced.

5.2 Announced and Unannounced
Announced — The Provider has prior knowledge of the arranged site visit, in line with the standards
outlined in this policy and procedure.

Unannounced — The Provider does not have prior knowledge of the arranged site visit, in line with
the standards outlined in this policy and procedure.

5.3 Provider Led Site Visit
A site visit is led, organised and facilitated by the Provider. The visit is subject to the Provider’s
governance arrangements for visits.

5.4 Commissioner Led Site Visit
A site visit is led, organised and facilitated by the Commissioner. The visit is subject to this policy
and procedure standards.

5.5 Service User Journey

The visit focuses on reviewing a particular Service User pathway. This type of visit often intersects a
number of services; therefore, it is usually conducted as an announced visit partly due to the
planning implications to enable a full pathway review.

5.6 KLOE
Key Line of Enquiry also referred to as a KLOE. A specific area to focus attention on within the five
domains; safe; effective; caring; responsive and well-led.
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6.0 Appendix One — Blank Site Visit Reporting Template

15 step audit (five senses on first 15 steps into the site visit area):

Domain: Key Lines of Enquiry and Findings:

SAFE

EFFECTIVE

CARING

RESPONSIVE

WELL LED

Summary of the highlights from the visit
Positive exceptions:

Negative exceptions:

Risks requiring immediate attention:
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7.0 Appendix Two - Site Visit Process Map

* CONSIDER and AFFIRM: Is information gathering OR a response
to a concern OR a significant safety risk indicate the need for a

Site Visit site visit?

Indicated

¢ CONFIRM and RECORD the type of visit and why it is needed
(CREATE the briefing document).

Prepare for | IDENTIFY the Visit Team. PREPARE and SHARE the briefing.

a0\ 4i4 1 © PLAN the visit and agree the KLOE and ROLES with the Team.

Conduct the

Visit * ACT professionally and report immediate safety risks.
isi

* SUMMARISE key findings - positive, negative and immediate
safety risks - on the day.

Reporton [ COMPILE and AGREE and SHARE site visit report within 10

the Visit working days of the visit.

* SEEK provider response.
e CONSIDER and review response.

VST 6] |12 * AGREE definition of any follow-up assurance needed with site
up visit team.

e ANNOUNCE your arrival.
* CONFIRM housekeeping for the visit.

Surveillance
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8.0 Appendix Three — EXAMPLE of a Site Visit Reporting Template populated with the
KLOE

15 step audit (five senses on first 15 steps into the site visit area):

Domain: Key Lines of Enquiry and Findings:

SAFE Infection Prevention and Control - Cleanliness of the environment with
appropriate access to hand hygiene facilities

Health and Safety — equipment

Escalating Concerns

EFFECTIVE Policy and Guidelines — Is there a pregnancy testing in children policy?
Can staff access it? Do staff know the policy?

CARING Attitude of staff

RESPONSIVE | Providers response to feedback

WELL LED Is clinical leadership visible on the shift?

Summary of the highlights from the visit
Positive exceptions:

Negative exceptions:

Risks requiring immediate attention:
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9.0 Appendix Four - EXAMPLE of a completed site visit report

15 step audit (five senses on first 15 steps into the site visit area):

The Visiting Team found the appearance of the environment to be very pleasing. Carpets
appeared clean; there was good signposting throughout the building to direct visitors to the
reception area. Staff were welcoming. There were health promotional resources on display
in the waiting areas and magazines available in for visitors to occupy their time whilst they
waited. The environment was quiet and calm, and was welcoming to visitors.

SAFE Infection Prevention and Control - Cleanliness of the environment with
appropriate access to hand hygiene facilities

Overall the environment appeared clean. The reception area would
benefit from access to hand hygiene materials, such as an alcohol-gel
dispenser, at the reception desk for staff and visitors. The visitor toilets
for the building appeared clean but needed maintenance in the men’s
facility. Sharps bins were secured with appropriate content.

Health and Safety

The working environment was free of clutter and the paths to escape from
the building were clear and accessible. Waste management appeared to
be compliant with National Standards. The equipment we inspected was
safety tested and appropriately labelled.

Escalating/De-escalating Concerns

Staff were able to articulate what to do if they had concerns. There was a
documented process for managing safeguarding concerns which was
readily available to staff. Staff informed us that they have a
whistleblowing policy in place. We saw evidence of a formal mechanism
for de-escalation — through staff meetings. Staff also told us that
informally de-escalation occurred through meetings with their manager
EFFECTIVE Policy and Guidelines — Is there a pregnancy testing in children policy?
Can staff access it? Do staff know the policy?

A policy was in place, we asked three members of staff and they were able
to locate and access the appropriate policy. Staff demonstrated
knowledge of the policy contents and the application of it in practice.
CARING Attitude of staff

We found that staff were caring and considerate of each other and their
patients. Staff told us they really enjoyed working here and that they
were very proud to work for the organisation.

RESPONSIVE | Providers response to feedback

The provider had a process in place for receiving patient feedback and
learning from complaints. We did find that the provider needs to improve
on the recording on informal concerns raised and the action they have
taken in response to these. Staff were able to give us examples of where
they have learnt from patient feedback and what they have done in
response to the feedback given. Staff also informed us that they receive a
significant amount of positive feedback from patients in the form of thank
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you’s, cards and small gifts. FFT data was clearly displayed in patient and
staff areas, including the response of the organisation. We followed two
of the articulated responses and were satisfied that they had been
completed.

WELL LED Is clinical leadership visible on shift?

Clinical Leadership was visible to both staff and patients. The Shift Lead
was noted on a Board accessible to both patients and staff. Staff we
spoke to felt supported and able to readily access supervision and support
on a shift by shift basis.

Summary of the highlights from the visit

Positive exceptions:

The visit to the service was extremely positive. We were welcomed by staff and patients.
Staff were open and candid with the inspection team and were extremely confident when
responding to enquiries raised by the Visiting Team.

Negative exceptions:

The recording of informal concerns raised and the action taken in response to these needs
to be improved to clearly evidence the feedback received and the action taken by the
organisation.

Risks requiring immediate attention:
None identified.

-End of Document-
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Date of Practice visit - [ m

North Lincolnshire

Clinical Commissioning Group

Pre- Practice Visit Questionnaire (to be completed by the practice)

NOTES FOR COMPLETION:

e Sections highlighted in yellow should be completed by all practices

e Sections highlighted in green should only be completed if the practice has not had a full CQC
inspection in the past two years(from date of practice visit) or if a CQC inspection/Annual
Regulatory Review(ARR) has identified that improvements are required(i.e. requires improvement
rating or partial compliance)

PRACTICE DETAILS

Practice Practice code

Name

Practice

Manager

GPs Number of GPs and roles; e.g. Partner, Salaried etc Clinical sessions per Any other roles

week

GP 1 — Partner ....
GP 2 etc






Practice
Nursing
Team

Grade/bands and Roles (e.g ANP)

Hours per week Nurse prescriber Yes / No

Health Care
Assistants

Number of HCAs (wte) and current roles in practice

Training for roles. Have each HCA completed the care
certificate?

Admin Staff

Practice Manager Number of WTE reception /admin
WTE staff

Other
professional
staff

Roles in the practice

Hours worked per week

Staff
training

How do you ensure Practice staff are compliant with
mandatory/statutory training?

Give details of what is included in your mandatory and statutory
training.






List size

Demographics
(CCG to add
relevant web
link for

https://fingertips.phe.or
g.uk/profile/general-

practice

Description

practice)

Disease

Prevalence Practice to review their

data disease prevalence
and comment on any
outlying areas.
Practice to note any
work done to validate
disease registers

Access Process for Telephone
advice / consultations
What happens when
all appointments on
the day are booked

Extended How are you utilising

Access exte_nded access
within your practice
How does the practice
manage access to

Online online medical records,

services appointments and

medication requests

Local Primary
Care schemes

Practice to confirm that
it is meeting the
reporting and quality

Note: The CCG will select a scheme(s) and will review the requirements at the practice visit.




https://fingertips.phe.org.uk/profile/general-practice

https://fingertips.phe.org.uk/profile/general-practice

https://fingertips.phe.org.uk/profile/general-practice



requirements of local
primary schemes
signed up to.

Minor Surgery
(as part of
additional
services,
cautery,
curettage and
cryotherapy)

Do you provide this for
other practices

Who undertakes this?

Equipment

Describe the process
for checking/
calibrating equipment
in the practice

Management
of clinical
information

Practice to describe how
clinical information is
received and managed.

Who codes data from
mail/ results?

How is the quality of
summarising and read
coding quality assured in
the practice?

Results

How are results
processed in the
practice?

How is a patient informed
of an abnormal result?






Chronic
disease
management

How do you ensure
housebound patients
receive appropriate
review/ monitoring?

Recall

Describe the process for
recall of patients with
chronic disease

What is the minimum condition Recall
disease recall in months | Asthma
Diabetes
Hypertension
AF

How are DNA’s
managed?

Are any patients
excluded from recall if so
why?

Do you have an
exception reporting
policy?

Clinical
management

How do you ensure new
clinical guidance is
implemented in practice?

Give an example of how
a recent NICE clinical
guideline [ within the last






12 months ] has been
adopted in practice

How is clinical
information disseminated
to the whole clinical
team?

How are templates
updated?

Describe the system of
clinical meetings in the
practice

Please describe any
clinical audits that have
been undertaken within
the last year

1.Patient and Public Involvement

Is there an active patient group?

Describe the practice complaints process.

Does the practice record compliments?

2. Risk Management

High risk Drugs
How are high risk drugs monitored in the
practice?

Medical Alerts
How are CAS alerts processed in the
practice?

Safeguarding

How do you ensure the safety of staff and
service users? Is there a policy and
procedure in place for managing
challenging behaviours against staff or






other service users?

Does the practice have a safeguarding
policy and procedure in place? Does this
policy include safeguarding training for
children and adults and reference
safeguarding supervision?

CcQcC

Evidence of work done to address any
actions identified by CQC

Staff and Staff management

Do all staff have PDP/ training plans?

DBS

Describe the process for DBS checks for
staff

Do all clinical staff have a current DBS
check on file?

What risk assessment is undertaken for
other staff?

Accessible Information Standard

Assurance statement around compliance
with DCB1605 Accessible Information
(the Accessible Information Standard);
this standard directs and defines a
specific, consistent approach to
identifying, recording, flagging, sharing
and meeting the information and
communication support needs of patients,
service users, carers and parents, where
those needs relate to a disability,
impairment or sensory loss. The Standard
applies to service providers across the
NHS and adult social care system, and
effective implementation will require such
organisations to make changes to policy,






procedure, human behaviour and, where
applicable, electronic systems.

Does the Practice have effective systems
and processes in place to comply with the
Accessible Information Standard?

Emergency Preparedness, Resilience
and Response (EPRR)

Assurance statement around emergency
planning and business continuity
including:

Does the practice have an EPRR/
Business Continuity lead? — if Yes please
provide name and contact details

Does the practice have a Business
Continuity Plan in place (including
effective arrangements for responding to
severe weather)?

Does the practice have a Critical Function
list (Fuel Disruption) available?

Does the practice have effective
arrangements for dealing with an
outbreak (infectious disease/ pandemic
influenza)






RECORD OF CLINICAL SUPPORT VISITS

Visit

Date

Practice staff present

NHS England and NHS Improvement /
CCG staff

Duration

G WIN|F
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_1632896011.pdf
NHS

North Lincolnshire

Clinical Commissioning Group

Date: 24™ October 2019 Report Title:

Meeting: Primary Care Primary Care — Immediate Disruption to Services
Commissioning (Standard Operating Procedure)
Committee

Iltem Number: 17.0

Public/Private: | Public X Private[]

Decisions to be made:

Author: Erica Ellerington, The Committee are asked to review and approve the

(Name, Title) Primary Care Contract suggested standard operating procedure in the event of
Manager immediate disruption to services.

GB Clinical Geoff Day

Lead: Director of Primary

(Name, Title) Care

Director Geoff Day

approval

(Name)

Director

Signature @b@%

(MUST BE

SIGNED)

Executive Summary (Question, Options, Recommendations):

North Lincolnshire are now a fully delegated CCG however, legally, NHS England retains the residual
liability for the performance of primary medical care commissioning. Therefore, NHS England requires
robust assurance that its statutory functions are being discharged effectively and these are described
within the Primary Medical Care Policy and Guidance Manual (PGM) (v2).

To ensure that the CCG meet its statutory duties, and detailed within the policy and guidance manual,
having a clear process in the event of an immediate disruption to services is required.

When a GP Practice closes at short notice, it is important that commissioners respond and act in a
timely way. Such closures may be as result of actions by the CQC, for example voluntary closure in
response to an adverse inspection or cancellation of the practice’s registration, or due to the sudden
inability of a provider to continue providing a service for some other reason. In this event, the
‘Commissioner’ (CCG) will take the lead in the following actions:

o Ensure appropriate interim measures are put in place (e.g. a caretaker GP) to keep people
safe after the identification of concerns or issues or at the very latest, the point it is informed of

the closure.






o Establish a team with specialist skills to oversee the closure, including contracting and

communications staff, and lead on arranging meetings / consultations with any partners.

The attached standard operating procedure has been developed in line with recommendations within
the Primary Medical Care Policy Manual to be used in the event of immediate disruption to services.

The policy has been developed across the Humber CCGs and has received input from relevant CCG
officers and NHS England Primary Care Team.

1 Approve the suggested procedure
Recommendations | 2

3
1. Commission high quality and safe services
2. Responsive to the health and are needs of the population
Link to a Strategic 3. Working together with patients, partners and the public to
Objective? stay healthier and independent for longer
4. Where people need health and care services they will be
available when and where you need them
Link to a Strategic Risk U

Link to Key Delivery Programmes

Prevention Children & Maternity U
Primary Care Mental Health & Learning Disabilities Ul
Out of Hospital Care Hospital Care ]
Other (specify) [ | Statutory/Regulatory
Purpose (tick one only) Decision Assurance [] Information [

The paper forms part of the CCG’s statutory duties under

Where has the paper already been primary care delegation

for assurance/consultation

Patient, Public, Clinical and Stakeholder engagement — has there been appropriate:-

Yes | No | N/A Summary Date
Patient Engagement U U
Public Engagement [ U

Clinical Engagement U U

The standard operating procedure has
been developed with Humber CCGs and
has included input from primary care and

Engagement with O | o
relevant CCG teams






and directors

quality leads

Other (specify)

d

d

Have impact and risk assessments been undertaken as required and in line with CCG Policy

Yes

pd

(0]

N/A

Summary

Date

Quality

X

Equality

X

Sustainability

X

Privacy

X

Risk

X

Legal

X

Financial

Ogjg|o|jog|d

X

Ogjg|o|jog|d






NHS

North Lincolnshire

Clinical Commissioning Group

Primary Care
Immediate Disruption to Service

Procedure
Created by: Erica Ellerington
Date: 01/10/2019

Review Date: 01/10/2020






NHS

North Lincolnshire
Clinical Commissioning Group

Primary Care Immediate Disruption to Service Procedure

Circumstances may arise that require the Commissioner to put in place an urgent contract.
Such circumstances may include:

. the death of a contractor;
. the bankruptcy or insolvency of a contractor; or
. termination of an existing contract due to patient safety.

Where continuity of services to patients is required, the short timescales involved may not
allow the Commissioner to undertake a managed closedown and transfer to a new provider.
The Commissioner may therefore look to award a contract to a specific party that is able to
provide the services to patients at short notice. In the large majority of cases where closure
is rapid (i.e. immediate removal of CQC registration) the most appropriate course of action
will likely involve an initial ‘caretaker’ arrangement (another GP or GP Practice team from
within the same Primary Care Network) temporarily overseeing the practice at the closing
practice's existing premises and the care of its registered list. If caretaker arrangements
cannot be fulfilled from within the practice’s own primary care network, the commissioner
must source an alternative caretaker. The commissioner will need to ensure that
arrangements to secure the long-term management of the patient list are commenced at the
earliest opportunity. Wherever possible, caretaker arrangements should be kept to a
maximum of 12 months.

In the event that an incident occurs which results in immediate inability to deliver
care, the following checklist of immediate ‘must dos’ should be followed:

Action Complete

In the event of a contract termination on the grounds of safety, immediately
prior to the natification being issued advise all relevant parties — in
confidence at this stage - of the potential for action, including (but not
necessarily limited to):

Chair of the CCG Primary Care Commissioning Committee

NHS England local team Head of Primary Care

Chair of the Health and Wellbeing Board

Relevant Comms Teams (to ensure dissemination of appropriate public

and patient messages, when appropriate)

¢ Relevant PALS and Complaints Teams (to ensure that they are briefed
to respond to queries and concerns, if received)

e CCG Quality Lead

e CCG Unplanned Care team

o 0., Y
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LMC Liaison

Notify the LMC and agree their level of involvement in the process. This
would depend on the circumstances and advice should be sought from NHS
England & Improvement if necessary.

Identify caretaker provider from within Primary Care Network as a first
course of action, using NHSE and local criteria i.e. the proposed provider
must:

e Be trusted to keep matters confidential

o Be eligible to hold an NHS Primary Care Contract (APMS)

¢ Be able to mobilise quickly (medical team must be available to deliver
on the next working day)

e Inspire commissioner confidence in their ability to deliver

¢ Be willing to deliver in accordance with a statement of expectations, for
an agreed time period

e Be willing to meet TUPE requirements, with support from the
commissioner

¢ Be willing to assume financial and legal liability for delivery

Contact Head of Primary Care at NHS England to discuss the list of
potential providers.

It should be noted that NHSE/I are currently undertaking a piece of
work to secure a pseudo dynamic purchasing system (Framework
agreement) when this is in place this policy will be revised to
accommodate this process.

Consider the process for supporting the contract award (local competition)
Ensure that the decision regarding which potential provider to appoint is
properly documented, with reasons. If time allows, undertake a rapid
expression of interest process to all local eligible providers.

Agree any additional costs of interim cover (including those which fall to the
commissioner, and those which fall to the provider)

As soon as the interim arrangements become effective, ensure key
stakeholders are notified:

e See CCG contact list for notification of practice changes here [link to be
inserted]

e PCSE team (see link) https://pcse.england.nhs.uk/services/practice-
mergers-and-closures-notifications/

e Landlord and other leaseholders (where premises are shared)

0 0. Y
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Ensure that operational issues are prepared for as follows:

Nominate a dedicated on-site operational manager (commissioner) to
support the interim provider to oversee immediate operational issues,
and to ensure records of all actions are maintained (where appropriate)
Create a temporary team for dealing with the current situation: Agree
roles and responsibilities of other attendees

Establish daily SITREP calls with key stakeholders to ensure all
immediate requirements are being met

Notify landlord and other leaseholders (where premises are shared), to
the requirement for the alternative provider to access premises — this
includes access to records, medicines and equipment

Seek legal advice in respect of access to premises, including potential
requirement for developing a licence to occupy

Ensure appropriate communication, including that relevant personnel
are physically available

Offer support to staff at the practice receiving the Notice of Termination,
particularly in respect of their employment status

[NB consideration should be given to contacting relevant Trade Union
personnel who may be able to offer additional support to staff]

Offer support to patients, arriving at or telephoning the practice
Facilitate prompt provision of written information for patients (e.g. a
letter appraising them of the situation, via PCSE)

Ask designated team members/communications team to utilise
communications protocol to ensure media messages are managed
Ensure appropriate, supported decision making throughout the first few
days of alternative provision, including:

o Presence of appropriate CCG and/ or NHSE staff (i.e. at least 1
or 2 senior staff at director or assistant director level)

o Access to appropriate budgets to agree additional spend if
required Access to appropriate legal advice, particularly in
respect of staffing issues

o Access to IT support

0 0. Y
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Ensure all provider matters are formalised:

e |ssue interim provider with formal contract and action plan, setting clear
expectations of interim provider beyond the immediate period, and
detailing funds available in support

e If a practice has closed because of concerns in relation to patient safety,
the incoming provider may need to be commissioned to undertake a
review of systems and processes. This should include but is not limited
to, undertaking audits to provide assurance around patient safety. This
recognises the additional work that commissioners may need to reflect
in the contract to provide assurance with regard to patient safety and
public confidence

e Where the interim provider uses its own equipment, or the CCG
supplies such equipment, ownership must be clearly documented.

The interim provider must submit to the CCG its inventory of the
premises, medicines and equipment within 5 days of occupation

o All expectations in respect of TUPE, re both the incoming interim
provider and outgoing provider, have been clarified in writing (interim
provider to cooperate with CCG and NHSE to ensure TUPE
requirements are appropriately attended to)

Once immediate matters have been attended to:

¢ Maintain and finalise a chronological timeline of events

e Save all evidence in a single file, to include all documentation
irrespective of directorate/ team

e Ensure all lessons learned have been captured and acted upon

e Ensure that NHSE and all relevant others (see step 4 above) have been
updated.

NB decision making must be logged throughout the above process, to
provide evidence in the event of later challenge

Additional guidance

Please refer to the NHS England Policy and Guidance Manual (Link), specifically the
chapters on urgent contracts, and planned and unplanned practice closures for a list of all
factors that may be relevant.

Where the Commissioner determines that a contract for the immediate provision of services
is required but time does not allow full consideration of the above factors (or for a
competitive procurement process if required), the procurement risks can be mitigated by
entering into a temporary contract that provides time for the proper action to be arranged
and followed.

o 0., Y
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Executive Summary (Question, Options, Recommendations):

The attached contract sets out the terms for the provision of primary medical care services through the
Special Allocation Scheme for potentially violent patients that have been subject to the immediate
removal form their GP Practice in North Lincolnshire.

The CCG, following delegation, is obliged to formally commission this service through a suitable and
relatively local provider to ensure any such patient can access appropriate care and to manage and
reduce the risk that the patient will move on to significantly disrupt local practices and supporting
health and social care services as well as police time spent attending incidents and supporting local
services.

For the period prior to delegation the service was commissioned by NHS England for North
Lincolnshire.

The service can be provided by an existing practice or specialist primary care provider through
commissioning the equivalent of an enhanced service contract as set out in the attached document.

The contract essentially underpins the access to general medical services but also covers the
requirements for the Provider to have the expertise through experience, skills, knowledge and
capacity to deliver appropriate clinical care to a challenging group of patients. The contract also works
on the principle of rehabilitation and the potential to support the patients referred into the service to






return and re - register with a traditional GP service.

The number of NL resident patients registered with this service at any one time is likely to be small,
therefore the costs associated with this are relatively limited when compared to the potential impact of
these patients where options to access a suitable service is not available.

The option would be to commission this service through an existing specialist primary medical care
Provider in North East Lincolnshire. The option compares with the cost of commissioning this service
through an existing GP Practice as an enhanced service. Unfortunately, there is currently no interest
from a local practice or provider providing this service this option, equally given the limited numbers
involved it would not be viable to commission a new service for North Lincolnshire. Therefore the
option would be to offer this service to the Open Door service in Grimsby.

Open Door were previously commissioned by both NHS England and North Lincolnshire PCT to
provide the service for NL patients.

Recommendations 1 consider the first draft terms and pricing of the service contract

1. Commission high quality and safe services

X
n

Responsive to the health and are needs of the population

X

Link to a Strategic

w

Working together with patients, partners and the public to

Objective? stay healthier and independent for longer
4. Where people need health and care services they will be
available when and where you need them
Link to a Strategic Risk ]

Link to Key Delivery Programmes

Prevention Children & Maternity Ul
Primary Care Mental Health & Learning Disabilities O
Out of Hospital Care Hospital Care ]
Other (specify) [ | Statutory/Regulatory
Purpose (tick one only) Decision Assurance [ Information [

The paper forms part of the CCG’s statutory duties under

Where has the paper already been primary care delegation

for assurance/consultation

Patient, Public, Clinical and Stakeholder engagement — has there been appropriate:-

Yes | No | N/A Summary Date

Patient Engagement L] L]






Public Engagement L] L]

Clinical Engagement N

Engagement with

relevant CCG teams o | d Primary Care and Finance

and directors

Other (specify) Ul Ul

Have impact and risk assessments been undertaken as required and in line with CCG Policy

Yes | No | N/A Summary Date

An equality and quality impact assessment

Quality [ [ will be undertaken before mobilisation of
any new contractual agreement

Equality [ [

Sustainability Ul Ul

Privacy Ul Ul

Risk ] ] Noted on CCG risk register

Legal U U

Financial ] ]
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Schedule 1
Service Specification

Part A
General Service Delivery Requirements

The Provider shall provide GP led primary medical care services as set out in this Schedule
1, Part B to patients registered on the Special Allocation Scheme (), in accordance with the
requirements set out in this Schedule 1 - Part A.

1. Equity, Human Rights and Patient Focus

1.1 It_is critical that the services are accessible to the whole population and that providers
recognise the differing needs of the diverse community. This can include but is not exclusive
to: accessibility to all elements of the service, and all premises; ability to contact the service;
communication and language needs; and an understanding of different cultural need.

1.2 It should be explicit in the contract specification that, subject to patient consent, the
medical primary care provider must gather diversity data on all their patients, both new and
existing, covering all protected characteristics so that they may better understand their
individual needs and are able to offer a personal, fair and diverse service to the whole
population. The protected characteristics are:

o Age;

¢ Disability;

e Ethnicity, including race and nationality;
¢ Gender reassignment;

e Marriage and civil partnership;

¢ Maternity and pregnancy;

¢ Religion and belief;

e Sex;

e Sexual Orientation,

1.3 Disabled people and people with learning disabilities may also require information to be
made available in alternative formats. It is expected that the provider will ensure that when
needed patients have access to Makaton and British Sign Language Interpretation and that
routine patient information is available in an easy read format. Providers must demonstrate
how they intend to ensure that these requirements are met. Public Sector Equality and
Human Rights Duties are enshrined in legislation and are as critical for organisations
delivering services on behalf of the NHS as they are for the NHS itself.
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1.4 The Provider will complete an Equality Impact Assessment (EIA) annually. The template
can be provided by NHS England. The EIA will cover these characteristics: age, disability,
gender, gender identity, race, religion or belief, pregnancy and maternity and sexual
orientation. The output from the EIA should demonstrate the provider is delivering equitable
service.

3.1

2 Patient Dignity and Respect

2.1 The Provider will;

2.1.2

2.1.3

214

2.15

2.1.6

ensure that the provision of the Services and the Practice Premises protect
and preserve Patient dignity, privacy and confidentiality at all times;

allow Patients to have their personal clinical details discussed with them by a
person of the same gender, where required by the Patient and if reasonably
practicable;

provide a trained chaperone who will work in accordance with the most up-to-
date chaperone good practice guidance for intimate examinations (of the
same gender where requested and if reasonably practicable) if requested by
the patient to preserve Patient dignity and respect cultural preferences;

ensure that patients are aware of their right to a chaperone and how to
request one; and

ensure that the Provider staff and anyone acting on behalf of the Provider
always behaves professionally and with discretion towards all Patients and
visitors.

Informed Consent

The Provider shall comply with NHS requirements in relation to obtaining informed
consent from each Patient as notified to the Provider by the Commissioner from time to
time prior to commencing treatment, including the Department of Health (DH) Good
Practice in Consent Implementation Guide: Consent to Examination or Treatment 2001
or any superseding guidance.

4. Safeguarding Adults at Risk and Safeguarding Children and Looked After
Children

4.1 The Provider will;

4.1.1 Ensure they have a named professional that takes a lead and is appropriately
trained in relation to adults at risk and children safeguarding as set out in
Safeguarding Vulnerable People in the NHS: Accountability and Assurance
Framework 2015, and in line with Working Together (2015), Care Act (2015),
Children Act (1989) and Children Act (2004);





4.1.2

4.1.3

41.4

4.1.5

4.1.6
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Have policies and procedures in place that meet the requirements set out in
current guidance and legislation pertaining to Adults at Risk, Safeguarding
Children and Looked After Children (LAC) as well as specific and local
arrangements.The policies must include domestic violence, honour-based abuse,
PREVENT, Modern Slavery, managing allegations against staff and the
chaperoning of children, young people and adults at risk. Policies must comply
with legislation that underpins safeguarding adults at risk, e.g. Mental Capacity
Act (MCA) 2005, Deprivation of Liberty (DoLS);

Contribute to serious case reviews (SCRs), Safeguarding Adult Reviews (SARS),
domestic homicide reviews (DHRs) and multi-agency case reviews as requested
by the SET LSABs and SET LSCBs and Child Death Review Process, including
provision of information to the Child Death Overview Panel (CDOP) and the rapid
response team when a child dies unexpectedly. The Provider is expected to have
a safeguarding lead within the organisation. The Provider will actively seek and
accept support from the named professional leads for safeguarding within the
CCG;

Ensure that records are retained of incidents relating to allegations made against
staff working with children, young people and adults at risk. This will include
details of referrals/discussions with the Local Authority Designated Officer
(LADO) and outcome of the allegation;

Use appropriate SET LSAB/SET LSCB/local authority endorsed systems to make
safeguarding referrals and ensure that such information is appropriately flagged
within the health care record; and

Ensure that all staff have access to training and development in relation to all
aspects of safeguarding children (including Looked After Children) and adults at
risk, including PREVENT, MCA and DoLS and will ensure that in-house training
packages/resources used are in line with professional body recommendations,
requirements of the SET LSABs, additionally for children as per Working
Together to Safeguard Children 2015 and the Intercollegiate Document
(Safeguarding Children: Roles and Competences for Health Care Staff 2014;
Looked After Children, knowledge, skills and competencies of healthcare staff
2015). Doctors are expected to have Level 3 safeguarding.

5 Prescribing

5.1 The Provider will prescribe the most clinically safe and cost effective medicines in
accordance with national and local guidance from time to time including:

511

51.2

51.3

National Institute for Health and Care Excellence (NICE) guidance and DH
directives relating to prescribing;

Good Prescribing Practice as defined by the latest edition of the British National
Formulary (BNF);

Shared care protocols agreed between the Commissioner and other secondary
care NHS Contractors;





7.1
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5.1.4 Patient Group Directions, such as emergency contraception and antibiotics; and
5.1.5 Meet all requirements of the prescribing or medicines optimisation work plan
agreed with the CCG.

6 Clinical Safety and Medical Emergencies

6.1 The Provider will;

6.1.1

6.1.2

6.1.3

6.1.4

6.1.5

ensure that all Provider Staff have and maintain basic life support certification
with competence in defibrillation and ensure that all the staff comply with the
UK Resuscitation Council guidelines on Basic Life Support and the Use of
Automated External Defibrillators;

ensure the availability of sufficient numbers of the staff with appropriate skill,
training and competency and who are able and available to recognise,
diagnose, treat and manage Patients with urgent conditions at all times Core
Hours and Additional Hours (where applicable);

possess the equipment (which is routinely assessed) and in-date emergency
drugs including oxygen to treat life-threatening conditions such as
anaphylaxis, meningococcal disease, suspected myocardial infarction, status
asthmaticus and status epilepticus;

pass all life threatening conditions to the ambulance service as soon as
practicable by dialling 999 and requesting the ambulance service; and

adhere to any national or local guidelines relating to clinical safety and
medical emergencies in primary care as amended from time to time.

7 Good Clinical Practice

The Provider will perform the Services in accordance with the following requirements as

amended from time to time:

7.1.1

7.1.2

7.1.3

7.1.4

7.2

Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 and Care Quality
Commission (Registration) Regulations 2009 (Part 4) including the Care Quality
Commission’s Fundamental Standards;

the “excellent GP” according to Good Medical Practice for General Practitioners (RCGP

2008);

any relevant MHRA guidance, technical standards, and alert notices;

the highest level of clinical standards that can be derived from the standards and regulations
referred to in this Section 7.1 of Part A of this Schedule 1; and

the General Medical Council guidance on Good Medical Practice (2013).
7.3 The Provider will ensure that clinical meetings are convened for all clinicians working in the
Practice a minimum of once each calendar month.

8 Equipment
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8.1 The Provider will provide all medical and surgical equipment, medical supplies including
medicines, drugs, instruments, Appliances, and materials necessary for the delivery of
services under this Agreement; which shall be adequate, functional and effective.

8.2 The Provider will establish and maintain a planned maintenance programme for the
equipment referred to in paragraph 8.1 above in line with the manufacturer's guidance
and make adequate contingency arrangements for emergency replacement or remedial
maintenance.

9 |

nfection Control and Prevention

9.1 The Provider will have in place arrangements that meet criterions within the Health
and Social Care Act (2008), Code of practice for the control and prevention of
infection and associated guidance and the standards outlined in the NICE
guidelines on infection control “Prevention of healthcare associated infections in
primary and community care (March 2012)", to maintain a safe, hygienic and
pleasant environment at the Practice Premises, and the NHS England Standard
Operating Procedure Infection Prevention and Control Audit requirements (or any
new/revised requirements/legislation), and shall:

9.1.1 use only disposable medical supplies including instruments and materials;

9.1.2 ensure adequate provision is made for hand washing and disinfection in all
clinical areas and that appropriate guidance is clearly displayed;

9.1.2 plan for the ordering, recording, handling, safe keeping, safe administration and
disposal of medicines and equipment used in relation to the Services;

9.1.3 make arrangements to minimise the risk of infection and toxic conditions and
the spread of infection between Patients and staff (including any clinical
practitioners which the Contractor has asked to carry out clinical activity);

9.1.4 follow appropriate guidelines to the management of hospital; acquired
infections;

9.1.5 conduct regular (annual as a minimum) infection control audits where
appropriate; and

9.1.6  ensure an Infection Control Policy is in place, available to all staff and annually
reviewed.

9.1.7 ensure that a named Infection Control Lead is identified.

10 Referrals

10.1

The Provider will:
10.1.1 ensure that all staff act in the patient’s best interests when making referrals;

10.1.2 ensure that, whenever possible, referrals are made via the NHS e-Referrals
Service;
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10.1.3 record all referrals in the patient record using the appropriate SNOMED clinical
terms;

10.1.4 ensure that any healthcare professional to whom Clinical Staff refer a Patient is
accountable to a statutory regulatory body or is employed within a managed
environment, and where this is not the case the transfer of care is to be
regarded as a delegation (and not a referral) and the Contractor shall remain
responsible for the overall management of the Patient and shall be accountable
for the decision to delegate;

10.1.5 monitor secondary care activity relating to registered patients and minimise
inappropriate referrals, A&E attendances and hospital admissions in line with
the relevant CCG(s) annually agreed priorities and Practice specific work plan;

10.1.6 co-operate with service contractors carrying out Out of Hours Services to
ensure safe and seamless care for Patients;

10.1.7 provide complete and comprehensive information to support any Referral made
and comply with, where appropriate, any directions provided by the relevant
CCG(s) concerning the format or composition of Referrals including, where
relevant, instruction to direct Referrals to a third party for clinic booking and/or
clinical triage;

10.1.8 use robust clinical pathways for referral, where these are agreed with other
local healthcare Contractors and/or issued by the relevant CCG;

10.1.9 implement local and national referral advice including Referral Guidelines for
Suspected Cancer and NICE guidance;

10.1.10 ensure urgent suspected cancer Referrals are sent electronically and received
by the relevant trust within twenty-four (24) hours; and

10.1.11 review access and care for patients who are using out of hours services rather
than core services.

11 Co-operation with Other NHS Contractors

11.1 The Provider will provide an integrated and fully supported primary health care team to
work in partnership with all other NHS and non-NHS healthcare contractors and
stakeholders (including, but not limited to, CCGs, health visitors, district nurses, social
services, mental health services, acute trusts and acute trust laboratories, community
health Contractors, other GP practices and healthcare Contractors and local voluntary
and third sector organisations). This will include participating in any local collaborative
models of working.

11.2 The Provider will:
11.2.1 discuss and develop policies and procedures with local CCGs to ensure there is

compatibility with local policies and procedures, including clinical and non-clinical
issues;
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up to multi-agency information sharing agreements as agreed with the

Commissioner; and

11.2.3 have

a policy in place for information sharing relating to safeguarding.

12 Clinical Governance and Quality Assurance

12.1

12.1.1

12.1.2

12.1.3

12.1.4

12.1.5

12.1.6

12.1.7

12.1.8

12.1.9

The Provider will:

have medical leadership in place in order to operate an effective,
comprehensive, system of Clinical Governance with clear channels of
accountability, supervision and reporting, and effective systems to reduce the
risk of clinical system failure;

continuously monitor and report on clinical performance and evaluate Serious
Incidents, significant events, near misses and complaints.

have systems to record and report any serious incidents in line with NHS
England’s Information Security Incident Reporting Procedure (SIRI). In
addition, all incidents involving patients using this service must be reported
within 24 hours to PSCE (delivered via Capita) at
pcse.immediateremovals@nhs.net.The Contractor must ensure that records
and reports are available to the Commissioner on request;

use appropriate formal methods such as root cause analysis for Serious
Incidents, significant events, near misses and complaints;

have in place a system for collecting data on Serious Incidents, significant
events, near misses and complaints in a systematic and detailed manner to
ascertain any lessons learnt about the quality of care and to indicate changes
that might lead to future improvements. Furthermore, the Contractor shall
have in place a system for adopting such changes into practice and
processes going forward;

receive and respond to relevant CAS (central alert system) Patient Safety
Alerts and messages. The central alert system is a web-based cascading
system for issuing alerts, important public health messages and other safety
critical information and guidance to the NHS and other organisations;

ensure high standards of information governance for the service and reassure
patients of the importance of patient confidentiality. The provider will also
maintain high standards in relation to “Information Sharing Protocols” which
may exist between agencies to ensure the appropriateness of the information
to be shared with other agencies. The provider will complete the NHS IG
Toolkit and achieve a minimum of level 2 compliance in all requirements to
provide assurance of continued high standards. Note: All staff should be
trained in information governance]

The provider must be registered with the CQC to provide primary medical

services. Registration with the CQC takes a minimum of 12 weeks. Any cost
implications will be at the providers’ own cost.

operate robust auditing of clinical care against clinical standards and in line
with CQC standards;

10
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12.1.10 comply with the Commissioner’s governance requirements and inspections
and make available, on reasonable notice to the Commissioner, any and all
Contractor records (including permitting the Commissioner to take copies)
relating to Contractor clinical governance to enable the Commissioner to audit
and verify the clinical governance standards of the Contractor;

12.1.11 where appropriate, fully implement any recommendations following
Commissioner inspections within three (3) months of notification by the
Commissioner of the recommendations;

12.1.12 provide the Commissioner with a service improvement plan where
appropriate; and

12.1.13 participate in all quality and clinical governance initiatives agreed with the
Commissioner and the CCG where appropriate.

12.1.14 The Provider should deliver a standard of care equivalent to that required
under the Quality Outcomes Framework (QOF).

13 Contractor Workforce: Recruitment and Competence

13.1 The Provider must have a comprehensive, robust plan for recruitment,
selection and employment procedures in place that are compliant with
employment legislation and European directives.

13.2 The principle objectives of the Contractor must:

13.1.1 Reflect the local community and range of languages spoken to support
access to services;

13.2.2 Meet the essential day-to-day staff leadership, management and supervisory
needs of the contract during its lifetime, including during mobilisation and, if
appropriate, contract termination;

13.2.3 Support the provision of safe, high quality clinical services;

13.2.3 Aim to provide continuity of care for patients and minimise use of locum staff;

13.2.4 Ensure that every member of the staff has a job description and appropriate
contracts of employment setting out their terms and conditions, and roles and

obligations as well as their rights;

Ensure that, where appropriate any transference of employees to its
employment must comply with TUPE regulations;

13.3 The Provider must specify arrangements to ensure that all mandatory pre-employment
checks are implemented for all staff working in the organisation, including ensuring
compliance with Disclosure and Barring Service (DBS) requirements for all staff before
they start employment.

13.4 The Provider shall not employ or engage a health care professional to perform
services under this contract unless:

11





Service Specification and Agreement
North Lincolnshire CCG

i. a minimum of two written clinical references have been received
relating to two recent posts, covering a minimum of three years

ii. the received references have been checked, validated and are
satisfactory

13.5 Where the employment or engagement of a medical or health care professional is
urgently needed and it is not possible to obtain and check the references in
accordance with clause 13.4 before employing or engaging the person, the person
may be employed or engaged on a temporary basis for a single period of up to 14
days whilst references are checked and considered, and for an additional single
period of a further 7 days if the Contractor believes the person supplying those
references is ill, on holiday or otherwise temporarily unavailable.

13.6 Where the Provider employs or engages the same person on more than one occasion
within a period of three months, they may rely on the references provided on the first
occasion, provided that those references are not more than twelve months old.

13.7 If a Provider uses a third party to assist with recruitment and recruitment checks, the
Contractor is responsible for ensuring the relevant checks have been undertaken and
documentary evidence of this is available on request by the Commissioner.

13.8 Ensure, through appropriate audit, training and continuous professional development
determining personal development plans, that all clinical staff involved in treating
patients are and remain qualified and competent to do so.

13.9 Support the implementation of all relevant statutory and non-statutory NHS standards,
regulations, guidelines and codes of practice.

13.10 Ensure there are systems in place to monitor that clinicians do not work excessive
shifts or hours to the detriment of patient safety and their own welfare.

13.11 The Provider should provide details of their staffing structure highlighting the persons
that are to have responsibility for the operation of the contract.

13.12 The Provider should provide details of the management structure and the escalation
procedures for resolving problems. Also how during periods of annual leave,
sickness, industrial dispute or any other absence the service will be delivered.

13.13 The Provider must ensure:
13.13.1 All Clinical Staff are registered with all appropriate regulatory bodies;

All medical provider staff performing specialist procedures, are suitably
gualified, competent and experienced and are registered in the GMC
Specialist Register in respect of the specialty in which they perform specialist
procedures.

13.13.2 All GPs:
i.  Are registered with the GMC and on the GMC GP register.
ii. Hold appropriate certificates confirming their eligibility to work in
general practice in the UK including current membership on the Medical
Performers List;
iii.  Are fully licensed to practice; and
iv.  Have undergone a revalidation process as appropriate.

12
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All Nursing Staff are:

Registered on the Nursing and Midwifery Council and, if they are to prescribe
drugs and/or medicine, that the corresponding entry in the register indicates
that they hold a prescribing qualification; and

Subiject to robust procedures for re-registering and monitoring subsequent re-
registration for Health Care Professionals as appropriate.

Subiject to revalidation.

14  Risk Management, Disaster Recovery and Business Continuity

141 Th

1411

14.1.2

14.1.3

14.1.4

e Provider shall:

Operate mechanisms for assessing and managing clinical and general
business risk including the maintenance of a suitable risk register that is
reviewed, as a minimum by the Contractor on a monthly basis;

Have arrangements for business continuity in the event of an incident or
emergency during the life of the contract. Prepare disaster recovery,
contingency and business continuity plans that should be available for
inspection by the Commissioner at any time. This plan should show how the
service would be delivered and maintained during an incident or emergency.
It must include provision for continuity and prompt restoration of all
information management and technology systems the latest guidance at:
https://www.england.nhs.uk/ourwork/eprr/bc/

Keep the Commissioner fully informed about any significant risks that have
been identified that could impact on the performance of the contract;

Notify the Commissioner of the person responsible for risk management
within the Provider’s organisation.

15 Maximising Technology and Information Flow

The Provider will:

1511

15.1.2

use the opportunities that technology provides to improve patient care and
experience. Telemedicine, tele-health and tele-care all have important roles
in communication, monitoring and reducing the need for travel for a range of
conditions and patients. The provider will endeavour to acquire and use the
technology reasonably available to it to improve communication and
information flows to build a wider clinical network to access up to date

information to support patient care.

ensure that all staff, clinicians, non-clinicians and contractors have the
appropriate IT skills and training to use the technology and to use

appropriate strategies to find relevant information on a topic to support good

13
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quality care. Refer to the section on Information Management and

Technology).

16.Information Management and Technology

16.1 The Provider will need to ensure that the appropriate information management and
technology is in place to support the medical services. This includes the call handling and

telephony elements of the service.

16.2 Standards and Compliance

16.2.1 The Provider must ensure that appropriate “IM&T Systems” are in place to support
the medical services. “IM&T Systems” means all computer hardware, software, networking,
training, support and maintenance necessary to support and ensure effective delivery of the
Services, management of patient care, contract management and of the primary care
medical business processes, which must include:

Clinical services including ordering and receipt of
pathology, radiology and other diagnostic procedure
results and reports;

Prescribing;

Individual electronic patient health records;

Inter-communication or integration between clinical and
administrative systems for use of patient demographics;

Access to knowledge bases for healthcare at the point of
patient contact; and

Access to research papers, reviews, guidelines and
protocols.

16.2.2 The provider's IM&T Systems must comply with the following standards as
appropriate to the services commissioned from the Provider:

GP Systems of Choice (GPSoC) programme;
Referrals and booking;

NHS Terminology Service, NHS Classifications Service
and Healthcare Resource Groupings;

Alternative Medical Services (APMS) contract; and

Information Governance Toolkit.

17 GP Systems of Choice Programme (GPSoC)*note__

17.1.The Provider must use clinical systems that comply with the GPSoC programme.
The provider must also comply with the standard terms and conditions of the GPSoC
programme as may be updated from time to time.
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17.2 NHS Digital has issued a specification that sets out the requirements for IM&T
systems and infrastructure needed to support clinical applications in use in primary care,
now and in the future, including the GPSoC programme. These applications include:

o E- Referral System: use of the Directly Bookable Service (DBS) for all patient
referrals into secondary care;

¢ N3: use of the national network for all external system connections to enable
communication and facilitate the flow of patient information;

e Summary Care Record: includes essential health information about any
medicines, allergies and adverse reactions derived from their GP record.

e Electronic Transfer of Prescriptions (ETP): use of the electronic prescribing
service for supply, administration and recording of medications prescribed and
transmission to the Prescription Pricing Division (PPD);

o GP2GP: use of GP2GP so that patient records are transferred electronically
when a patient registers with a new practice;

o Patient Demographic Service (PDS): use of the PDS to obtain and verify NHS
Numbers for patients and ensure their use in all clinical communications;

e NHS Mail: use of the NHS Mail email service for all email communications
concerning patient-identifiable information or the appropriate local solution; and

e Calculating Quality Reporting Service (CQRS): use of CQRS to demonstrate
performance against QOF and enhanced Service achievement targets to support
guality improvements in services provided to patients.

* Note : GPSoC will be replaced by GP IT Futures from December 2019
18. Referrals and Bookings

18.1. The Provider's IM&T Systems must be effective for referrals and bookings including
appointment booking, scheduling, tracking, management and the onward referral of patients
for further specialised care provided by the NHS, independent sector or social care and must
be compliant with Choose and Book requirements including the use of smart cards. Care
must be taken to inform those organisations to which the SAS patients are referred that they
are on the SAS and those organisations should liaise with their own Local Security
Management Service as to how best to manage the patient’s referral and care.

19. NHS Terminology Service, NHS Classifications Service and Healthcare
Resource Groupings

19.1 The Provider must comply with NHS Terminology Service (NHS TS), NHS
Classifications Service (NHS CS) and Healthcare Resource Groupings (HRG) including:
¢ Read Codes and migrate to SNOMED CT (UK Edition)
when available;
¢ NHS Dictionary of Medicines and Devices;
e Office of Population Census and Surveys (OPCS) version

4.3;

¢ National Intervention Classification Service (NIC);
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¢ International Classification of Disease (ICD) version 10; and

e Healthcare Resource Groupings (HRG) version 4.

20. Provision

20.1 The Provider must provide the necessary IM&T Systems and infrastructure to support
the delivery of primary medical care services, contract management and business
processes. This should be in line with NHS Digital's GPSoC guidance. It would be preferred
if the GP clinical system to be used in the surgery was a hosted, fully ITK2, compliant
system.

20.2 The Provider must have in place appropriate, secure and well managed IM&T Systems
which properly support the efficient delivery of the services and comply with specific
requirements and the underpinning standards and technical specifications set out in this
chapter.

20.3 In making their selection, the provider should note that within the GPSoC framework,
the provider may choose the IM&T Systems that it implements and uses, providing they
support all requirements and adhere to the relevant standards described in any Contract
specification. In the table below responsibilities are shown to demonstrate where
responsibility for provision lies.

21. Costs

21.1. The table below shows where the costs of IT is met:

GP Server Solution or Hosted Server GPSoC
solution

Local area network, Hubs and Switches GPSoC
Wide area networking and N3 GPSoC
Desktop PCs and printers, scanners GPSoC
GPSoC compliant clinical system GPSoC
Other clinical systems Provider
Virus protection. GPSoC
Business applications for finance, Provider
HR/payroll, Document Management

Helpdesk, desktop, email admin, network, | GPSoC
N3
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GP Clinical system support GPSoC

GP Clinical system — Training and GPSoC

Support

All other Training Provider
Provider

22 Testing

22.1The Provider must undertake testing of the IM&T Systems proposed, including those
supplied by NHS England, by the provider, by third party suppliers and of any interfaces and
inter-working arrangements between parties or systems, to guarantee compliance with all
appropriate standards and to prove operational effectiveness.

23 Reporting

23.1. The Provider's IM&T Systems must facilitate information gathering and reporting to
meet performance management commitments under any Contract specification and other
statutory or other obligations

24 Information Governance and Security

24.1 The Provider must put in place appropriate governance and security for the IM&T
Systems to safeguard patient information.

24..2 The Provider must ensure that the IM&T Systems and processes comply with statutory
obligations for the management and operation of IM&T within the NHS, including, but not
exclusively:

e Common law duty of confidence;

e Data Protection Act 1998 and all subsequent applicable data
protection laws (Including subject access rights)

e Access to Health Records Act 1990;
e Freedom of Information Act 2000;
e Computer Misuse Act 1990; and

e Health and Social Care Act 2001, all as amended from time
to time.

24.3 There is a statutory obligation to protect patient identifiable data against potential
breach of confidence when sharing with other countries.

24.4 The Provider must meet prevailing national standards and follow appropriate NHS
good practice guidelines for information governance, records management and security,
including, but not exclusively:

e NHS Confidentiality Code of Practice;
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Information Security Management: NHS Code of Practice

Registration under ISO/IEC 17799-2005 and 1SO 27001-
2005 or other appropriate information security standards;

Adherence to the Caldicott principles and guidelines;
Appointment of a Caldicott Guardian;

Appointment of an Information Governance Lead
Information Governance Alliance Records

Management Code of Practice for Health and Social Care
2016;

Data quality standards under the former requirements of the
IM&T Directly Enhanced Service;

Clinical governance in line with the NHS Information
Governance Toolkit;

Information Governance Statement of Compliance (IGSoC);

Good practice guidelines for general practice electronic
records and smart cards

Implementation of policies on security and confidentiality of
patient information and a risk and incident management
system;

25.1To ensure the quality and safety of patient care, the IM&T Systems must also support:

Management of all clinical services including ordering and
receipt of pathology; radiology and other diagnostic
procedure results and reports;

Prescribing;

Maintenance of individual electronic patient health records;

Inter-communication or integration between clinical and
administrative systems for analysis of patient
demographics;

Access to knowledge bases for healthcare, such as Map of
Medicine, at the point of patient contact;

Access to research papers, reviews, guidelines and
protocols;
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¢ Communication with patients, including hard-to-reach
groups, to support provision of quality care, including printed
materials, telephone, text messaging, website, and email;

¢ Regular cleansing of the list of registered patients to ensure
that it is up to date avoids ghost patients;
¢ The maintenance of detailed records as to diversity and
protected characteristics; and
¢ The maintenance of up to date contact details for patients.
26 Disaster Recovery
26.1 No failure of NHS Digital, NHS England or any other subcontractor supplying IM&T
services or infrastructure will relieve the provider of their responsibility for delivering primary
medical care services. Therefore, the provider must have an IM&T Systems disaster

recovery plan to ensure service continuity and prompt restoration of all IM&T Systems in the
event of major systems disruption or disaster
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Part B
Services

Scope of Services

1.1 The Provider will deliver primary medical services (Essential and Additional) to
Patients who have been removed from general practice due to exhibiting violent
or aggressive behaviour and are registered with the SAS.

1.2 The Provider will provide support for rehabilitation of Registered Patients in order
to address the underlying causes of violent or aggressive behaviour and
encourage and support facilitation of return to general practice.

Access To Services

2.1 Core Hours

2.1.1 The Service shall be contactable by telephone during Core Hours, as defined below
(excluding Bank Holidays):

Monday Tuesday Wednesday | Thursday Friday
8am 8am 8am 8am 8am
6.30pm 6.30pm 6.30pm 6.30pm 6.30pm

2.1.2 The Services may be offered during Core Hours, or Out of Hours if preferred,
equating to a minimum of one session per week (three hours).

2.1.3 The Services must be offered flexibly throughout Core Hours, or Out of Hours if
preferred.

2.1.4 The Service hours must be determined by and meet Patient need.

2.1.5 The Provider will not be required to provide Out of Hours Services.

2.2 Call Handling and Reception Services

2.2.1 The Provider must provide a call handling service throughout Core Hours. All
appointments for patients registered under the SAS should be made via a designated call
handling provider (contracted or otherwise provided by or the Provider). If the Provider is
within a larger general practice, no patient on the scheme should directly contact the
Provider practice on the normal practice telephone number. Providers of SAS should not
give out or confirm any information regarding their normal place of work to the patient.

This service should be a low cost or local call equivalent for all patients. Call handling
services will include but not be limited to:

Answering the telephone by a staff member;

Booking appointments;

Answering and co-ordinating Patient queries and requests;

Signposting Patients to services, including appropriate third sector organisations; and
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Prescription services including requests for repeat medication.

2.3 Appointments

2.3.1 The Provider will offer a full range of consultation methods according to clinical need

2.3.2

2.3.3

2.3.4

2.3.5

and patient preference including, but not limited to, telephone, e-mail, video
consultation and face-to-face consultation.

The Provider is encouraged to innovate new ways of working to improve access to
Services using technology, including but not limited to, telephone consultations, video
consultations Skype, mobile apps, emails under the appropriate governance
framework and expanding online booking.

The Provider will ensure that it has measures in place to minimise the number of
Patients who do not attend booked appointments (DNAS).

Telephone triage must be undertaken by a GP or appropriately qualified Advanced
Nurse Practitioner.

Face-to-face consultations should be held in appropriate and secure rooms. The
Provider should ensure there are sufficient security staff on the premises half an hour
before the patient’s appointment and at least half an hour after the patient has left the
premises or the GP has left the premises if the appointment is held away from their
own site. The security escorts will have access to a risk assessment to inform them
of any potential risks.

2.3 Booking an Appointment

2.3.1 The Provider will ensure that upon contacting the Service during Core Hours
by telephone;

2.3.1.1 Patients should normally be required to only make one call in order to make
an appointment and not be asked to call back;

2.3.1.2 Patients are able to book a routine appointment with a GP within forty-eight
(48) hours of contacting the Service;

2.3.1.3 Patients are able to book a telephone consultation with a GP within twenty-
four (24) hours of contacting the Service;

2.3.1.4 Patients are able to book an appointment with the GP or other appropriate
Health Care Professional of their choice at the Service Premises up to and
including four (4) weeks in advance;

2.3.1.5 Patients are able to speak with a GP on the same day of contacting the
Service if they consider the need is urgent; and will be offered an urgent
appointment within 24 hours if clinically justified following triage.

2.3.1.6 The Provider will implement effective systems to ensure the identity of

registered patients wishing to access the Provider's online services are
adequately verified possibly through the issue of passwords.
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2.4 Availability of Appointments

2.4.1 The Provider will undertake continuous assessment of its appointment system and
access, monitoring demand and supply and taking action to address gaps in
provision.

2.5 Length of Appointments

2.5.1 Appointment length shall be tailored to the clinical needs of the patient.

2.6 Punctuality of Appointments

2.6.1 Consultations shall aim to commence within ten (10) minutes of the scheduled
appointment time unless there are exceptional circumstances. This is to reduce
anxiety for the patient.

2.6.2 Treatment for patients suffering from immediate and life-threatening conditions (as
determined by a clinically trained individual acting reasonably) shall commence
immediately as necessary.

2.7 Home Visits

2.7.1 The Contractor shall not conduct home visits, unless in exceptional circumstances
and in agreement with the Commissioner.

3. Patient Registration
3.1 The Provider will:

3.1.1 Deliver Services to all patients referred by Practices in X area, including any existing
patients;

3.1.2 Receive and assess patient information from the Referring Practice and be
responsible for notifying the Commissioner of any referrals which do not meet GMS
Regulations and the referral criteria detailed in Annex 3;

3.1.3 Ensure that the incident has been reported to the police. A police incident number is
not mandatory, however the Referring Practice must be able to provide details of the
date, time and mechanism (i.e. 999, 111, local number) via which the incident was
reported to the police;

3.1.4 Provide all patients with clear information (in a method appropriate to the patient)
about the Service, including the limitations and timescales for review ;

3.1.5 Require the patient to complete a registration form, which includes patient consent
for data sharing with other appropriate organisations;

3.1.6 Inform relevant local health services including but not limited to 111, Accident and
Emergency, and local GP practices of new Patient Registration to the Service; and

3.1.7 Securely hold SAS patient details and notes on a register that is maintained

independently of any main Patient register (if the Contractor already holds a
GMS/APMS list).

3.2 Patient engagement/ rehabilitation
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The Provider will encourage patients to engage with the Services;

Undertake an initial assessment of the patient at first appointment and develop a
care plan as required;

Engage with patients to provide a holistic service to address the underlying causes of
violent/ aggressive behaviour and return to general practice as soon as is
practicable;

As appropriate, work with or refer to other specialist services, such as substance
misuse or mental health services; and

Promote an understanding of the NHS health service to encourage patients to use
services in a responsible, safe and appropriate way in the future.

Patients shall be deemed ‘active’ if they attend the Service on one or more occasion
in a year. Patients shall be deemed ‘inactive’ if they do not engage or attend the
Service for 1 year or more.

For registration, performance monitoring and payment purposes these patients must
be recorded and remain on the register as ‘inactive’.

The Provider must attempt to contact the patient on at least three separate occasions
using varying communication methods (letter, telephone call, email) per year of
registration.

3.3 Prison or long-term hospital stay

3.3.1

3.3.2

3.3.3

3.34

Where a patient has been sent to prison or admitted for a long-term hospital stay
the Patient must stay on the SAS but have their registration suspended and be
recorded as ‘inactive’ (for registration, performance monitoring and payment
purposes).

A flag must be added to the Patient notes to highlight their registration with the
Service.

Once a patient is released from prison or long-term hospital stay the Patient’s
registration with the Service shall change from ‘inactive’ to active.

The Provider shall invite the Patient for an immediate review to determine if
registration is appropriate.

4 Safe Delivery of Services

4.1 The Provider will;

41.1

4.1.2

Complete a thorough risk assessment for each Registered Patient to determine the
level of security and safety measures required;

Ensure appropriate safety measures are in place to protect staff, as well as patients
and visitors from untoward incidents; all staff are potentially vulnerable to violence
and aggression and the employing organisation has a legal obligation to have
strategies in place to mitigate the risks. Under the Health and Safety at Work Act
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1974 and the Management of Health and Safety at Work Regulations 1999
employers have a duty to ensure the health, safety and welfare of their staff. Where
they may be at risk, this must be assessed, documented and staff provided with
adequate information, instruction and training

4.1.3 Ensure staff undertake specific training in risk assessment, personal safety and
dealing with challenging behaviour/ conflict resolution;

4.1.4 When required, employ professional security guards to be present on the premises,
be present within the consulting room (not anticipated to be routinely), or escorting
the patient on/off the premises;

4.1.5 Ensure patient confidentiality is maintained at all times, particularly in respect to the
employment of security guards, who should be subject to a confidentiality agreement;

4.1.6 Consider the layout of the waiting and consultation rooms, access to the premises,
and use of security cameras within the premises and body cameras for security staff
as necessary.

5. Prescribing

5.1  On registration to the SAS, the Contractor shall request the Registered Patient to
nominate a pharmacy from which they will access pharmaceutical services.

5.2 The Provider will advise the Registered Patient that they should only use the agreed
pharmacy and have agreed expectations of behaviour.

5.3 When a prescription is issued, the Contractor shall contact the nominated pharmacy to
ensure the necessary medication is in stock and processed for when the Registered
Patient collects it.

5.4 The Provider is also expected to inform the pharmacist of any issues relating to the
patient to maintain their safety.

6. Patient Discharge
6.1 The Provider will:

6.1.1 Invite patients for review a minimum six monthly basis and complete a discharge form
to determine whether they can return to general practice;

6.1.2 Invite patients for interim reviews as deemed necessary and beneficial for the patient;

6.1.2 Be responsible for identifying the need for and actively participating in Exceptional
Discharge Panels (EDP) (see Annex 5) to review active patients that have been on the
scheme for more than two years. Panel members may include the Commissioner, relevant
CCG(s), mental health services, police and social services;

6.1.3 Facilitate patients registering with a new general practice. The Contractor shall work
with Primary Care Support England and the Commissioner to ensure patients can be
discharged within three months of a positive review;

6.1.4 Provide a comprehensive handover to the receiving Practice, including but not limited
to:
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6.1.4.1 ensuring patients have sufficient medication as required, normally 3-4 weeks’
supply, but less if appropriate for clinical or risk reasons.
6.1.4.2 ensuring the receiving practice is aware of any referrals in progress or follow
up required by the new GP; and

6.1.5 After three months patients who have not registered with another practice should be d
discharged via a deduction down the link process. The Contractor must ensure a note is
placed on the patient’s file to notify any new provider of the patient’s registration with the
SAS.

6.2 In exceptional circumstances it may be appropriate to discharge a patient on the
grounds of the Service no longer meeting the needs of the patient. The Contractor
must notify the Commissioner and the decision to return to general practice will be
made by the EDP (see Annex 5).

6.3 If a patient moves out of the area and registers with another GP, the Contractor shall
notify the new provider of the patient’s registration with the SAS.

7. Premises and Location of Services

7.1 lItis the responsibility of the Provider to secure and fund appropriate and safe location(s)
from which to deliver the Services.

7.2 The location shall be;

7.2.1 Suitable for the delivery of primary medical services;

7.2.2 Appropriately registered with the Care Quality Commission (CQC);

7.2.3 Risk assessed and safe for staff, Registered Patients and other patients;

7.1.4 Accessible for Registered Patients within X area; and

7.1.5 A stable environment which actively reduces anxiety for Registered Patients.

8 Equipment: General Requirements — Standards

8.1.1 The Provider must ensure that all equipment used in the delivery of the service
("Equipment”) is fit for purpose and complies with statutory requirements and the latest
relevant British Standard or European equivalent specification. This applies to Equipment
supplied directly by the provider ("Provider Equipment) and to Equipment made available to
the provider by the NHS England, both fixed and mobile, for the purposes of delivery of the

service and operation of the facilities

8.1.2 The Provider must provide, install, operate and maintain all Equipment in accordance
with all applicable laws and manufacturers' instructions

8.1.3 The Provider must ensure the Equipment does not cause interference with or
damage to equipment used by others.

The Provider should have processes for the backup of systems- this may be covered by
the Information Governance Statement of Compliance (IGSOC) toolkit.

8.2. Consumables
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8.2.1 Providers must ensure that consumables are stored safely, appropriately and in
accordance with all applicable laws, good practice guidelines and suppliers' instructions.

8.3 Management of Equipment

8.3.1 The proper and adequate control of Equipment is an important aspect in the safe and
effective delivery of the Services.

8.3.2 The Provider is responsible for planning:

8.3.3 To establish and manage a planned preventative maintenance programme;

8.3.4 To make adequate contingency arrangements for emergency remedial maintenance;

8.3.5 To plan for the provision of substitute equipment to ensure continuity of the services;

8.3.6 To ensure compliance with statutory requirements, including Health and Safety
standards, and appropriate British Standards concerning the inspection, testing,
maintenance and repair of equipment; and

8.3.7 To maintain records, open to inspection by the Commissioner of the maintenance,
testing and certification of the Equipment.

9 Essential Services

9.1 The Provider will provide Essential Services at such times, within Core Hours, as are
appropriate to meet the reasonable needs of Registered Patients.

9.3 The Provider will have in place arrangements for Patients to access such services
throughout the Core Hours if clinically urgent.

9.4 The Provider will provide:

9.4.1 Essential Services required for the management of Patients who are, or believe
themselves to be:
i. il with conditions from which recovery is generally
expected;
ii. terminally ill; or
iii.  suffering from a long- term condition.

9.4.2 Essential Services that are delivered in the manner determined by the Contractor
following discussion with the Registered Patient; and

9.4.3 Appropriate ongoing treatment and care to all Registered Patients taking account of
their specific needs including:
i. advice in connection with the Registered Patient’s
health, including relevant health promotion advice
i. the referral of the Registered Patient for other
services under the Act; and
ii.  primary medical care services required in Core
Hours for the immediately necessary treatment of
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any person to whom the Contractor has been
requested to provide treatment owing to an accident
or emergency at any place in the Practice
Registration Area.

9.5 For the purposes of the above section, “management” includes:

9.5.1 offering a consultation and, where appropriate, physical examination for the purpose
of identifying the need, if any, for treatment or further investigation; and

9.5.2 making available such treatment or further investigation as is necessary and
appropriate, including the referral of the Registered Patient for other services under
the Act and liaison with other Health Care Professionals involved in the Registered
Patient’s treatment and care.

10 Additional Services

10.1 The Provider will provide Additional Services as defined in the GMS Contracts
Regulations as amended from time to time.

10.2 The Provider will provide Additional Services at such times, within Core Hours, as are
appropriate to meet the reasonable needs of Registered Patients.

10.3 The Provider will provide such facilities and equipment as are necessary to enable it
properly to perform each Additional Service that it provides.

10.4 The Additional Services the Provider will provide to Registered Patients are:
i. Vaccinations and Immunisations;
ii. Contraceptive Services;
iii. Maternity Medical Services (excluding intra-partum care);
iv. Cervical Screening Services; and
V. Minor Surgery

10.5 Vaccinations and Immunisations

10.5.1 The Provider will:

10.5.2 offer to provide to Registered Patients all clinically necessary vaccinations
and immunisations, in accordance with the national immunisation schedule and
“Immunisation Against Infectious Disease 2005: "The Green Book" (online, as

periodically amended;

10.5.3 provide appropriate information and advice to Registered Patients and, where
appropriate, their Parents about such vaccinations and immunisations;

10.5.4 record in the Registered Patient’'s record any refusal of the offer of all clinically
necessary vaccinations and immunisations; and

10.5.5 record all vaccinations and immunisations given by other healthcare providers in the
Registered Patient’s record.
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10.5.6  Where the offer referred to above is accepted, the Provider will administer the
vaccinations and immunisations, and include in the Patient’s record details of:

i. the Patient’'s consent to the vaccination or immunisation or the name of
the person who gave consent to the vaccination or immunisation and
their relationship to the Patient;

ii.  the batch numbers, expiry date and title of the vaccine;

iii. the date of administration;

iv. in a case where two or more vaccines are administered in close
succession, the route of administration and the injection site of each
vaccine;

V. any contraindications to the vaccination or immunisation; and

vi.  any adverse reactions to the vaccination or immunisation.

10.5.7 The Provider will ensure that all staff involved in administering vaccines have any
necessary experience, skills and training about the administration of the vaccine and
are trained in the recognition and initial treatment of anaphylaxis and any adverse
reactions to the vaccination or immunisation.

10.5.8 The Provider must provide the Commissioner with such information as it may
reasonably request for the purposes of monitoring the Providers performance. The
Provider must;

i. have in place arrangements for an annual review of the service
which shall include: an audit of the rates of immunisation, which
must also cover any changes to the rates of immunisation; and

ii. an analysis of the possible reasons for any changes to the rates of
immunisation.

10.5.9 The Provider will ensure that a policy is in place and accessible to all staff members
that incorporates the necessary requirements in section 7.5.

10.6 Contraceptive Services

10.6.1 The Provider will make available the following Contraceptive Services to all of its
Registered Patients who request such services:

10.6.2 advice about the full range of contraceptive methods;

10.6.3 where appropriate, the medical examination of Registered Patients seeking such
advice;

10.6.4 the treatment of Registered Patients for contraceptive purposes and the prescribing
of contraceptive substances and appliances;

10.6.5 advice about emergency contraception and where appropriate, the supplying or
prescribing of emergency hormonal contraception or, where the Contractor has a
conscientious objection to emergency contraception, prompt referral to another
Contractor of primary medical care services who does not have such conscientious
objections;

10.6.6 the provision of advice and referral in cases of unplanned or unwanted pregnancy,
including advice about the availability of free pregnancy testing in the Practice
Registration Area and, where appropriate, where the Contractor has a conscientious
objection to the termination of pregnancy, prompt referral to another Contractor of
primary medical care services who does not have such conscientious objections;
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10.6.7 initial advice about sexual health promotion and sexually transmitted infections;

10.6.7.1 the referral as necessary for specialist sexual health services, including tests
for sexually transmitted infections.

10.6.7.2 in addition to the specific requirements of the GMS Contract Regulations the
Provider shall co-operate with the Commissioner, CCG and/or relevant Local
Authority and implement any reasonable initiative that reduces teenage conceptions.

10.7 Maternity Medical Services
10.7.2 The Provider will:

10.7.2.1 provide (and or ensure) that Registered Patients who are pregnant, are
receiving all necessary Maternity Medical Services throughout the antenatal period;

10.7.2.2 provide referrals to the Smoking Cessation Service for Registered Patients
who are pregnant and who smoke, or any other relevant health promotion
programmes;

10.7.2.3 provide female Registered Patients and their babies with all necessary
Maternity Medical Services throughout the postnatal period other than neonatal
checks; and

10.7.2.4 provide all necessary Maternity Medical Services to Registered Patients who
are pregnant if their pregnancy has terminated as a result of miscarriage or abortion
or, where there is a conscientious objection to the termination of pregnancy, prompt
referral to another Contractor of primary medical care services, who does not have
such conscientious objections.

10.7.2.5 In this section:
i. “antenatal period” means the period from the start of the pregnancy to the onset of
labour;
ii.  “Maternity Medical Services” means:

i. in relation to female Registered Patients (other than babies), all
primary medical care services relating to pregnancy, excluding intra
partum care; and

ii. in relation to babies, any primary care medical services necessary in
their first fourteen (14) days of life; and

ii.  “postnatal period” means the period starting from the conclusion of delivery of the
baby or the Registered Patient’s discharge from secondary care services, whichever
is the later, and ending on the fourteenth day after the birth.

10.8 Cervical Screening Services

10.8.1 The Provider will:
10.8.1.1 supply any necessary information and advice to assist women identified by
the Commissioner as recommended nationally for a cervical screening test in making

an informed decision as to participation in the NHS Cervical Screening Programme
(the “Programme”);
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10.8.1.2 perform cervical screening tests on women who have agreed to participate
in that Programme;

10.8.1.3 arrange for women to be informed of the results of the test;

10.8.1.4 ensure that test samples are sent off promptly and test results are followed
up appropriately;

10.8.1.5 ensure the records referred are an accurate record of the carrying out of a
cervical screening test, the result of the test and any clinical follow up requirements;

10.8.1.6 ensure all sample taking staff are appropriately trained; and

10.8.1.7 participate in any audits relating to cervical screening as determined by the
Commissioner.

10.9 Minor Surgery
10.9.1 The Provider will make available to Registered Patients where appropriate:

10.9.1.1 curettage and cautery and, in relation to warts, verrucae and other skin lesions,
cryocautery; and

10.9.1.2 management of minor injuries that do not require hospital assessment and care.

10.9.1.3 The Provider shall ensure that its record of any treatment provided includes the
consent of the Registered Patient to that treatment.

11. Enhanced Services

11.1 The Provider shall provide all clinically appropriate Enhanced Services and Locally
Enhanced Services, as directed by the Commissioner and relevant CCG(s), to all Registered
Patients.

11.2 The Commissioner shall provide the Provider, with a list(s) of the Enhanced Services
(the “Enhanced Services List”) that the Commissioner wishes the Provider to provide. The
Enhanced Services List shall contain the service specification, service levels, any financial
remuneration and limits or targets that must be reached to obtain such remuneration.

12.Health Promotion and Disease Prevention
12.1 The Provider will:

12.1.1 provide services focusing on health promotion and disease prevention and work
with the Commissioner, other commissioning bodies, other local GP practices and other
health contractors on initiatives to promote health and prevent disease within the
Commissioner’s area;

12.1.2 ensure it has effective strategies for health promotion and disease prevention in
place. These shall include but not be limited to
i. alcohol;
ii. smoking;
iii. obesity;
iv. lack of exercise;
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v. dietary habits;

vi. sexual health; and

vii. mental health and well being
viii. domestic abuse

12.1.3 identify and proactively screen and manage Patients at risk of developing
physical and mental long-term conditions, cancers and sexually transmitted infections
as well as those more likely to have unwanted pregnancies;

12.1.4 provide information about, and access to, self-management programmes for
Registered Patients with long term conditions where appropriate;

12.1.5 identify local care pathways for Registered Patients with long term conditions to
reduce inappropriate and unnecessary hospital admissions;

12.1.6 provide information and advice to Registered Patients on self-monitoring for
long-term conditions;

12.1.7 participate in Expert Patient Programmes;

12.1.8 use computer-based disease management templates; and

12.1.9 implement appropriate DH, NICE, Medicines and Healthcare products
Regulatory Agency (MHRA) and any other relevant guidelines (as amended from time

to time) that apply to the provision of primary medical care services for Registered
Patients.

12.3 The Provider will support relevant stakeholders in the delivery of Public Health services
including but not limited to:

i.
ii.
iii.
iv.

bowel screening

breast screening

diabetic eye screening

abdominal aortic aneurism (AAA) screening

12.5 The Provider will notify the appropriate diabetic eye screening programme of patients
newly diagnosed with diabetes and actively participate in routine data validation exercises to
ensure the register is valid.

13. Contract Monitoring and Key Performance Indicators.

13.1 As part of the contract agreed with the Commissioner, the provider of the SAS will be

performance monitored and expected to meet the Key Performance Indicators (KPIs)

outlined below:

13.2 Breach of any of the KPIs below will result in the consequences as outlined in the

APMS contract with the SAS provider. These are subject to annual review.
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Requirement

Monitoring

Measurement

The provider will measure its own activity
and submit a quarterly pseudonymised
activity report to NHS England. This should
include the following:

Number of telephones/ internet
consultations

Number of telephone prescription requests
Number of DNAs

Number of A& E and Out-of-Hours
attendances

Length of time on SAS
Number of referrals by referring practice

The number of new patients, the number
reviewed, and the number discharged in
the reporting quarter.

Frequency

Quarterly

/ Threshold

All face-to-face appointments offered to
patients on the SAS should take place
within 1 week and based on a clinically
appropriate basis.

Quarterly

85-95% for the
first quarter of
the first year of
the contract.
95%
thereafter.

The provider will collect information on
appointment waits, and report this in the
guarterly activity report to NHS England.

Quarterly

All telephone consultations offered to
patients on the SAS should take place
within 1 week and based on a clinically
appropriate basis.

Quarterly

85-95% for the
first quarter of
the first year of
the contract.
95%
thereafter.
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Requirement Monitoring Measurement
Frequency / Threshold

The provider will collect information on Quarterly

appointment waits, and report this in the

quarterly activity report to NHS England.

The provider will ensure that all the Quarterly — 85-95% for the

necessary paper work for the reports
needed by the SAS Patient Review Panel
is completed. This should include: A GP
Report and a call handling report, security
report, and/information on what the
provider has done to encourage & foster
engagement over the last 6 months with

completed and
sent to
commissioner
at least 8
working days
prior to SAS
Patient Review

first quarter of
the first year of
the contract.
95%
thereafter.

the patient. Panel meeting.

The provider will share with NHS England | Quarterly 85-95% for the

how many SAS patients are being treated first quarter of

for substance misuse, and how many are the first year of

receiving shared care support. the contract.
95%
thereafter.

Quarterly

14 Pricing

Remuneration for the period 1 April 2019 to 31 March 2020 will be as follows:

Annual Retainer Fee £6,396
(to be paid quarterly on receipt of invoice
from the practice)

Infrastructure Costs £2,663.86
(see below)

TOTAL £9,059.86

Infrastructure costs of up to £2,663.86 pa to include any necessary maintenance of
security systems (eg CCTV), equipment required to maintain or enhance the safety
of the practice environment and training cost will be payable on a reimbursement

basis and paid separately.
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A consultation fee of £40 to £80 for in-hours consultation and £50 to £100 for out-of-
hours consultation.uplift 3.5% @10 years ?

15 Signatures

For the Commissioner North Lincolnshire CCG

Date

For the Provider

Date
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Schedule 1, Annex 1 — Practice Registration Area

Insert Practice Registration Area
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Schedule 1, Annex 2
List of Enhanced Services to be provided
1. Pertussis (pregnant women) Vaccination Programme

2. Seasonal Influenza and Pneumococcal Polysaccharide Vaccination Programme
3. Shingles (catch up) Vaccination Programme
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Schedule 1, Annex 3
Policy for SAS removal and placement

1.1 When to request a removal of this type under the Regulations

(Information on eligibility for Commissioners and Providers)

1.1.1 Itis important that these regulations are not misused or used lightly but

that it is only reserved for those patients who meet the criteria for removal

and resulting in an incident being reported to the police, or for patients who

are deemed a future safety risk to themselves or others within the primary

care setting.

1111

1.1.1.2

1.1.13

1114

It is not the intention to encourage a situation where patients are
immediately removed for comparatively minor offences (e.g. that have not
been reported to the police) or for behaviour that could be ascribed to a
health condition and which is capable of being alleviated through careful
management, care and treatment. We therefore provide the following
comprehensive guidance that outlines circumstances deemed appropriate to
remove a patient from the patient list (although this is a guide and not
exhaustive) and emphasises the importance of applying this procedure when
strictly necessary. The overarching objectives behind a SAS is to ensure any
patient removed under the violent patient regulations have access to
essential and additional medical services. Also, to communicate behavioural
expectations to patients and educate them to behave responsibly wherever
possible, while at the same time minimising the risks to the safety of health

professionals and others. Types of behaviour covered by this guidance?
The Health Circular 2000/01 defined violence in the primary care context as:

“Any incident where a GP, or his or her staff, are abused, threatened or
assaulted in circumstances related to their work, involving an explicit, or

implicit, challenge to their safety, wellbeing, or health”.

The main kinds of behaviour which are considered to bring a patient within
the regulations covered by this guidance are (these are only intended to be
used as a guide and therefore the list is not exhaustive):

1.1.2 Assault
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1.1.2.1 For an assault to fall within the scope of a removal from the list, it should
involve a person intentionally or recklessly causing another to apprehend the
immediate infliction of unlawful force on an individual in a manner which
either results in injury or causes that individual to fear injury or some other

immediate threat to their personal safety.

1.1.2.2 Threatening behaviour Any verbally threatened harm towards others, with
or without accompanying gestures, will fall within the scope of a removal.
Threats of nonviolent acts are unlikely to do so (e.g. use of offensive
language without threats).

1.1.2.3 Behaviour resulting in damage to property Any behaviour resulting in
damage to property, whether accompanied by verbal threats or not and
whether that damage is intentional or not, is likely to be within scope of the
scheme if the behaviour was intended to terrorise or intimidate individuals or
iS seen as a precursor to a personal assault.
1.1.2.4 Further considerations in relation to 1.1.2 — 1.1.2.3 Examples of the
cases referred to above would include any incident in which the patient has:
1.1.2.4.1 struck, grabbed or punched a GP, member of staff or other individuals,
either within the practice premises, or if elsewhere, if in a targeted attack
1.1.2.4.2 thrown an inanimate object at a GP, member of staff either within the
practice premises or elsewhere, if in a targeted attack
1.1.2.4.3 struck, grabbed, punched or thrown an inanimate object at other patient(s)
within the practice premises
1.1.2.4.4 wielded a weapon, or used an object as one, in an actual or intended
assault or in a manner intended to intimidate or terrorise staff, patients or
other persons on the practice premises
1.1.2.4.5 threatened to assault or physically harm a primary care worker
1.1.2.4.6 threatened to damage property or to ‘seek revenge’ in a menacing way

1.1.2.4.7 caused damage to property with an intention to intimidate or cause harm.

This list is not exhaustive

1.1.3 What behaviour this scheme does not ordinarily cover?
1.1.4 Below are some examples of the types of behaviours that would not ordinarily

fall within the scope of the Regulations covered by this guidance. These are
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only intended to be used as a guide and therefore the list is not exhaustive.
Any person felt threatened or fearful of their own safety, should still report the
incident. These removal regulations cover all persons on the practice

premises.

1.1.4.1 verbal abuse including swearing, either of a specific or non-specific nature, if

not accompanied by any genuine (including perceived) threatening
behaviour, e.g. when it can reasonably be merely venting frustration or
‘blowing off steam’. Practices should exercise discretion when considering
whether a perceived fear or belief that behaviour is threatening is

reasonable.

1.1.4.2 invasion of another person’s personal space

1.1.4.3 shouting or banging the reception desk

1.1.4.4 behaviour that was not appropriate to report to the police (e.g. a patient who

1.15

1.1.6

has never been aggressive before and who is clearly suffering mental or
physical anguish). In such circumstances, it might be more appropriate to
use the standard procedure for breakdown in practice/patient relationship by
writing to them after the event, requesting an explanation or apology and
warning that a continuation of such behaviour could result in them being
removed from the practice’s list. Patients must not be immediately removed
for minor offences not reported to the police, nor should they be removed for
behaviour which can be ascribed to a condition capable of being rapidly
alleviated by treatment e.g. mental health illness or medical / acute
conditions with known behavioural changes (e.g. head injury) Therefore,
careful consideration of any mitigating circumstances must be given as to
whether a referral to this scheme is in the best interests of the patient.
Incidents that occur outside of the primary care setting and have no
connection with the practice, such as community or hospital-based incidents.
These would ordinarily default to and dealt with by that specific settings policy.
It is important to recognise that the SAS does not provide for the ongoing
treatment of the families of those patients allocated to the scheme for
incidences of violence. A practice must not unilaterally remove all family

members unless they have also behaved in way as to require allocation to a
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SAS and each patient must be referred separately. However, careful
consideration will need to be given to the ongoing arrangements of any
dependants of family the member who has been removed from the practice.
These should be considered on a case by case basis.

Where a breakdown in relationship had occurred with non-dependant family
members as a result of one family member being placed on the SAS, then

they should be removed using a more relevant process e.g. 8-day removal.

NB — where a practice is unsure how to proceed having read these

examples, they can contact the commissioner for support, advice and
guidance. The practice may also choose to seek guidance from the Local
Medical Committee.

1.1.8

1.1.9

Please note that within the ‘Managing Patient Lists’ chapter there is sub
section ‘Removing a Patient from a Practice List’ which describes a route to
be taken in the event of an irrevocable breakdown in GP/patient relationship,
which can be the more appropriate route, however, a patient must be sent a
warning letter within the proceeding rolling twelve month period and given the
opportunity to moderate their behaviour. Removal can only be progressed if
the behaviour is repeated and then the patient can be given 8 days’ notice to
find a new GP. Less serious circumstances are suitable for this method of
removal by the contractor. Patients must not be removed using the 'immediate
removal’ process unless the matter has resulted in the incident being reported
to the police.

Once satisfied that a patient's behaviour warrants removal from the
practice list, to remove a patient immediately, the practice is required
under GMS and PMS regulations to:
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Notify the Police To remove a patient immediately for cases of serious
violent assault, threat or damage, the situation must be serious enough to
justify reporting the incident to the police in an appropriate timeframe, due to
the incident having left the person feeling sufficiently threatened for their own

safety, or that of another.

The practice, where appropriate, should dial 999 on the day of the incident
and if necessary, summon police assistance/attendance. When contacting
the police, it is important that the practice makes it clear that an incident has
occurred about which the practice wants to make a formal statement as
soon as possible, to support the situation that is to qualify for immediate

removal.

Due to the nature of incidents requiring an immediate removal under these
regulations, it would not be expected that the practice notify the police days
after the incident. A further contact to the police within 7 days may be
required if the incident number for the call wasn’t recorded, retained or
provided at the time of the call. The SAS policy is in place for urgent
incidences and as such, this information and evidence may be used for local

audit purposes.

Notify the Commissioner (via PCSE)

The practice is required to notify the Commissioner via PCSE either by telephone

(0333 014 2884) or emailing Pcse.patientremovals@nhs.net. At this point the will

be a reasonable expectation that practices will be able to evidence contact with

the police by passing on details of an incident number or detail why this has not

been possible and if possible call back with an incident number as soon as

practical. The practice will be required to follow up the call with a written report of

the incident (including police incident number), preferably within 24 hours but no

more than 7 days after the incident occurring and via email to the Commissioner. .
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The practice must notify the patient that it has requested their removal from
the patient list, as set out in the regulations, unless an exception applies

under the Regulations.

PCSE will ensure the patient removal process commences. Following the
removal and in conjunction with the commissioners as necessary, PCSE will
decide on the best arrangement to ensure continuity in primary care service
for the patient. This may include allocation to the SAS (but recognises the
patient retains the right to choose not to be registered at all). A flag is placed
on the patient record which prevents the patient from registering at other GP

Practices.

PCSE will write to the patient to notify them of the removal and ongoing
management arrangements. It is expected that this process will be

completed within a 24-hour working period from the initial notification.

NB After removal, all requests and allocations to SAS will be reviewed by a SAS Panel.
The panel will monitor the ongoing appropriateness of the removal, allocation and
rehabilitation of the patient. This is with a view to safely returning choice to the patient
in timely way and reintegration to mainstream Primary Care.

1.1.10 Registered providers and managers of NHS GP and other primary medical

services must also comply with their regulatory obligations, for example to

notify CQC about certain incidents that took place “while an activity is actually

being provided or as “a consequence of its being provided” (CQC, 2013) and

when an incident is reported to or investigated by the police. For more

information, click here.

1.1.11 The practice should notify the patient that it has requested their removal from

the list unless an exception applies under the Regulations

Schedule 1, Annex 4
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Specal Alloction Scheme Process Flow Chart (including appeals) m

Incident takes place in GP practice with patient which requires En g I an d

POLICE TO BE CALLED

GP practice immediately contacts PCSE for an immediate removal having reported the incident
to the police (providing a police incident number at the time request (where available), although

the absence of a police incident number should not delay the removal — the police incident
number must however be provided as part of the written report required within 7 days). This

request can be by telephone or email (pcse. patientremovals@nhs.net). A PRIMARY CARE
SUPPORT ENGLAND REQUEST FOR REMOVAL OF PATIENT FROM PRACTICE LIST form

PCSE send letter to patient to inform them of their place on the SAS.
PCSE send relevant background information to the lead GP of the
relevant SAS as well as the process of appeal.

Lead GP of SAS writes ‘Acceptable Behaviour Agreement if they feel
it is required and flags patient on clinical system.

NHSE/CCG shares information of patient registration on SAS to
standard parties.

Treatment undertaken on SAS for a period
| of12 months.

Patient's registration on _ - .
SAS s reviewed by a Patient appeals the decision of being
panel (CCG, NHSE) added?n the SAS wa_ the c_nntact dgmlls
provided to them in theirallocation
letter

Patient's registration on
SAS is reviewed by lead
GP after 12 months.

Patient remitted from
scheme following review
by SAS lead GP.

il ? SAS GP lead writes to patient to advise of
removal from the SAS and includes ABA.
CCG/NHSE inform relevant parties of

patients removal from scheme.
Patient's registration on
SAS is reviewed after 12
months

SAS lead GP writes to
patient to advise of
continuation on scheme.

Patient's registration on SAS is reviewed

Patient appeals 12 month
by a review panel.

review decision

Patient's registration on
SAS is reviewed after
further 12 months

er
upport England
oup
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The Primary Care Commissioning Committee are
asked to support and endorse the implementation and
roll-out of the standardised templates in all GP
practices across North Lincolnshire

Executive Summary (Question, Options, Recommendations):

NHS England has a ‘Direct Enhanced Service’ (DES) contract in place with GP practices to deliver
annual health checks for individuals on their LD register.

As part of the IAF and the Long Term plan, CCGs are required to reach or exceed an annual target of
75% of the registered LD population receiving an LD health Check. This is measured at CCG level,
not practice level. North Lincolnshire CCG has not delivered against this target in the last five years.

While North Lincolnshire CCG do not hold the contracts with the GP practices, in order to meet the
performance requirements on the CCG, NL a number of actions to be delivered as part of project
scoping. This paper outlines the background of the health checks and formation of the project group,

as well as identified actions, progress to date and plans for implementation.

Recommendations

To support implementation and roll-out of standardised processes and
templates within GP practices

Link to a Strategic

1. Commission high quality and safe services

2. Responsive to the health and are needs of the population

3. Working together with patients, partners and the public to

iy
lajEeime? stay healthier and independent for longer
4. Where people need health and care services they will be
available when and where you need them
Link to a Strategic Risk U
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Link to Key Delivery Programmes

Prevention Children & Maternity
Primary Care Mental Health & Learning Disabilities
Out of Hospital Care 1 | Hospital Care Ul
Other (specify) [ | Statutory/Regulatory [
Purpose (tick one only) Decision [l Assurance Information

Where has the paper already been
for assurance/consultation

A previous version of this paper has been to Quality,
Performance and Finance Committee in September 2019
for assurance.

Patient, Public, Clinical and Stakeholder engagement — has there been appropriate:-

Yes | No | N/A Summary Date
In line
Patient Engagement Ul Ul Planned as part of the project delivery p:/(\gljtgct
plan
In line
Public Engagement ] ] Planned as part of the project delivery p\rlt\gljt:ct
plan
Dr Gary Armstrong and the RDASH CTLD
_ Team Leader have been integral to work .
S (ST 0o undertaken so far. Further clinical Ongoing
engagement is planned
Project team consisting of representation
from BI, Finance, Quality, CHC,
Engagement with Commissioning, Primary Care and
relevant CCG teams O | O Medlc!nes Optimisation has been Ongoing
: established and have conducted several
and directors . ) .
meetings during which elements of the
project have been consulted on and
agreed.
Other (specify) [ O | O
Have impact and risk assessments been undertaken as required and in line with CCG Policy
Yes | No | N/A Summary Date
Quality N Completed following Quality Team sign off ;)g;gber
Equality O (O Completed following Quality Team sign off g)oc;%ber
Sustainability N Completed following Quality Team sign off ;)g;gber
Privacy U U
. Risk that despite successful delivery of the
LS O project, the CCG target is not met.
Legal U U
Potential future need for financial resource
Financial o | g to support Comms and Engagement,

Budget to be determined.
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LD Health Checks

Plans for Improving Performance

Introduction

This report provides information on Annual Health Checks for individuals with Learning Disabilities
(LD) in North Lincolnshire, and the actions identified to ensure effective delivery of the performance
target across North Lincolnshire CCG. It outlines to key work being developed by the Project Team
and plans for implementation.

Background

People with learning disabilities have increased prevalence of multi-morbidity, complexity,
polypharmacy and greater likelihood of adverse events from incompatible interventions. Annual
health checks for people with learning disabilities have been a key part of NHS plans to improve
health and reduce premature mortality since 2008.

Since 2008 General Medical Services (GMS) Contracts have required GP practices to develop and
manage a Learning Disability Register for their registered patients.

However, from 2015 onwards, the requirements changed. The 2015/16 GMS LD Health Check
Scheme Direct Enhance Service under NHS England, contained requirements not just relating to
the LD Register, but in performing annual health checks of the LD registered population aged 14+ of
their GP practice, and ensuring adequate training of staff. The DES contract requires that:

e The practice will establish and maintain a learning disabilities 'health check register' of
patients aged 14 and over with learning disabilities.

e The practice providing this service will be expected to have attended a multi-professional
education session (training is mandatory for any new practices wishing to participate in this
service and should be updated as the practice requires)

e The practice will invite all patients on the register for an annual health check and produce a
health action plan.

These requirements are still in place today, with the 2019/20 GMS contract stating that ‘the
guidance and audit requirements for the learning disabilities DES remain unchanged and are set out
in the 2015/16 GMS guidance.’ (See Appendix Table, Items 1 and 2, page 6). Practices can claim
£140 per annual health check undertaken, monitored through electronic submission via the
Calculating Quality Reporting Service (CQRS) system.

Over the years a target associated with this scheme has formed part of the NHS Transforming Care
Plan 2015, NHS England CCG Planning and Guidance, Improvement and Assessment Framework
(IAF), the Long Term Plan, North Lincolnshire SEND Action Plan. This target is for each CCG to
perform annual health checks for 75% of the LD registered population each year.

As such, the CCG is required to report performance against this target via the Regional Humber
Transforming Care Board and NHS England Transforming Care Northern Team, North Lincolnshire
SEND Board and SEND Standards Board, and via NHS England as part of quarterly returns against
trajectories set at the start of the financial year.
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Past Performance

Through NHS Digital reports, North Lincolnshire CCG’s past performance to achieve this target can
be calculated.

As seen in the table below, over the last five financial years North Lincolnshire CCG has not met the
75% target.

% Annual Checks claimed (14+)

2014/15 74.19%
2015/16 53.93%
2016/17 42.41%
2017/18 56.65%
2018/19 60%

NHS Digital data shows that some practices have not submitted any numbers of individuals on their
LD registers, or claimed for annual health checks, over the last 3 years. While there are some
practices that are performing well, there are a significant number of practices where performance
could be improved.

The Project: Improving Physical Health Outcomes for individuals with Learning Disabilities

In May 2019 a Project Group was formed to primarily focus on LD Health Checks performance
across North Lincolnshire CCG and consisted of representatives from various departments within
North Lincolnshire CCG, North Lincolnshire Council (both Adult and Children LD Services) as well
as Rotherham, Doncaster and South Humber NHS Foundation Trust (RDASH).

The first meeting was held in June 2019 where a presentation was given to set the scene and
provide insight from a GP Practice survey undertaken (see Appendix Table, item 3, page 6). The
remainder of the meeting took the form of a workshop to understand across the system what we are
required to achieve, what the barriers were to this, and how they could be resolved.

Project Progress:

Following the workshop, a high level action plan was formulated, which was finalised at the following
project meeting in July 2019 (see Appendix Table, item 4, page 6). The main areas of this action
plan are:

v' Data and Reporting — understanding and establishing accurate sources of information and
assuring the correct input and representation of activity within GP practices.

v' Standardisation of Process and Templates across North Lincolnshire

¥v' Training and Resources — available for individuals, families/carers, GPs and practice staff,
social care, CHC, health visitors, school nurses, etc.

v Awareness and Promotion

v' Links with Interdependent programmes — to include STOMP/STAMP, LeDeR and other work
being undertaken by other CCG departments, system partners and related agencies.
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Data and Reporting - Understanding our Current Position
» Data

NHS Digital data, where practice performance against the 75% target is reported, indicates that
there are 2-3 practices in North Lincolnshire that have no patients on an LD register and are not
performing any LD Health Checks.

Further investigation and understanding of how this data is obtained by NHS Digital does suggest
that there may be a blockage in the data being successfully obtained. CQRS automatically extracts
data from GP Practices each quarter, and it is this data that is used in the NHS Digital reports. It has
been discovered that while all 19 practices have signed up to the DES, they have not gone on to
sign up to CQRS, so the data is not being collected. It is felt that this may be one of the reasons why
some of the practices are shown to have zero activity.

» Coding

Coding was found to be another stopping block regarding LD Health Checks. Coding allows
registered patients to be correctly identified for the GP practice LD Register. If the coding is applied
incorrectly, then this could mean some patients aren’t being identified as requiring a health check, or
that patients without an LD are being added to the register and raising the number of health checks
that are needed to meet the target.

Coding correctly when an LD Health Check has been completed may also be causing discrepancies
in the data that is being published by NHS England
» GP Practice Survey

In June 2019, a GP practice survey on LD Health Checks was sent to all 19 North Lincolnshire CCG
GP practices. This survey was to provide insight on how practices are currently delivering LD Health
Checks and their methods in place to facilitate this.

11 of the 19 practices responded within the given time period. Some responses to note were that:
e 9 out of the 11 produce and update Health Action Plans
e 5outof thell use an IT system to manage and record LD Health Checks

e For support, 3 out of 11 use RCPG, 9 out of 11 liaise with the CTLD Team, and 7 out of 11
reference 11 DES Guidance.

e 2 out of 11 said their staff have been trained in the last 12 months, 4 out of 11 said their staff
had done training in the last 3 years, and 5 out of 11 said staff have had no training at all
» Awareness

Following an audit undertaken in a number of North Lincolnshire CCG GP practices, some common
misconceptions highlighted areas where increased promotion and awareness may assist in
improving understanding and delivery of LD Health Checks:

e Key themes such as individuals with Downs Syndrome, or those in transition (16-18 years old)
emerged from those identified as needing to be added to the register.

e Some GPs are unaware that the age range has changed from 18 to 14+, others feel it's not
appropriate for them to perform the health check if they are under a Paediatrician
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¢ Some GPs may not be fully aware that the requirements have changed from just holding an LD
register to also include training and undertaking of LD Health Checks

Standardisation of Process and Templates across North Lincolnshire

» Processes

Webpages for the North Lincolnshire CCG website have been developed which outlines the LD
Health Check process step-by-step. It was modelled on this set of webpages by Derbyshire NHS
Foundation Trust, and will be similar in layout with content specific to North Lincolnshire.

This will provide a central and easily-accessible resource for GP practice staff, as well as members
of the public. Templates, information, user guides and signposting to Adult/Children Social Care
and RDASH will be included. Links to these pages will be added to the North Lincolnshire Local
Offer and promoted by RDASH and North Lincolnshire Council.

A PDF version of the content of the webpages will be circulated to all GP Practices to act as an
‘Implementation Guide’ and assist with transitioning to the new templates and process if different to
what is already in place.

Furthermore, all resources will be added to DXS.

» Templates

Following a scoping exercise of what is available and in place nationally, the Project Group are
recommending the use of RCGP, MENCAP and NHS England templates throughout the LD Health
Check process (see Appendix Table, items 5-7).

This includes:

- Invite Letter

- Easy read information about LD Health Checks for patients, family/carer (MENCAP)
- Pre-Health Check Questionnaire (RCGP)

- GP Health Check Template (NHS England)

- GP Health Action Plan Template (NHS England)

It was felt that a standardised process and use of templates would not only allow for consistency,
assured standards and patient equally across North Lincolnshire, but they would also solve some of
the issues discovered to be impeding performance:

e As CQRS extracts performance data electronically, the use of this template via EMIS and
SystmOne ensure that all GP practices are using IT systems to manage and record LD Health
Checks, which is not currently the case

e The Health Check Template automatically codes, which will ensure all activity is more
accurately captured when reporting performance

¢ The Health Check Template automatically creates a Health Action Plan once complete, which is
a requirement of the DES. The survey undertaken indicates that not all practices are producing
these Health Action Plans, so using this template will ensure all practices are both compliant
with requirements, but more importantly, that all patients are receiving a Health Action Plan

Being sourced from national organisations also provides assurance that NHS England, MENCAP
and RCGP have gone through thorough consultation and co-production with both patients and
clinicians in their development.
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Training and Resources
» Resources

The Project Group have developed a ‘Resources Guide, which will be aimed at individuals,
families/carers, social care, other health professionals as well as GP practice staff, to help with
understanding and support the encouragement and awareness of LD health checks available.

It includes nationally developed information and guidance from RCGP (including their LD Health
Checks Toolkit), MENCAP, NHS England as well as promotional links to LeDeR and
STOMP/STAMP programmes.

» Training

Included in the Implementation Guide for GP Practices, the CCG have worked in collaboration with
RDASH and NLC to provide details of the current training offer regarding LD and LD Health
Checks. The guide will also include GMC, e-learning for Healthcare and RCGP training modules
available.

In addition, RDASH will provide examples of bespoke LD and LD Health Check training available
for GP practices, and give contact details for Practices to enquire if additional training is required.

Awareness and Promotion

The webpages, Implementation Guide and Training & Resources Pack will be instrumental in
helping to raise awareness and promote LD Health Checks in North Lincolnshire. Working with the
NL CCG Comms & Engagement Team, these will be promoted and publicised leading up to their
launch and circulation — and reminders will be sent in association with particular events or national
awareness campaigns such as ‘LD Awareness Week.’

A summary page specifically for individuals with LD, family/carers and members of the public will be
added to the NL CCG website, where the Training and Resource Guide will be linked, with
signposting to other information, support and organisations such as MENCAP, LD Partnership
Board and Carers Support.

Other methods of promotion and awareness will include:

- All GP practices will be asked displaying MENCAP ‘Don’t Miss Out’ Campaign posters and
screensaver on the waiting room screens that advertise LD health checks

- All GP practices will be encouraged to share MENCAP ‘Don’t Miss Out’ Campaign promotional
materials that encourage individuals with LD and their family/carer to ask about joining the LD
Register

- Presentations on LD Health Checks to be given at Council of Members and Practice Manager’s
meeting

- Comms to promote the new Primary Care Liaison Nurse in post and do interviews with LD
Leads/Champions from GP Practices

Page 7 of 9



https://www.mencap.org.uk/sites/default/files/2017-04/Dont%20miss%20out_Poster_A3.pdf

https://www.mencap.org.uk/sites/default/files/2017-06/NHS%20England%20AHC_screen%20saver_1920x1080.jpg



Links with Interdependent Programmes and Projects

» STOMP/STAMP

A subgroup of the LD Health Checks Project Group will be established, focusing on medication
reviews, pathways and action plans as part of the related STOMP/STAMP requirements of stopping
overmedication and reducing anti-psychotic medication in people with LD. This will include more
clinical representation from RDASH, as well as Paediatric Consultants from NLAG.

Will also be supporting and promoting a STOMP/STAMP event being arranged by RDASH for early
December 2019, where a parent to a child with LD who died due to complications with medication
will be speaking. There is potential to use this event to publically announce the system partners
signing up to the STOMP Pledge — however, this requires further consultation internally before plans
can be finalised.

Similar webpages for professional and public information on STOMP/STAMP will also be generated
and promoted.

> LeDeR

The North Lincolnshire CCG Lead being part of the LD Health Check Project Group has allowed
consultation and collaboration with the work being undertaken. While there is a separate LeDeR
Action Plan being taken forward outside of the LD Health Checks Project Group, we have been
able to ensure consistency of message and that the work produced links to that of the LeDeR plan.

Discussions regarding webpage development have already commenced.

Risks

There is a risk that as a result of recent increased awareness around LD registers the target of 75%
is difficult to deliver in year one, as the actual number of eligible patients has grown.

There is a risk that the contract in place with practices does not set a practice target. This will be
addressed through the comms and engagement plan with primary care and involvement of PCNs.

Post Project Plans

The project’s initial aim was to identify mainstream barriers and issues and provide solutions and
support to remove these obstructions and assist GP practices in improving performance. Once
these measures are in place, ongoing monitoring and quality assurance via the NHS Digital and
CQRS reporting will continue.

Should there still be issues of underperformance, there are plans to work with individual practices to
help improve this. The CCG, the RDASH Community Learning Disabilities Team and Primary Care
Liaison Nurse will work with practices, offering support, problem solving and audits, as well as
bespoke training to help improve performance.

Conclusion and Recommendations

This paper is for assurance and information to Primary Care Commissioning Committee regarding
developments being made and steps taken to improve GP practice performance in relation to the
national 75% target.

The Primary Care Commissioning Committee are asked to support and endorse the implementation
and roll-out of the standardised templates in all GP practices across North Lincolnshire — within
appropriate timeframes to all change to these new templates to occur.
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Executive Summary (Question, Options, Recommendations):

NHSE have identified HCV as a pilot site to develop a Proof of Concept for a New to Practice
Programme offering support to GPs and General Practice Nurses (GPNs). Evaluation of the concept
locally will inform National Guidance which is due end of September 19.

Funding has been made available for the remainder of 19/20 to support the concept development and
will also be available in 2020/2021 with a possibility of the programme being funded until 2023/24.

The aim of the programme is:

e To support GP and Nurse recruitment into General Practice and enhance retention
through a programme of support and development by offering consistent packages of
support to GPs and Practice Nurses across the HCV.

The offer is available to GPs and Nurses who are:

o First year of practice in general practice (including International GPs)

e Hold/ about to hold a substantive contract with a practice/ PCN

e Open to all who meet above criteria, regardless of numbers of hours worked

e Where deemed appropriate can be offered to colleagues who may have held a contract
for longer than one year who have not been undertaking active duties in that time, for
example someone returning from long term sick leave or parental leave

e Returners to UK practice






¢ GPsin local Retainer Scheme that are within the first 12 months following a return to
work

o New to General Practice but have previously worked in other settings (e.g.
Acute/Community) tbc.

Programme approved by the Humber Coast and Vale Primary Care Programme Board are:-

Building Bridges Programme - Development of support networks across each of the HCV
CCGs which include all sectors of health and social care to encourage integration and
collaboration between practices and the wider local health and social care system. Monthly
events + WhatsApp Group developed.

Better Conversations - Aims to promote a supportive environment in practice. The delivery
of 2hr training sessions for GPs providing them with the skills to support colleagues.

Inspiring Future Professionals - (previously known as Next Generation GP) - 1yr programme
of support for early career GPs and trainees. This is a national programme for emerging
leaders in general practice.

Directory of Support Services - Development of existing resource for GPs to include local
information re career development and New to Practice offer for GPs and GPNs.

Formal Mentorship Programme - Training and support for GP mentors. 4 funded support
sessions per mentee. Development of networks to support ongoing development and
consistency.

Nurse Assessor Course - (new model of Nurse Mentorship scheme)

GPN Resilience (previously “Confidence Building”)

GPN Supervisor training - for experienced nurses to enable them to supervise nurses new to
post.

Primary Care Networks Bursary - £9k for New to Practice GP and £4.5k for New to Practice
GPN to be made available for each PCN to support the recruitment of a new to practice GP
and GPN to help develop their skills further.

HYMS Primary Care Academy — Development of the WISE GP Project offering peer support,
networking opportunities and career development training.

The above schemes will be evaluated to help inform future years investment into schemes with the

greatest potential.

Recommendations

1 — To note the contents of the report

Link to a Strategic
Objective?

1. Commission high quality and safe services

X

2. Responsive to the health and are needs of the population

X

3. Working together with patients, partners and the public to
stay healthier and independent for longer

X

X
IN

. Where people need health and care services they will be
available when and where you need them

Link to a Strategic Risk

O






Link to Key Delivery Programmes

Prevention I | Children & Maternity Ul
Primary Care Mental Health & Learning Disabilities U
Out of Hospital Care 1 | Hospital Care Ul
Other (specify) [ | Statutory/Regulatory [
Purpose (tick one only) Decision [l Assurance [ Information
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for assurance/consultation

The information within the report was presented to the HCV
Primary Care Programme Board in September 2019

Patient, Public, Clinical and Stakeholder engagement — has there been appropriate:-

Yes | No | N/A Summary Date
Patient Engagement Ul N
Public Engagement Ul N
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and directors Board across HCV
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Have impact and risk assessments been undertaken as required and in line with CCG Policy
Yes | No | N/A Summary Date
Quality Ul [
Equality U U
Sustainability U U
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Legal [ U
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Front

				 Complete

				We're working on it

				No progress so far





Active Signposting

		WHAT IS IT? Provide patients with a first point of contact which directs them to the most appropriate source of help. Web and app-based portals can provide self-help and self-management resources as well as signposting to the most appropriate professional. Receptionists acting as care navigators can ensure the patient is booked with the right person first time.                                                                                                                  





		DESCRIPTION		PROGRESS TO DATE		ACTIONS STILL TO TAKE		RAG RATING

		1.1 	Online portal
Patients are given access to a web portal or mobile app. This can provide a number of services, including booking or cancelling appointments, requesting repeat prescriptions, obtaining test results, submitting patient-derived data (eg home blood pressure readings), obtaining self help advice, viewing education materials and consulting a clinician.
		Most practices now offer patients the opportunity of booking appointments, requesting repeat prescriptions and accessing self help via their websites. In order to provide patients with as much choice as possible of how they access medical care and advice, the CCG were successful in obtaining an NHS England capital grant to develop  a health App by an organisation called Orcha
https://www.orcha.co.uk/ 
The CCG are currently working on roll out of the APP which have now been tested with clinicians.  The IT team are attending various events ie: PTL and Provider Forum to answer any questions before go live.		It is a contractual requirement that GP practices offer a % of their appointments for online booking, the CCG need to provide support and guidance to assist practices to mobilise.  The CCG Primary Care Team will be attending a National event on 22nd October 2019 following which will be in a position to assist and advise on rollout.

		1.2	 Reception care navigation
Reception staff or volunteers are given training and access to information about services, in order to help them direct patients to the most appropriate source of help or advice. This may include services in the community as well as within the practice. This adds value for the patient and may reduce demand for GP appointments.		Receptionists at all 19 practices have now received care navigation training and is now fully rolled out into general practice.  Unfortunately, we have experienced some technical issues with the pathway forms on the clinical system but this has recently beeen corrected.		Some practices have stopped using care navigation for a period of time due to the technical issues.  The S1 templates have now been resolved and now the focus is to update the EMIS templates. The CCG have been successful in receiving GP Resilience funding in order to offer some refresher training for practice staff. Once both templates are running the Primary Care Team will provide this training. It is expected that practices will resume full use of care navigation following this training. 





New Consultation Types



		WHAT IS IT?  An Introduction to new communication methods for some consultations, such as phone and email. Where clinically appropriate, these can improve continuity and convenience for the patient, and reduce clinical time per contact.

		DESCRIPTION		PROGRESS TO DATE		ACTIONS STILL TO TAKE		RAG RATING

		2.1 Phone                                                                                                                                                                    Use of the telephone for consultations is growing rapidly in general practice. Some practices have been offering this kind of consultation for ten years or more, but interest has grown significantly since about 2012. From a starting point of treating phone contacts as brief triage encounters, practices are increasingly recognising the feasibility and value of fully addressing the patient’s need in a single phone contact where appropriate. Experienced consulters generally find phone consultations are half the length of face-to-face ones, and that approximately 75% of consultations can be fully concluded on the phone. This releases GP time, reducing waiting times for patients, and making it easier to offer better continuity and longer face-to-face appointments for patients who need it. 		Most practices implement phone consultations as part of other changes, for example the introduction of active signposting and redesign of systems to create more productive workflows, particularly with a focus on matching capacity with patterns of demand through the week.		No current further actions. 

		2.2 E-consultations                                                                                                                                                  Using a mobile app or online portal, patients can contact the GP. This may be a follow-up or a new consultation. The e-consultation system may be largely passive, providing a means to pass on unstructured input from the patient, or include specific prompts in response to symptoms described. It may offer advice about self care and other sources of help, as well as the option to send information to the GP for a response.   		10 practices are now live with E-Consult, 1 practice with confirmed go live date and a further practice awaiting a go live date. 2 further practices have shown interest.  This has potential patient population coverage of 125,710. There is an E-Consult event taking place which the practices have been offered to attend to promote utilisation to ensure that all practice are in a position to meet the contractual requirement of providing this access option to patients from April 2020.		Continue to engage with practices and support uptake of E-Consult. Support practices to consider how offering group consultation for patients with long term conditions could free up capacity. There is an E-consult event taking place on 30th October and all practice have been invited to showcase the system.  The CCG have been sucessful in receiving resilience funding from NHSE to pilot providing online consult at PCN level.  

		2.3 Text Message                                                                                                                                                           In addition to sending reminders, text messaging can be used for more interactive two-way communication between patients and their practice. Systems exist to help automate this, allowing for quite sophisticated packages of education, reminders and support self-care.		MJOG, a text messaging service is currently live at all practices which is used for appointment reminders, self care messages and initiatives such as sharing of summary care records.		No current further actions. 

		2.4 Group Consultation                                                                                                                                             For patients with longterm conditions, group consultations provide an efficient approach to building knowledge and confidence in managing the condition, which includes a peer-led approach as well as expert input from professionals.		Support practices to consider how offering group consultation for patients with long term conditions could free up capacity.		The formation of PCNs will help in delivering this action and talks are ongoing with practices of how this can be mobilised.























Reduce DNAs

		WHAT IS IT? Maximise the use of appointment slots and improve continuity by reducing DNAs. Changes may include redesigning the appointment system, encouraging patients to write appointment cards themselves, issuing appointment reminders by text message, and making it quick for patients to cancel or rearrange an appointment.

		DESCRIPTION		PROGRESS TO DATE		ACTIONS STILL TO TAKE		RAG RATING

		3.1 Easy Cancellation                              Rapid access is provided for patients who wish to contact the practice to cancel an appointment. Common approaches include having a dedicated phone number, a text message service and online cancellation functionality.		No further progress to date.		We need to do a piece of work with how easy we make it for patients to cancel an appointment ie: dedicated options for cancellation when calling the practice.

		3,2 Appointment reminders                 Patients are sent a text message to remind them about a forthcoming appointment. A reminder is included about how to cancel the appointment if it is no longer wanted.		MJOG is used in all practices for appointment reminders.  All practices publish the number of DNA’s		Working closely with the CCG Comms team, look at the possibilities of supplying appointment cards for patients to write themselves. 

		3.3 Patient recorded Bookings             Patients are asked to write their own appointment card for their next appointment, rather than having it done for them. This encourages recall, reducing subsequent DNAs. In one study, practices found that switching from the nurse writing the appointment card for follow-up appointments to having the patient do it reduced DNAs by 18%. It seems this is beneficial partly because the act of writing the appointment adds to the patient's ability to recall the details, and partly because it represents a more firm public commitment to attend the appointment than passively receiving the appointment card. Psychological research consistently confirms the power of publicly stated commitments to increase the likelihood that we will undertake an action.  		Utilise social media to regularly publish DNA numbers to reinforce importance.  		We need to do a piece of work with how easy we make it for patients to cancel an appointment ie: dedicated options for cancellation when calling the practice.

		3.4 Read Back                                           The patient is asked to repeat the details of the appointment back, to check they have remembered it correctly. If receptionists ask the patient to repeat back to them the appointment date and time, the patient is more likely to attend the appointment. In one study, this simple addition to receptionists' habit reduced DNAs by 3.5%.  		Practices have been encouraged to adopt this approach.		The CCG need to liaise with practices to determine f this has made a difference.

		3.5 Report attendences                   Publish information, for example in the practice waiting room, about the number or proportion of patients who do keep their appointment, with an encouragement to cancel unwanted appointments. This is more effective than reporting the proportion who DNA.		All practice publisice their number of attended appointments.		No further action.

		3.6 Reduce 'just in case' booking        Creating an appointment system and booking experience which is straightforward and responsive, giving patients confidence that they will be able to obtain help when they need it. This can reduce booking of appointments a long way in advance, which is associated with a much higher DNA rate.		Care navigation and online consult help achieve this action.		Continue to offer a number of access routes for patients.





Develop the Team

				WHAT IS IT? Consider broadening the workforce, to reduce demand for GP time and connect the patient more directly with the most appropriate professional. This may include training a senior nurse to provide a minor illness service, employing a community pharmacist or providing direct access to physiotherapy, counselling or welfare rights advice.

				DESCRIPTION		PROGRESS TO DATE		ACTIONS STILL TO TAKE		RAG RATING

				4.1 Minor illness Nurses                                      A nurse with additional training in diagnosis, management and prescribing, provides a service for people with minor ailments. Patients are directed to the service by an active front end, such as a mobile app, online portal or a triage protocol operated by receptionists. This ensures that only clinically appropriate problems are seen in the minor ailments service.		As part of the NHSE GP Resilience Fund, Nurse Prescribing training has been offered to all practice nurses.  NHSE have also funded Cytology training and mentorship as this has been identified as an area that requires improvement.		Continue to engage with NHSE and general practice to identify and offer adequate training to upskill the workforce.

				4.2 Practice Pharmacists                                    A pharmacist works in the practice as an integral part of the team. They may perform a wide range of duties, including service audit and improvement, longterm condition medications management, discharge medication reconciliation, medicines use reviews and minor ailments clinics. Additional training in diagnosis, management and prescribing may be necessary for some of these.		There are currently two Clinical Pharmacists and one Senior Clinical pharmacist working in primary care in North Lincolnshire.		Support PCNs to take advantage of the Additional Roles Reimbursement programme.

				4.3 Direct Access Therapists                          The practice has access to book patients directly into appointments with a physiotherapist or mental health practitioner for patients presenting with a defined range of problems. This avoids delays created by a referral system and, with an appropriate Active signposting, can also avoid the need for a GP consultation, with triage by the online system or receptionist.		As part of the £3 per head transformational funding, the CCG (with Safecare) are undertaking a 2 year pilot of a first point of contact physiotherapy service in general practice.		The CCG has commenced a programme of work to meet national requirements of mental health therapists in practice.  The primary care team are involved in the programme to ensure the suggested model fits with general practice requirements.

				4.4 Physician Associates                            Graduates with a science degree undertake a two year training programme to develop skills in diagnosis, investigation and clinical management. Physician associates then work under the direct supervision of a doctor.		There has been no interest in the uptake of utilising physician associates in genral practice.  A piece of work is required to promote this area of resource.		Support PCNs to take advantage of the Additional Roles Reimbursement programme.

				4.5 Medical Assistants                                      A member of clerical staff in the practice is given additional training and relevant protocols in order to support the GP in clinical administration tasks. These may include tasks such as processing incoming hospital correspondence, ordering tests, chasing  results and outpatient referrals, liaising with other providers and explaining care processes to patients. In some practices, the medical assistant works very closely with the GP, sitting alongside them during telephone clinics.		The CCG have worked with general practice, the CCG clinical IT lead and a provider to be able to offer practices a workflow optimisation system.  The provider is working on training workshop dates for practices taking part and this will commence before the end of December 2019.		Continue to encourage uptake to those practices who have declined the CCG offer 

				4.6 Paramedics                                               An emergency practitioner is attached to a practice or group of practices. They undertake urgent home visits, supported by full access to the GP record and rapid access to the patient's practice in order to discuss cases with a GP. They may also be involved in seeing patients with acute illness attending the practice, including  those with minor injuries.		The CCG currently commission the RATL service which utilisies paramedics for primary care.		Support PCNs to take advantage of the Additional Roles Reimbursement programme.





Productive Workflows

		WHAT IS IT? Introduce new ways of working which enable staff to work smarter, not just harder. These can reduce wasted time, reduce queues, ensure more problems are dealt with first time and that uncomplicated follow-ups are less reliant on GPs consultations.


		DESCRIPTION		PROGRESS TO DATE		ACTIONS STILL TO TAKE		RAG RATING

		5.1 Match capacity with demand                                                        Appointment systems and staff rotas are designed in order to ensure sufficient capacity is available to match patterns of demand as they vary through the week and the year. This requires an ongoing system of measuring demand and adjusting capacity accordingly. It may also involve scheduling routine work (eg annual reviews and clinical audit) for less busy times of the year. The benefits are a reduction in delays for appointments, less stress for staff and patients, and better access.		The CCG have commissioned a Quality Scheme that will see the use of the Apex insight Tool as a mandatory component to the scheme.  The Apex model enables general practice to match capacity with demand.  The system is currently being rolled out.  A project officer has been employed to offer support to practices.		Support practices to utilise the Apex Insight tool.

		5.2 Efficient processes                                                                  The application of Lean principles to measure, understand and improve common processes in the practice, in order to reduce waste and errors. Typical targets include clinical follow-up protocols, processing of letters and test results, requests from patients, staff messages and team decision making. Staff themselves often have a wealth of ideas about ways in which processes could be improved to release time. Practices who take a systematic approach to identifying and testing these generally find that this improves care for patients as well as freeing staff time for other things. The use of pre-prepared plans for managing common simple follow-up processes can improve their reliability and efficiency, freeing GP time. Common examples include management of hypertension, monitoring of tests after the initiation of new medication, and adjustment of medication doses to reach a target.		The CCG are currently working with a provider to provide a workflow optimisation tool.  NHS England offered funding for workflow optimisation over a 5 year period.  2019/20 is the final year of funding.  The provider has attended a practice managers forum and will soon be engaging with practices to discuss model and roll out.		Work is required by the CCG to support general practice in ensuring the most efficient processes are in place and success stories shared.

		5.3 Productive environment                                                         The physical layout within the practice is assessed for its effect on staff's productivity, and improvements are introduced which reduce wasted time.  The Lean technique of 5S is the best known approach for doing this. Additionally, work can be undertaken to ensure that staff can access information needed to support their work quickly. This reduces time spent  searching  for information and can improve patient safety as well.		There has been no progress on this action		To be considered by the CCG and general practice in the future.





Personal Productivity

		WHAT IS IT? Staff are the most valuable resource in the NHS. We have a duty to nurture them as well as providing resources and training to ensure they are able to work in the most efficient way possible. This may include improving the environment, reducing waste in routine processes, streamlining information systems and enhancing skills such as reading and typing speed. 

		DESCRIPTION		PROGRESS TO DATE		ACTIONS STILL TO TAKE		RAG RATING

		6.1 Personal Resilience                      Supporting staff to be happy and productive in their work through the way they respond to pressure. The maintenance of an engaged organisational culture through deliberate leadership of the team and systems can have a significant  impact on resilience and productivity. A wide range of activities may help build staff resilience, including training, mentoring and peer support schemes, as well as more intensive support for staff experiencing difficulties.  		Personal Resilience formed part of the agenda at the Practice Managers development conference.                   In partnership with Rotherham Doncaster and South Humber NHS Foundation Trust, the CCG have provided opportunities for Mental Health First Aid training to all practice staff.  		We need to look at how we can reinforce personal resilience across all practice teams.

		6.2 Computer Confidence                   Provision of initial and ongoing support to staff  to ensure they are able to make the best and most efficient use of practice computer systems.  Specific opportunities may be created for staff to discuss their use of systems and to share tips, or this may feature as part of other team sessions.		The East and South Care Networks have rolled out the use of electronic systems which offers a standardise suite of documents to use in general practice.  This is proving successful in time management within practice. 		 A resilience bid has been submitted and approved to NHS England for the West Care Network to implement the same system.  A Humber Coast and Vale offer is currently being formulated which see a system that incorporates general practice, CCG, STP and wider services as the system transforms.

		6.3 Touch typing and speed reading Training for staff in typing and reading at speed. This frees staff time, and reduces frustration and distraction, making it easier to devote attention to other things.		No progress has been made on this action		No further action at this point





Partnership Working

		WHAT IS IT? For a number of years, practices have been exploring the benefits of working and collaborating at greater scale. This offers benefits in terms of improved organisational resilience and efficiency, and is essential for implementing many recent innovations in access and enhanced longterm conditions care. Increasing the scale of operations beyond the traditional small practice team requires considerable planning and leadership, as well as attention to the need to maintain the personal aspects of care which are the bedrock of effective primary care for many patients.

		DESCRIPTION		PROGRESS TO DATE		ACTIONS STILL TO TAKE		RAG RATING

		7.1 The Production Federation                                                                 A growing number of practices are entering into collaborative arrangements with others. These collaborations take a variety of forms and legal underpinnings, ranging from loose networks to tightly integrated federations. Historically, much of the drive behind collaboration has been a desire to win contracts for services such as minor surgery, community dermatology or outpatient monitoring. Some collaborations were originally established with a less clearly defined purpose of protecting practices from commercial competition or difficult financial circumstances. These networks and federations do not necessarily provide a platform for service provision at scale or for supporting practices to improve quality or innovate in core services. With commissioners increasingly looking to procure innovative at-scale primary care from GP federations, many are rethinking their purpose, and developing more comprehensive approaches to their functions, processes and capabilities. 

In addition to creating new possibilities for service development, working at scale offers benefits for practices through sharing resources and releasing capacity. Increasingly, collaboration and mergers are being used to achieve efficiencies in purchasing, development of policies, administration, staff pooling, human resources and continuous professional development. 
		Following release of the new GP Contract, North Lincolnshire remains to operate with 3 care networks.  The CCG are currently working on the commissioning of services at network level through a supplement of the Network DES.  To date extended access, local enhanced services and the quality scheme have been commssioned to PCNs

The  introduction of a Quality Scheme requires practices to participate at network level, this will encourage and reinforce at scale working.


		Continue to support practices to work at scale and develop relationships both within general practice, and the wider system.  This will be a prominent piece work over the coming months as part of the OoH Programme.

		7.2 Specialists                                                                                     Developing closer and more seamless collaboration with specialist colleagues. This may involve new protocols and processes for sharing care, clarifying responsibilities for different parts of the patient journey and reducing gaps and duplication. Direct access to advice is increasingly being provided, to reduce the need for some patients to be referred out of primary care. Specialists may also be brought into more community-facing roles, providing training, advice and care outside hospital. These measures have clear benefits for patients as well as general practices. 		There is an advice and guidance protcol in place across general practce and secondary care.		Take every opportunity to widen the scope of this arrangement across as many specialialities 

		7.3 Community Pharmacy                                                             Community pharmacies provide a wide range of expert advice about episodic and ongoing needs. A growing number of GP practices are building closer collaboration with their community pharmacies, particularly in the areas of minor illness and medication reviews.		On behalf of the CCG, NHSE has commissioned services within community pharmacy to aid self help, such as, minor ailments scheme, single point of dispensing and palliative care.   Following pharmacy contractual changes nationally, community pharmacy will align themselves to our PCNs and we are currently awaiting confirmation of this from the LPC.  Once received we can start to promote engagement with PCNs and community pharmacy.		No further actions at this time.

		7.4 Community Services                                                                        Form new collaborative relationships with community service providers. This offers the potential to provide more joined-up care for patients, especially those with longterm conditions, where fragmentation of services is common and impacts on the safety, effectiveness, efficiency and experience of care.		As part of the transformation to community services, the CCG are undertaking an Out of Hospital Transformation programme.  One of the key workstreams in this programme is Developing Care Networks. 		The CCG continues to work on the community services contractual arrangements.





Social Prescribing

		WHAT IS IT? Referral and signposting to services which increase wellbeing and independence. These are non-medical activities, advice, advocacy and support, and are often provided by voluntary and community sector organisations or local authorities. Examples include leisure and social community activities, befriending, carer respite, dementia support, housing, debt management and benefits advice, one to one specialist advocacy and support, employment support and sensory impairment services. The service may operate quite separately from the GP practice, accepting referrals in the same way as other providers, or there may be closer integration within the practice team, for example through team meetings or locating peer coaches or service navigators within the team.

		DESCRIPTION		PROGRESS TO DATE		ACTIONS STILL TO TAKE		RAG RATING

		8.1 Practice Based Navigators                                                      Volunteers or staff members are attached to a GP practice, to provide a source of expertise about local voluntary and community sector services. They will often meet directly with patients and carers, identifying needs and opportunities, and supporting them to engage with services.		Social Prescribing is a key workstream of the Out of Hospital Transformation Programme which is being jointly led by the Local Authority.  Plans for a social prescribing service are currently being formalised.  As part of the Network DES, primary care networks are able to claim for 100% of employment costs.   A service plan has been developed and adopted by PCNs and this is currently in the pre mobilisation planning phase.		CCG Primary Care team to continue to support this workstream to be able to suppot general practice in rollout and claiming under the Additional Roles Reimbursement Scheme.

		8.2 External Service                                                                            Practices have access to a service run by another organisation, such as a council of voluntary sector agencies, who can signpost patients and carers to sources of support in the local community. They will take referrals from the practice, and will usually also provide support directly to local residents without referral.		As above		As above





Support Self Care

		WHAT IS IT? Take every opportunity to support people to play a greater role in their own health and care. This begins before the consultation, with methods of signposting patients to sources of information, advice and support in the community. Common examples include patient information websites, community pharmacies and patient support groups. For people with longterm conditions, this involves working in partnership to understand patients' mental and social needs as well as physical. Many patients will benefit from training in managing their condition, as well as connections to care and support services in the community.


		DESCRIPTION		PROGRESS TO DATE		ACTIONS STILL TO TAKE		RAG RATING

		9.1 Prevention                                                                                       Some practices are fostering links with their local community and launching new programmes to improve population health and prevent disease. This spans a range of activities, including health education, promoting healthy eating and physical activity, and influencing other aspects of public health. A common feature is a focus on communities helping themselves, with statutory services providing support.		Care Navigation has been rolled out in general practice which enables signposting of patients to therelevant advice and support.  All practices have been provided with the Radar system which is a population segmentation resource.


		A piece of work is required to assess what is currently being offered in practice.  It goes without saying that practices will be actively supporting self care however, in order for the CCG to provide the most relevant and targeted support, we need to understand the areas that require improvement. PCNs are beginning to engage with local authority and use of the Radar system to be able to plan their services to meet population health needs

		9.2 Patient Online                                                                            Technology changes are enabling patients to access their personal record online, through web portals and a growing number of health apps for mobile phones. This makes common transactions such as ordering a repeat prescription quicker for the patient and for practice staff. It also allows patients to become better informed about their health and care, and to play a more active role. With explanation and support, patients and their carers are able to check test results, the progress of investigations and referrals, read and share their care plan, and enter details of home monitoring, such as blood pressure, weight, and sugar tests. As well as being popular with patients, GP practices are reporting a reduction in workload as a result of patients using these online services.		The NHS App is now fully live and patients are being encouraged to use

		9.3 Acute Episodes                                                                          Practices are increasingly involved in supporting patients with minor ailments to care for themselves. This often includes providing advice and signposting to services provided by community pharmacy. Education also plays a part, with growing numbers of practies contributing to efforts to teach people about the best ways to seek help when ill. This often begins with engagement in local primary schools.		Care navigation is rolled out in all practices.  The CCG commission a minor ailments service within all community pharmacies in North Lincolnshire
		No further action

		9.4 Long term conditions                                                                           For people with longterm conditions, a more proactive approach to care is being adopted, alongside a focused effort to help people play a more active role in monitoring and managing their condition. Initiatives include supporting people to access their full medical record online, the use of health coaching in clinical consultations and the provision of training and support in the community, aiming to build the knowledge, skills and confidence for patients and carers to manage their condition. This builds patients’ own assets and quality of life, as well as reducing their dependence on services such as the general practice. 		Information required from wider CCG team to ascertain position





Develop QI Expertise

		WHAT IS IT? General practice faces important challenges and opportunities. There is growing agreement that widespread change is needed. These present an unprecedented change leadership challenge for clinicians and managers. 

Although many of the high impact actions to release capacity can be described easily, implementing them is often a complex challenge of service redesign and leadership. This is particularly true when using these changes to achieve other goals such as improving access or introducing enhanced models of care. 

Other sectors have benefitted from support to build capabilities for management, leadership and service redesign, allowing more rapid innovation adoption and improvements in patient experience, safety, quality and productivity. However, general practice has not seen similar investment, and it is ill-prepared to use many quality improvement, management and leadership practices which are taken for granted elsewhere.

Develop a specialist team of facilitators to support service redesign and continuous quality improvement. Such a team will enable faster and more sustainable progress to be made on the other nine high impact changes. The team could be based in a CCG or federation. They should ideally include clinicians and managers, and have skills in leading change, using recognised improvement tools such as Lean, PDSA and SPC, and coaching GP practice teams. All of these will help practices to work smarter rather than harder, and to more rapidly introduce new ways of working.

Local commissioners, academic and training bodies are asked to consider what they could do to support the development of capacity and capability for leading change and redesigning services in general practice. 


		DESCRIPTION		PROGRESS TO DATE		ACTIONS STILL TO TAKE		RAG RATING

		10.1 Facilitated Change                                                                                                        One popular approach to building your team’s capabilities for service redesign is to undertake a programme of change with external facilitiation. This approach to ‘learning while doing’ focuses chiefly on the change project, often addressing something like the appointments system or repeat prescription handling. External expertise is used to guide the planning and delivery, and they provide coaching for the team and leaders through the process. The secondary aim is to build confidence in using the relevant redesign methods, thus leaving a legacy of increased capability for the future. 

It is worth taking care to choose an external coach or team who will help you address a high profile need in the practice as well as build your intrinsic capabilities for the future. Purchasing external support that does not leave a legacy can end up being very costly.
		No progress so far.		Develop a plan to implement this action.

		10.2 Capability Building                                                                                                    Another approach is to focus chiefly on training and coaching to develop the awareness and skills of an individual of team. This provides them with a thorough understanding of a range of approaches to leading change, the reasons why they work and how to apply them in different situations. For busy primary care staff it is usually best to apply a learn-while-doing approach to training like this, as few people are interested in committing to a more academic learning experience. Action learning with expert coaching and personal study can help develop capabilities for the future at the same time as accelerating the implementation of a live change project.		No progress so far.		Develop a plan to implement this action.
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e Safecare
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the 3 networks e wide service)

* FCP - New role introduced to help manage GP
workload

* FCP role in Primary Care is to assess patients with
soft tissue, muscle and joint pain and to decide
on the most appropriate management pathway
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FCP ser\
only (advi
appropriate)
-CP will refer appropriate patients into
ohysiotherapy service if deemed appropriate

-CP can make recommendations to GPs for
diagnostics to support diagnosis / management
of patients (x-ray / MRIs)

FCP can request pain relief for patients, but
currently do not prescribe independently
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Staff te
physiothe

Quarterly peer re os established

Training for reception staff delivered in
September and October 2019 with the aim of
increasing bookings into the service and
minimising inappropriate booking

No formal complaints received relating to the
service to date
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Winterton Medical | Owsten Ferry Barnetby Medical Central Surgery
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Utilisa
KPI Data

Number of FCP Appts offered
Number of Appts Booked 61.40%

Number of Patients Seen 89.22%
Number of DNAs 10.78%

Number of New Patients Seen 95.77%
Number of Follow Ups 4.23%
No. of Patients seen who are unsuitable for the Service 1.64%
No. of Patients seen with an onward Referral 30.57%
No. of Patients seen who are referred back to the GP 3.27%
No. of Patients seen who require a follow up action by the GP 13.75%
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Reasons for unsuitability for the Service
Age (Under 16)
Headache
Non MSK Related
Neurological Condition
Already Under Physio

Pregnant
TOTAL

Patients with an onward Referral
Occupational Therapy
Community Physiotherapy *
Podiatry
Orthotics
TOTAL
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Of 653 responses between November '18 and
September "19:

544 - Extremely likely
106 - Likely
e 3 - Unlikely
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First Contact Physio - Patient Survey feedback comments - September

Date

Clinic

Comments

04/09/2019

Bridge Street

Kind, explanations, good, supportive

04/09/2019

Barnetby

Good senice

11/09/2019

Barnetby

Friendly & Knowledgeable

11/09/2019

Bridge Street

Helpful advice and understood my problem

12/09/2019

Central Surgery

The senice was excellent. The physio made me
feel comfortable and relaxed. She was very
thorough and explained the problem cause and
possible solutions

12/09/2019

Central Surgery

| was made to feel at ease - instructions were
clear as was expected timescale for recovery or
return visit

12/09/2019

Central Surgery

Very nice and helpful

12/09/2019

Central Surgery

very good senice

12/09/2019

Central Surgery

Physio explained things clearly and was very nice
and helpful

18/09/2019

Barnetby

Very good professional but friendly approach

19/09/2019

Central Surgery

Helpful advice and understood my problem

25/09/2019

Barnetby

this was a fantastic Senice which | was able to
access very quickly and therefore tackle the issue
early

25/09/2019

Barnetby

Very good first session

25/09/2019

Barnetby

Very good

fecare

network
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Current contrs

Aim to increase p o remaining period
if possible as current underspend on Physio costs
(due to recruitment issues)

Working with MSK service provider to look to
develop self-referral pathway into FCP service and
S1-S1 referrals for FCP patients (from Jan 2020)

Work closely with PCNs/MSK provider and CCG to
support the future development of the FCP model
across North Lincolnshire
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Executive Summary (Question, Options, Recommendations):

As part of the General Practice Forward View, NHS England has collected and shared examples of
ways general practice can manage their workload through working smarter, not harder. These were
grouped into ten areas, the 10 High Impact Actions to release time for care.

This report provides the Committee with a position update against each of the 10 High Impact Actions
and identifies areas for further action.
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ACTION LOG - PUBLIC

NHS

North Lincolnshire

Clinical Commissioning Group

Action No | Min Date Title/Description Action Target Date for | Responsible Date
No completion Officer Completed/Co
mments
A06 12.0 | 27.06.19 Review of 10 High | EE to liaise with CG outside of the meeting to 24.10.19 EE/CG
Impact Actions discuss mental health first aiders and cancer
champions.
220819 — Retain EE to update at next meeting
The Primary Care Commissioning Committee 24.10.19 EE
require RAG ratings for each of the 10 High Impact
actions to demonstrate what progress is being
made in what areas and where things need a push.
220819 Retain EE confirmed will be complete for
next meeting
AO7 9.0 22.08.19 NHSE Update GP Survey Results Post meeting
Action: GP Survey Results to be an agenda item at 24.10.19 EE/SAA Agenda item
the Primary Care Commissioning Committee 24.10.19:
meeting of 24 October 2019 Action closed
AOS8 13.0 | 22.08.19 | Digital Information | Action: The Primary Care Commissioning Post meeting
Update Committee extends an invitation for the Associate 24.10.19 EE/SAA ADolT
Director of IT for the Humber CCGs to attend a accepted
future meeting to present an update. invite to
January
meeting
Action closed
AO9 18.0 |2208.19 | Timings of future Action: The Primary Care Commissioning 24.10.19 Post meeting
meetings Committee agreed to remain with a 4.15 pm start, SAA All future
immediately after Council of Members and to close meetings
the meeting at 6 pm. amended via

ACTION LOG — PRIMARY CARE COMMISSIONING COMMITTEE

Page 1 of 2






calendar
invite.
Action closed

December meeting

Action: The 26 December 2019 meeting date to be
moved to 23 January 2020, immediately after the
Council of Members meeting.

24.10.19

SAA

Post meeting
Meeting date
amended via
calendar
invite.

Action closed
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Workforce Planning Board at staff the PCN want to
recruit
There is arisk that the Patient a_nd stakeholder
= proposed closure of the engagement is underway as per
c %) - The CCG are working closely with NHS contractual regulations and
A B, C 2 3| , Bridge Street Broughton England to ensure accurate contractual guidance. Following collation of
PC15 0| Sep-19 8 ‘£ | branch practice could have PR - Primary Care 4 12 N/A N/A 6 . N . None identified None None 01/10/2019 New risk EE 31/12/2019
D2 S 2 management of the situation/request is feedback, a final report will be
o 4] adverse effect on ;
(9] o . undertaken. prepared for the Primary Care
14 organisational reputation of . .
the CCG Commissioning Committee on
22/10/2019
[KEY - FOR LINKS TO STRATEGIC OBJECTIVES |KEY - FOR RISK STATUS |
A. We will commission high Quality and safe services Almost certain ) 0
B. We will be responsive to the health and care needs of the population Likely 4 6 0
C. We will work together with patients, partners and the public to stay healthier and independent for longer Possible
D. We will make health and care services available they will be available when and where our population need them Unlikely 4
Rare 1 3 4 5
KEY - DELIVERY PROGRAMMES
|Probability / Severity [ Negligible Minor | Moderate | Serious | cCatastrophic |

1. Prevention

2. Primary Care

3. Out of Hospital Care

4. Children & Maternity

5. Mental Health & Learning
Disabilities

6. Hospital Care






[KEY - GOVERNING BODY WORKSHOP OF RISK APPETITE
RISK TYPE APPETITE MAX SCORE
Reputation Cautious 6
Compliance Cautious 6
Financial Balanced 8
Operational Open 12
Strategic Open 12
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NHS

North Lincolnshire

Clinical Commissioning Group

JOINT PRIMARY CARE COMMISSIONING COMMITTEE

MEETING: Third meeting in Public of the Primary Care Commissioning Committee
MEETING 22 August 2019
DATE:
VENUE: Board Room, Health Place, Wrawby Road, Brigg.
TIME: 3.00 pm — 4.40 pm
PRESENT:
NAME TITLE SERVICE/AGENCY
Janice Keilthy — JK Lay Member NHS
Chair Patient & Public Involvement North Lincolnshire CCG
Heather McSharry - | Lay Member NHS
HMcS Equality & Inclusion North Lincolnshire CCG
Vice Chair
Clare Linley — CEL Director of Nursing & Quality NHS

North Lincolnshire CCG
Geoff Day — GD Director of Primary Care NHS

North Lincolnshire CCG
Dr Satpal Shekhawat Medical Director NHS

Dr SS
Arrived 3.15 pm

North Lincolnshire CCG

Louise Tilley LT Interim Deputy Chief Finance Officer NHS
Rep Emma Sayner North Lincolnshire CCG
Erika Stoddart — Est Lay Member - Governance NHS

North Lincolnshire CCG
Dr Faisel Baig — Dr FB | GP Member - Chair, NL CCG NHS

North Lincolnshire CCG
Dr Salim Modan — GP Member - Clinical Director | NHS

Dr SM
Arrived 3.10 pm

Primary Care Network - East

North Lincolnshire CCG

Chris Clarke — CC

Senior Commissioning Manager

NHS England

Helen Phillips — HP

Programme Lead

NHS England — North
Yorkshire and the Humber

Erica Ellerington - EE

Primary Care Contracts Manager

NHS England — North
Yorkshire and the Humber

Dr Saskia Roberts - SR
Rep Simon Barrett

Medical Director

Humberside Group of Local
Medical Committees Ltd
(LMC)

Jill Burgess-Allen — JBA
Rep Penny Spring

Consultant in Public Health

North Lincolnshire Council

Carol Lightburn — CL Chair Healthwatch
North Lincolnshire

IN ATTENDANCE:

Sally Andrews — SAA Project Officer/PA NHS

To record the minutes

North Lincolnshire CCG
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Adam Ryley Primary Care Manager NHS

North Lincolnshire CCG
APOLOGIES:
NAME TITLE SERVICE/AGENCY
Emma Latimer — EL Accountable Officer NHS

North Lincolnshire CCG
Alex Seale — AS Chief Operating Officer NHS

North Lincolnshire CCG
Emma Sayner — Esa Chief Finance Officer NHS
Rep by Louise Tilley North Lincolnshire CCG
Penny Spring — PS Director of Public Health
Rep by Jilla Burgess-
Allen
Bill Lovell — BL Deputy Chief Finance Officer NHS

North Lincolnshire CCG
Dr Andrew Lee — Dr AL | Chair of Council of Members NHS

North Lincolnshire CCG
Simon Barrett — SB Chief Executive Humberside Group of Local
Rep by Dr Saskia Medical Committees Ltd
Roberts (LMC)

1.0 WELCOME AND INTRODUCTIONS

1.1  WELCOME
The Chair opened the third meeting in public of the Primary Care Commissioning
Committee and welcomed Dr Saskia Roberts, Medical Director, Humberside Group
of Local Medical Committees (LMC) who was representing Simon Barrett. It was
noted that the meeting was a meeting in public and not a public meeting; therefore,
there was not a public question time as part of the agenda

2.0 APOLOGIES & QUORACY
2.1 APOLOGIES
Agreed outcome:

(a) | Apologies for absence were received and noted from:
Emma Latimer — Accountable Officer - NL CCG
Alex Seale — Chief Operating Officer — NL CCG

Emma Sayner — Chief Finance Officer — NL CCG
Penny spring — Director of Public Health - NLC

Bill Lovell — Deputy Chief Finance Officer - NL CCG
Dr Andrew Lee — Chair of Council of Members
Simon Barrett — Chief Executive — Humberside Group of Local Medical
Committees Ltd. (LMC)

22  QUORACY
Agreed outcome:
| (@) | The Chair confirmed the meeting was quorate to proceed. |

3.0 DECLARATIONS OF INTEREST
In relation to any item on the agenda of the meeting members are reminded of the
need to declare:
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(i) Any interests which are relevant or material to the CCG;
(i) Any changes in interest previously declared; or
(i) Any financial interest (direct or indirect) on any item on the agenda

Any declaration of interest should be brought to the attention of the Chair in advance
of the meeting or as soon as they become apparent in the meeting. For any interest
declared the minutes of the meeting must record:

() the name of the person declaring the interest;
(i) the agenda item number to which the interest relates;
(iii) the nature of the interest;

To be declared under this section and at the top of the agenda item which it relates to.

Agreed outcome:

@)

Dr Baig; Dr Shekhawat and Dr Modan declared pecuniary interests as
Practicing GP’s in NL CCG and members of the Safecare Federation.

Dr Modan declared an interest as Clinical Director of the Primary Care
Network - East.

40  GIFTS AND HOSPITALITY DECLARATIONS
Members are reminded of the need to declare the offer and acceptance/refusal of
gifts or hospitality in the CCG’s public register.

| (@) | There were no declarations of gifts or hospitality |

5.0 MINUTES OF THE MEETING HELD ON 27 June 2019
The minutes of the meeting of 27 June 2019 were considered for approval.

Agreed outcome:

(@)

Subject to the amendment of Minute 13.0 Review of High Impact Actions -
6: Personal Productivity, and the corresponding action and action log
(wording provided by the Lay Member Equality & Diversity after the
meeting), to read “ The Lay Member Equality & Diversity informed the
meeting that in addition to the Mental Health First Aid Training provided by
RDaSH, North Lincolnshire Council have a number of relevant schemes
that could improve employees’ personal resilience including North
Lincolnshire Wellbeing at Work: Workplace Health Award Scheme,
recruitment of cancer champions and the Foundation Programme.

Action: EE to Liaise with CG outside of the meeting to discuss the relevant
schemes.

The minutes of the meeting of 27 June 2019 were approved as an accurate
record of the meeting.

6.0 MATTERS ARISING FROM THE MINUTES OF THE MEETING OF 27 June 2019

(@)

There were no matters arising from the minutes of the meeting of 27 June
2019

7.0 REVIEW OF COMMITTEE ACTION TRACKER - 27 JUNE AND WORKPLAN
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Date

Action No and Description

Update

27.06.19

AO5 Finance Report — Month 2 The
Director of Primary Care will look at the
finance reports for the 6 CCG’s and
extract information relating to weighting
per head of population

The DoPC has done some work at
PCN level looking to compare actual
to weighted list size. The DoPC will
share the information with Dr FB.
Action: Close and remove from the
action log.

27.06.19

AOG6 Review of 10 High Impact Actions
EE to liaise with CG outside of the
meeting to discuss mental health first
aiders and cancer champions.

Action: EE confirmed retain on the
action log, update at next meeting

27.06.19

AOG6 Review of 10 High Impact Actions
The Lay Member Equality & Diversity
suggested that the Freedom Council re
the Freedom Programme be looked at for
mental health first aid training.

Action: This action is covered by the
preceding action. Remove from the
action log

27.06.19

The Primary Care Commissioning
Committee requires RAG ratings for each
of the 10 High Impact actions to
demonstrate where progress is being
made, in what areas and where things
need a push.

Action: EE confirmed retain, this
will be done for the next meeting

Workplan

The Workplan was noted.

8.0 RISK REGISTER
The Primary Care Contract Manager referred members to the Risk Register;
members were informed there were no additional risks to report since the last

meeting.

Risks PC10 and PC12 — The Primary Care Contracts Manager confirmed that both
actions to remain open on the action log. She advised that whether the CCG 13
GP’s elect to work in this area will be a challenge as the GPs are expressing a
preference to be placed ina city. Julie Wilson — NEL CCG is looking at ways to
incentivise the GPs to come and work on the South Bank.

Dr SM arrived at 3.10 pm

Risk PC 13 — The Primary Care Contracts Manager advised that work is ongoing
around additional funding for GPs and Nurses; HCV funding is being looked into.

Risk 14 — The Primary Care Contracts Manager advised members that work is
ongoing with this risk, an update will be provided at the next meeting/

Agreed outcome:

(@) | The Primary Care Commissioning Committee received and noted the Risk
Register update.

9.0 NHS ENGLAND UPDATE
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Contract Changes — The Primary Care Contracts Manager reported there have
been no contract changes for North Lincolnshire in this period.

Online Consulting Update - There has been no further progress on the position in
North Lincolnshire. 11 practices are live with online consult, an additional 1 practice
has postponed mobilisation and a further 2 practices are showing initial interest.

This has potential patient population coverage of 125,710

It is to be noted that, by the end of March 2020, offering patients access to online
consultation facilities will become a contractual requirement. It is therefore
necessary for the CCG to step up its engagement and support to general practice
to ensure that this requirement is met.

There will be several engagement events taking place across Humber Coast and
Vale and one of these will be held in Brigg. It was confirmed that one will be held in
South Ferriby on 30 October, Further details of these events will be circulated to
general practices once confirmed.

A website has been developed to track progress in North Yorkshire and the Humber

https://sites.google.com/riperian.co.uk/hcv-online-consultation/home

Agreed outcome:

(@) | The Primary Care Commissioning Committee noted the Online
Consulting Update.

APEX — The Primary Care Contracts Manager reported that the issues that had
arisen with APEX, due to concerns around data sharing, have been resolved and
Data Protection Information Agreements (DPIA) are in place across Humber, Coast &
Vale. 6 CCG’s have signed off, NL CCG looks positive, all but 2 Practices have
deployment dates.

APEX insight is liaising with individual practices to arrange dates for deployment
Agreed outcome:

(@) | The Primary Care Commissioning Committee noted the Online
Consulting Update.

Primary Care Networks Maturity Matrix — The Primary Care Contracts Manager
advised that the Primary Care Network (PCN) Maturity Matrix outlines
components that underpin the successful development of networks. It sets out a
progression model that evolves from the initial steps and actions that enable
networks to begin to establish through to growing the scope and scale of the role of
networks in delivering greater integrated care and population health for their
neighbourhoods.

The matrix was built through learning from the initial wave of Integrated Care
Systems who commenced early work on the design and development of PCNs
during 2017/18. It has since been refreshed in light of the NHS Long Term Plan and
the GP Contract Framework. A number of systems have developed their own version
of the maturity matrices to meet local need.
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The PCN maturity matrix is not a binary checklist or a performance management tool.
It is designed to support network leaders, working in collaboration with systems,
places and other local leaders within neighbourhoods, to work together to understand
the development journey both for individual networks, and how groups of networks
can collaborate together across a place in the planning and delivery of care. Using
the matrix as a basis for these discussions will allow networks to:

Come together around a shared sense of purpose, identify where PCNs are in their
journey of development and consider how they can build on existing improvements
such as those that may have been enabled by the GP Forward View and other local
integration initiatives.

Make plans for further development that help networks to continue to expand
integrated care and approaches to population health, and that can best meet the
health and care needs of the population served by the network.

Identify support needs using the PCN Development Support Prospectus as a guide
for framing support plans.

The Primary Care Contracts Manager advised that each Primary Care Network will
be asked to complete the maturity matrix by the end of September, the Primary Care
Contracts Manager will meet with each Primary Care Network Director and Manager
and be available as a “critical friend” during this process. The Clinical Directors’ will
take the respective maturity matrix into their Networks to obtain agreement.

Agreed outcome:

(@) | The Primary Care Commissioning Committee noted the Primary Care
Networks Maturity Matrix Update.

Primary Care Organisational Development Plans — The Primary Care Contracts
Manager reported that there is a plan in place to allocate £1m funding to 29 Primary
Care Networks across the Humber Coast and Vale. The Board will meet on 19
September to confirm the allocation. Work in ongoing within NLCCG looking at
how to get the plan in place. The Programme Lead advised there is an LMC
event on September 4" for Primary Care Network Clinical Directors as well as a
Humber Coast and Vale event on September 24". Page 5 of Appendix 2 — PCN
Development and Support Prospectus which accompanied the report provided
details of the NHSE and NHSI national ambitions for Primary Care Networks over
the next 5 years and national expectations of Primary Care Networks by March
2020. The Director of Primary Care confirmed that progress of the NL CCG
Primary Care Networks will be monitored via a Primary Care Network dashboard.
Members agreed the expectations were very aspirational and discussed the need for
clarity in terms of the direction of travel for the Primary Care Networks. Completion
of both the Maturity Matrices and the Organisational Development plans are
intrinsic in terms of determining the direction.

Agreed outcome:

(@) | The Primary Care Commissioning Committee noted the Primary Care
Organisation Development Plans Update.

GP International Recruitment Update — The Primary Care Contracts Manager
informed the meeting that an individual Taster Weekend visit took place in late July
for a candidate who qualifies in 2021. The candidate was based over in Hull but
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undertook their day in Primary Care at Cedar Medical Practice in Scunthorpe.
Feedback from the candidate was very positive.
Agreed outcome:

(@) | The Primary Care Commissioning Committee noted the International
Recruitment Update.

GP Patient Survey Results — The Primary Care Contracts Manager informed the
meeting that the 2019 GP Patient Survey results are now available. The survey
results provide assurance that the practices in North Lincolnshire are providing great
services for the patients which are generally in line with the national figures.

82% of patients confirmed within the survey that they have not accessed online
services; it is clear that more engagement work is required to increase the number of
patients booking online appointments, ordering online repeat prescriptions, accessing
their medical records online and taking advantage of online consultation where
available.

The findings of the survey are being reviewed by the CCG to ensure that themes for
key learning are considered. Appendix 3 of the report provided an overview of the
survey findings.

The Programme Lead advised that individual Practices should undertake their own
surveys

Agreed outcome:

(@) | The Primary Care Commissioning Committee noted the GP Survey
Results Update.
(b) | GP Survey Results to be an agenda item at the Primary Care
Commissioning Committee meeting of 24 October 2019.

October Practice Time for Learning- The Director of Primary Care informed the
meeting that Alex Morton, Regional Director of Primary Care and Public Health
Commissioning NHSE and Dr Nikki Kanani, Acting Director of Primary Care
NHSE have been invited to attend the PTL event on 9" October 2019 to undertake
a primary care transformation workshop. The CCG are working with Primary Care
Network Clinical Directors to inform the workshop content.
Agreed outcome:

(@) | The Primary Care Commissioning Committee noted the October PTL
Update.

Violent and Vexatious Training to GP Practices - At the Humber Coast and Vale
Primary Care Programme Board in August, a proposal was submitted from a
CCG for funding to help with the training and education to practice staff to help
manage Violent and Vexatious patients. The Committee agreed to the funding to
support this for all CCGs in HCV.

It was agreed that consideration will be taken of how this training is best delivered to
practices and further information will be available soon.

Agreed outcome:
| (@) | The Primary Care Commissioning Committee noted the Violent and |
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| | Vexatious training to GP Practices Update.

DELEGATION OF PRIMARY MEDICAL SERVICES - PRACTICE VISIT
REQUIREMENTS

The Primary Care Contracts Manager informed the meeting that NL CCG is required
to undertake Practice visits over a two year period to gain assurance that Practices
are meeting their contractual requirements. The CCG is currently working with the
LMC on how to set the visits out. There is a need to link with the Quality Team as
the purposes of the visits are to provide assurance. Although the CQC undertakes
assurance nationally, the CCG’s approach will be a light touch and will not replicate a
CQC inspection.

Agreed outcome:

(@) | The Primary Care Commissioning Committee noted the Delegation of
Primary Medical Services — Practice Visit Requirements Update.

(b) | The Primary Care Commissioning Committee noted that further
information will be brought to the October meeting.

FINANCE REPORT — MONTH 4

The Interim Deputy Director of Finance referred members to the report previously
circulated. The nature of primary care contracts is that the funding, in the main,
follows the patients and is negotiated at a national level. The report provides an
update on the year to date (YTD) and forecast position for the Primary Care
delegated budgets.

YTD Performance - At Month 4 the CCG has reported a year to date underspend
of £563k. The main areas driving this position are as follows:

General Practice GMS - £35k underspend. This is due to list size growth being less
than the 0.7% demographic growth included in plan

QOF - £19k underspend. The YTD position is based on 2018/19 actual achievement
updated for latest list size (1/7/19) and increasing points achieved by 5% where this
is possible within the maximum 559 points

Other GP Services - £15k underspend due mainly to a £27k overspend on Locums
offset by Seniority £15k underspend & contingency £28k underspend

General Practice APMS - £15k overspend. This is due to higher than planned list
size growth in Q1

Forecast Position

At Month 4 the CCG is forecasting a £166k underspend by 31 March 2019 driven
mainly by £117k underspend on General Practice GMS and £58k underspend on
QOF.

Agreed outcome:

(@) | The Primary Care Commissioning Committee noted the Finance Report -
Month 4.
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GENERAL PRACTICE RESILIENCE FUND 2019 - 2020 UPDATE REPORT

The Primary Care Contracts Manager informed the meeting that the funding for four
of the Primary Care Transformation Fund Programme budgets in 2019/20 has been
allocated directly to the Humber Coast and Vale Health and Care Partnership in June
20109.

In April 2019 all CCG’s in the Humber Coast and Vale STP footprint where invited to
submit proposals against each of the Programme areas.

At a previous Programme Board meeting delegated rights where given to a panel to
consider the proposals and make recommendations to bring back to the Humber
Coast and Vale Health and Care Partnership 2019/20 Programme Board.

Any proposals requesting financial support for Primary Care Network Development
have not been supported due to the Partnership receiving circa 70p per weighted
patient population. All proposals will need to be considered as part of that work
programme.

Resilience Funding Summary

£201,020

£147,222

*£53,798

Approved Resilience Funding Summary by CCG

North Lincolnshire 28,000
North East Lincolnshire 16,800
East Riding of Yorkshire 18,000
Hull 15,000
Scarborough and Ryedale 19,000
Vale of York 28,000
LMC 22,422

Approved Schemes for North Lincolnshire
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Undisclosed Practice Merger 18,000 Approve —in line with
previous proposals

West Care Funding to be used to support 10,000 Approve
Network implementation of intradoc or GP Team
Net to be available across the

Network as per agreement and funding
within the other 2 localities, feedback
from East and South is very positive and
would provide a consistent approach
across the CCG.

Agreed outcome:

(@) | The Primary Care Commissioning Committee noted the General Practice
Resilience Fund 2019/20 Humber Coast and Vale allocation, along with
details of approved resilience bids for North Lincolnshire.

13.0 DIGITAL INFORMATION UPDATE
The Director of Primary Care referred members to the presentation which was
prepared by the Associate Director of It for the Humber CCGs. The brief provided
updates on the following areas:

Windows 10 update — NHSE and Microsoft have agreed a deal to extend Windows
7 support until January 2021, this will allow the CCG to streamline some planning
activities and to understand compatibility issues on a wider scale. Windows 10
deployments have been deferred until after a new supplier is in place — reducing one
level of duplication and disruption to users.

HCSN Fast Network Procurement
GPIT Procurement

SCR Update

SLIP Update

YHCR Update

ERaCCS Update

Our current Headline Challenges

Dr FB informed the meeting that the Associate Director of IT for the Humber CCGs
has been nominated for an innovation in Health and Social Care Award at this year’s
Hull Daily Mail Health and Care Awards sponsored by Citycare.

Agreed outcome:

(@) | The Primary Care Commissioning Committee noted the Digital
Information Update — July 2019.

(b) | The Primary Care Commissioning Committee extend an invitation for the
Associate Director of IT for the Humber CCGs to attend a future meeting
to present an update.

14.0 ANTIBIOTIC PRESCRIBING
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The Associate Medical Director informed the meeting that NL CCG is an outlier for
antibiotic prescribing. Optimise RX reminds GPs and they are prescribing on a more
broad spectrum. Medicines Management are doing work on antibiotic prescribing.

Agreed outcome:

(a) | The Primary Care Commissioning Committee noted the Antibiotic

prescribing update.

PHARMACY - POINT OF DISPENSING SCHEME (PODIS)

Dr SS declared an interest as a dispensing GP and Dr SM declared interests as a
dispensing GP and part owner of a pharmacy. The Chair confirmed both could
remain for this item.

The Associate Medical Director referred members to the report previously circulated.
Community Pharmacists will contribute to the reduction of prescribed unwanted
medicines, which currently are wasted. This service is undertaken at the point of
dispensing. This will help to prevent patient’s stockpiling of prescribed medicines and
reduce inefficiencies in prescribing on FP10s. The service will inform GP repeat
prescribing processes thus contributing to improved patient outcomes through harm
reduction, reduced hospital admissions, and increased medicine concordance. It is
expected that the service will encourage Pharmacists to carry out Medicine Use
Reviews (MUR) with patients who they have identified as having issues with their
prescribed medicines or processes around ordering repeat medicines.

The object of this scheme is to reduce the burden of waste medicines across North
Lincolnshire, which has far reaching implications both financially and in terms of harm
and health outcomes for patients across the area:

To reduce the number of unwanted medicines dispensed and, therefore, wasted by
not dispensing items not required by the patient.

To notify the prescriber when an item prescribed has not been dispensed.

To promote, support and encourage good repeat / prescribing practices with patients
and GP practices.

To highlight the under usage of medicines to the prescriber.

To inform the prescriber whether the continued supply or non-supply of items would
be considered clinically significant.

To highlight prescribing inefficiencies to the prescriber.

To reduce unnecessary prescribing costs.

Activity Information

North Lincolnshire CCG currently has 36 Pharmacy Contractors with 31 signed up to
provide the PODIS service.

The service is monitored using the pharmoutcomes platform and the table below
summarises the position for 2018/19: -
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ML PODIS service summary

Month Drug Cost Cost to commissioner et saw.ng? tothe - Net saving per_
commissioner £1 spent
Apr-18 £91.36 £77.14 £14.22 £0.18 17 4
May-18 £1,275.66 £359.57 £716.09 £1.28 108 g
Jun-18 £3,266.38 £862.64 £2,403.74 £2.79 135 8
Jul-18 £1,933.48 £773.35 £1,160.13 £1.50 145 8
Aug-18 £928.06 £580.81 £347.25 £0.60 122 11
Sep-18 £1,474.83 £615.48 £859.35 £1.40 117 11
Oct-18 £2,307.60 £998.76 £1,308.84 £1.31 192 13
Nov-18 £2,207.14 £976.70 £1,230.44 £1.26 189 16
Dec-18 £815.04 £529.50 £285.54 £0.54 112 15
Jan-19 £1,631.32 £843.14 £788.18 £0.93 170 17
Feb-19 £1,375.83 £673.59 £702.24 £1.04 134 18
Mar-19 £2,089.55 £972.96 £1,116.59 £1.15 151 18
Total £19,396.25 £8,463.64 £10,932.61 £1.29 1632 18

The cost of the service is deducted from the total drug cost saved resulting in a total
saving to the CCG of £10,892.63. For every £1 invested £1.29 is saved. Whilst 31
contractors have signed up to provide the service only 18 recorded any activity
during the period.

As part of undertaking the service the Pharmacy Contractor has access to a
Medicines Use Review to support the funding of the service, the MUR fee is paid by
NHS England, The Community Pharmacy Contractual Framework for 2019/20 —
2023/24: supporting the delivery for the NHS long Term Plan confirms that Medicines
Use Reviews will be phased out by the end of 2020/21 therefore a review of the
service will need to be undertaken to ensure it is providing the best outcomes for
patients whilst providing value for money for the CCG.

The Associate Medical Director SS informed the meeting that NL CCG have signed
up to the PINCER intervention, an STP wide programme which employs a two
stage approach to reduce the incidence of hazardous prescribing (medication
errors).

Agreed outcome:

(@) | The Primary Care Commissioning Committee received and noted the
2018/19 activity information in relation to the Point of Dispensing Service
across North Lincolnshire.

(b) | The Primary Care Commissioning Committee support a service review of
the service following changes to the Contractual Arrangements for
2010/21.

16.0 COMMUNITY PHARMACY CONTRACTUAL FRAMEWORK FOR 2019-2020 TO
2023-2024: supporting delivery for the NHs Long Term Plan
Dr SS declared an interest as a dispensing GP and Dr SM declared interests as a
dispensing GP and part owner of a pharmacy. The Chair confirmed both could
remain for this item.
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The Programme Lead referred members to the report previously circulated. The
Community Pharmacy Contractual Framework for 2019/20 to 2023/24: supporting
delivery for the NHS Long Term Plan was announced in July 2019.

The key elements are detailed below: -

A commitment to spend £2.592 billion in each of the next five financial years,
providing stability and reassurance, and recognising the contribution that community
pharmacy has committed to making towards delivery of the NHS Long Term Plan
The Community Pharmacist Consultation Service will replace the current NHS Urgent
Medicines Supply Service (NUMSAS) and local pilots of the NHS Digital Minor Iliness
Referral Service, with referrals to community pharmacies from NHS111 for minor
illness and urgent medicines supply. Pharmacy Contractors must commit to provide
both services upon signing up to the specification.

Pharmacy Quality Scheme — for 19/20 contractors will focus on: -

- Preparation for engagement with PCNs

- Medicines safety (multiple measures) — Audits to include lithium safety, advice on
pregnancy prevention for women taking valproate and a repeat of an audit on
NSAIDs.

- Completion of training and an assessment on look-alike, sound-alike (LASA)
errors

- Sepsis online training for Pharmacists and Pharmacy Technicians (80% of staff to
be trained)

- Reducing sales of sugary beverages by 10% by March 2020

- Dementia friendly environments

- Discussions with all diabetic patients to check they have had annual foot and eye
checks with referrals as appropriate

PQS will be reviewed and amended for 20/21 and include suicidal awareness training
and audits focused on inhaler technique and anticoagulation.

Pharmacy Access Scheme will continue supporting small pharmacies in rural
isolated areas to remain open.

Enabling transformation and new technology through more efficient dispensing
to free pharmacists up to provide new services, working at the top of their clinical
licence in a way that is both more rewarding professionally but also adds

maximum benefits for patients.

Medicines Use Reviews — Will be phased out during 2019/20 (maximum 250
MURs per contractor) and 2021/21(maximum 100 MURs per contractor) as the
Structured Medication Review Service Specification for Primary Care Networks is
introduced.

NHS England National Team will be sharing further communication information
with CCGs in due course with further detail of the agreed changes.

NUMSAS??
Agreed outcome:

(@) | The Primary Care Commissioning Committee received and noted the
Community Pharmacy Contractual Framework for 2019/20 to 2023/24:
supporting delivery for the NHS Long Term Plan.
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17.0

18.0

17.0

on 24 October 2019

EMERGING RISKS TO REPORT

Agreed outcome:
| (@) | There were no emerging risks identified during the course of the meeting. |

ANY OTHER BUSINESS
Timings of future meetings — Chair
The Chair reminded the meeting that although the length of meetings had been
raised in the past and it had been agreed to remain at 1.25 hours duration, she did
not feel this was long enough to give reports due consideration. Now that the
Committee had delegated status, there will be more decisions to be made. The
Primary Care Contracts Manager confirmed that the number of items for
consideration by the Committee will increase. The Chair outlined the options, change
the day and timing of the meeting or members agree to stay later.
Agreed outcome:

(@) | The Primary Care Commissioning Committee agreed to remain with a
4.15 pm start, immediately after Council of Members and to close the
meeting at 6 pm.

December 2019 meeting
The December 2019 meeting date to be reviewed as it is currently scheduled for 26
December, Boxing Day Bank Holiday.
Agreed outcome:

(@) | The December 2019 meeting date to be moved to 23 January 2020,
immediately after the Council of Members meeting.

DATE AND TIME OF NEXT MEETING (4th), IN PUBLIC.

Date Time Venue

Thursday 24 October 2019 16.15 - 18.00 Boardroom, Health Place, Brigg

Date and Time of Future Meetings, in public.

Date Time Venue

Thursday 23 January 2020 16.15 — 18.00 Boardroom, Health Place, Brigg

LIST OF ABBEVIATIONS

CCG Clinical Commissioning Group

GMS General Medical Services

GP General Practitioner

NHSE National Health Service England

NL CCG North Lincolnshire Clinical Commissioning Group
MSK Musculoskeletal

PMS Primary Medical Services

QOF Quality Outcomes Framework
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