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	PRIMARY CARE COMMISSIONING COMMITTEE

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

	MEETING DATE:
	Thursday 24 June 2021

	VENUE:
	This meeting will be held as a Virtual Meeting owing to Covid19 constraints.

	TIME:
	4.15 – 6.00 pm 


AGENDA

	Item No
	Timings
	Subject
	Reference
	Lead
	Decision to be made

	1.0 
	4.15
	Welcome and Introductions 
	Verbal
	Chair
	To note

	2.0 
	
	Apologies and Quoracy
Janice Keilthy; Clare Linley; Steven Pintus; 


	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 
	4.20
	Minutes of 22 April 2021. 
	
	Chair

	To approve


	6.0 
	
	Matters arising from the minutes of 22 April 2021.


(Plus appendices 1 and 2 of NHSE report not included – item 9 refers).

	





	Chair


	

	7.0 
	4.25
	Review of Action Log of 22 April 2021 

	

	Chair

	To review


	
	
	The following reports are provided for information and assurance and will not on this occasion be discussed in detail due to time constraints. Any questions by exception should be raised with the author prior to the meeting, with the Chair and the meeting administrator copied in. 
	
	
	

	8.0 
	4.30
	Risk Register
	

	HoPCT
	To Review

	9.0

	4.35
	Finance Report 
Year-end position – 31 March 2021 and Finance Report – Month 2.
	

	CFO
	To note

	10.0
	4.40
	NHSE Report including issues for action/decisions
	

	HoPCT
	To note

	11.0
	4.50
	Contract Issues/Practice Mergers

	Verbal
	HoPCT
	For information

	12.0
	4.55



5.05
	Digital Primary Care
John Mitchell 
Associate Director of IT - (For the CCG’s across the Humber)

Peter Nuckley - Deputy Director of Design & Delivery – M Habitat

	

JM – Presentation


PN – Presentation

	HoPCT (DI, PN)
	For information

	13.0
	5.15
	Enhanced Health in Care Homes DES Position Update







	



	HoPCT
	To note

	14.0
	5.25
	LMC - Racism and Discrimination – the experience of primary care professionals in the Humberside region report.






	



	CEO LMC
	To note

	15.0
	5.35
	Any Other Business

	
	Chair
	

	16.0
	5.40
	Date and Time of Next Public Meeting
To confirm the date of the next meeting

	Date
	Time
	Venue

	26 August 2021
	16.15 – 18.00
	Teams meeting



Date and Time of Future Meetings 
(Virtual meeting/Health Place Brigg)
	Date
	Time
	Venue

	28 October 2021
	16.15 – 18.00
	Teams meeting

	23 December 2021
	16.15 – 18.00
	Teams meeting



	Verbal
	Chair
	To note






	Key to Abbreviations:
	

	ARRS
	Additional Roles Reimbursement Scheme

	CCG
	Clinical Commissioning Group

	CFO
	Chief Finance Officer

	Chair
	Chair of the meeting

	COO
	Chief Operating Officer

	DCFO
	Deputy Chief Finance Officer

	DoN&Q
	Director of Nursing & Quality

	DDoN&Q
	Deputy Director of Nursing & Quality

	HoN
	Head of Nursing

	HoPCT
	Head of Primary Care Transformation

	NECS
	North of England Commissioning Support

	NHSE
	NHS England

	PCM
	Primary Care Manager

	PTPM
	Pharmacy Technician Project Manager

	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.
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NHS

North Lincolnshire
Clinical Commissioning Group

PRIMARY CARE COMMISSIONING COMMITTEE

MEETING: Fourteenth meeting in Public of the Primary Care Commissioning
Committee

MEETING 22 April 2021
DATE:
VENUE: Virtual Teams Meeting
TIME: 4.15 pm —-5.20 pm
PRESENT:
Members
NAME TITLE SERVICE/AGENCY
Janice Keilthy — JK Lay Member NHS
Chair Patient & Public Involvement North Lincolnshire CCG
Heather McSharry - | Lay Member NHS
(HMcS) Vice Chair Equality & Inclusion North Lincolnshire CCG
Erika Stoddart — ESt Lay Member - Governance NHS

North Lincolnshire CCG
Alex Seale - AS Chief Operating Officer NHS

North Lincolnshire CCG
Emma Sayner Interim Chief Finance Officer NHS

North Lincolnshire CCG
Clare Linley - CEL Director of Nursing & Quality NHS

North Lincolnshire CCG

Standing Attendees

Dr Faisel Baig - FB Chair, NL CCG NHS

North Lincolnshire CCG
Dr Satpal Shekhawat - | Medical Director NHS
SS North Lincolnshire CCG
Dr Salim Modan — SM Clinical Lead — Primary Care NHS

North Lincolnshire CCG
Chris Clarke — CC Senior Commissioning Manager NHS England

Dr Andrew Lee - AL

Chair of NLCCG Council of Members | NHS
North Lincolnshire CCG

Dr Saskia Roberts - SR | Medical Director The Humberside Group of
Local Medical Committees
Ltd (LMC)

Carol Lightburn — CL Chair Healthwatch
North Lincolnshire

Erica Ellerington - EE Primary Care Contracts Manager NHS

North Lincolnshire CCG

IN ATTENDANCE:

Paul Robinson - PR
Agenda item 12
4.30 - 5.05 pm

Chair Local Pharmaceutical
Committee (LPC)

Marc Goddard

Healthcare Development Manager Wound Therapeutics UKI
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Wef 17.05 pm ConvaTec
Sally Andrews — SAA Project Officer/PA NHS
To record the minutes North Lincolnshire CCG
APOLOGIES:
NAME TITLE SERVICE/AGENCY
Emma Latimer Accountable Officer NHS
North Lincolnshire CCG
Mike Napier - MN Interim Associate Director  of | NHS
Corporate Affairs North Lincolnshire CCG
Adam Ryley Primary Care Manager NHS
North Lincolnshire CCG
Louise Tilley - LT Deputy Chief Finance Officer NHS
North Lincolnshire CCG

1.0 WELCOME AND INTRODUCTIONS

1.1 WELCOME
The Chair opened the fourteenth meeting in public of the NL CCG Primary Care
Commissioning Committee. This meeting was held as a Virtual Meeting owing to
Covid19 constraints.

2.0 APOLOGIES & QUORACY
2.1 APOLOGIES
Agreed outcome:

(a) | Apologies for absence were received and noted from:

Emma Latimer — Accountable Officer - NL CCG

Mike Napier — Interim Associate Director of Corporate Affairs — NLCCG
Adam Ryley - Primary Care Manager - NLCCG

Louise Tilley — Deputy Chief Finance Officer - NLCCG

2.2 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:

(i) Any interests which are relevant or material to the CCG;
(i) 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;
(i) the agenda item number to which the interest relates;
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(i) the nature of the interest;

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

Dr Salim Modan declared a direct pecuniary interest in agenda item 9.0 NHSE/I

update section 1

- Contract changes.

(a)

It was agreed that Dr Modan could remain in the meeting when item 9.0
NHSE Update was considered.

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 NLCCG public register.

(a)

It was noted that there were no declarations of gifts or hospitality
reported by members since the last Primary Care Commissioning
Committee meeting of 25 February 2021.

5.0 MINUTES OF THE MEETING HELD ON 25 February 2021.
The minutes of the meeting held on 25 February 2021 were considered for accuracy.

Agreed outcome:

(a)

Subject to the change of title for Dr Salim Modan to read Clinical Lead -
Primary Care and the update of acronyms, the minutes of the meeting held
on 25 February 2021 were approved as an accurate record of the meeting.

(b)

Dr FB suggested a standard appendix of acronyms be produced for all
public meeting minutes.

6.0 MATTERS ARISING FROM THE MINUTES OF 25 February 2021.
Item 12.0 — PCN Organisational Development Funding Update.

EE updated that West PCN finalised their plan and funding has gone out to Primary

care.

7.0 REVIEW OF COMMITTEE ACTION TRACKER 25 February 2021.

| Date

| Action No and Description

| Update

27.02.20

AO22- ToR

Subject to the increase of Lay members
from 2 — 3 and the inclusion of the quality
element, the Primary Care Commissioning
Committee approved the Primary Care
Commissioning Committee Terms  of
Reference — April 2020.

25.06.20

To be considered under AOB

27.08.20

ToR form part of constitution which is being
reviewed and requires approval by GB and
NHSE. Until approval is received current
arrangements apply in terms of voting
members and representatives and quoracy.

Action: Progress update at next meeting
- October

22.10.20

There has been no action yet — retain on the
action log.

Action: Progress update at the next
meeting — January 2021.

28.01.21

The committee received confirmation that

Action: An update on timeline
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the amendments had been submitted to
NHS England as part of the constitution
update. These were only reviewed by NHS
England bi-annually so once conformation
was received an update would be provided
to the committee.

requested from MN. Update at February
meeting.

25.02.21

Agenda item today under
Business.

Any other

22 04.21

MN provided a written update which was
read to members.

The amendments to the ToR agreed
at the last meeting of the committee
have accordingly been submitted
and approved by the Governing
Body and Council of Members. They
subsequently form part of the CCG
Constitution’s suite of documents
that have been submitted for
external legal review (as is required)
prior to submission to NHSE for final
approval. The outcome of the legal
review is expected within the next
week and we remain on schedule to
submit to NHSE by the end of April.
NHSE have been kept appraised of
the timescale and progress.

Action: Update at June meeting.

22.10.20

AO33 - Minor Ailments Scheme -
recommendation report

The Primary Care Commissioning
Committee approve the recommendation to
stay with Option 1 for 1 year until March
2022. During which time Option 4 could be
scoped up with the PDG option.

A timeline to be agreed when it can be
brought back to the Primary Care
Commissioning Committee.

Post meeting note — The Chair confirmed
that an Equality Impact Assessment
(EQIA) is required for the Minor Ailments
Scheme.

28.01.21

Action: Requested by KH - Defer to Q2 —
August 2021.

25.02.21

Deferred to August 2021 meeting

25.02.21

AO36 - Finance Report — Month 10

LT to provide information at Practice
level to append to the minutes.

06.04.21 Post meeting note information
provided by LT attached as Appendix 1 to
the minutes.

22.04.21

Action complete close and remove from
the action log.

The Chair informed the meeting that the following reports are provided for
information and assurance and would not on this occasion be discussed in
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meeting on 24 June 2021.

detail due to time constraints. Members had been requested prior to the
meeting that any questions by exception should be raised with the author prior
to the meeting, with the Chair and the meeting administrator copied in. The
Chair informed the meeting two questions had been submitted by HMcS for
agenda item 8 Risk Register.

RISK REGISTER
EE advised that Risk PC17 — Flu Programme has been removed from the Risk
Register.

In advance of the meeting EE had received questions from HMcS relating to Risks
PC 14 and PC 21.

HMcS question re PC14 — “PC14 there is the following gap in assurance reported -
‘Need to ensure robust plans in place for patients should a practice need to close’.
Are we confident that practices have their own contingency plans in place and the
gap in assurance is our not being aware of the details or are we concerned that
contingency plans may not exist around potential practice closures?”

EE response to question re PC14 - “we know that primary care have contingency
plans in place, and there is also a national protocol for emergency closure of a
practice however, with a previous practice staff outbreak, it was apparent that
contingency plans in place do not necessarily cover every eventuality. This is difficult
I know, and we continue to work and share lessons learnt with practices however, |
would not be comfortable to confirm that contingency plans currently in place are
100% effective, which is why we have a minimal gap in assurance.

Gary Johnson — Risk Manager re PC14 — “to add to the response from EE, this is
also part of our Emergency Preparedness Resilience and Response (EPRR)
framework and Adam Ryley, Primary Care Manager and | have over previous years
asked for all Practices Business Continuity Plan (BCP) and reviewed them (COVID
Year aside for obvious reasons) via our contracts team. As EE states we were
working with the practices, getting them to a reasonable state across patch ensuring
they knew who to contact at the right time more importantly as some of the plans
were archaic. As we move back into Business as usual over the coming months this
will be one item that will be picked up again.”

HMcS question re PC21 — “Just wondering whether there’s a need to make an
addition to the notes around PC21, or to include a new risk, to reflect the risk that
concerns about vaccine safety of the AstraZeneca vaccine may lead to a reluctance
among the local population to receive their second (or first) jab? | know there has
been a certain amount of media coverage and that Denmark has now decided not to
use it despite it still being approved as safe, but | don’t know whether there has been
any impact on take-up rate in North Lincs.”

EE response re PC21 — “we did consider including the risk you refer too however; |
don’t think this is required at this point in time. General practice have reported that
although they received a lot of contact from patients to discuss the risks with the
vaccine, they did not necessarily see a notable reduction in uptake. Also, guidance
issued by the Joint Committee on Vaccination and Immunisation (JCVI) advises us to
use an alternative vaccine for under 30’s and this is being considered as part of the
vaccine delivery planning for our PCN sites. It’s definitely something we will keep an
eye on and add to the risk register if the position changes.”
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meeting on 24 June 2021.

HMcS confirmed that the responses from EE and Gary Johnson fully answered her
queries.

Agreed outcome:

(@) | The NLCCG Primary Care Commissioning Committee received and noted
the Primary Care Commissioning Committee Risk Register.

FINANCE REPORT
Agreed outcome:

(@) | Due to the year end commitments of the Finance Department, the
NLCCG Primary Care Commissioning Commitment agreed this item be
deferred to the June 2021 meeting.

NHS England Update
Dr Salim Modan declared a direct pecuniary interest in Section 1 of the report,
it was agreed Dr Modan could remain in the meeting for the item.

The report was taken as read. EE referred members to section 1 of the report —
Contract changes.

A contract change took place wef 31 March 2021:

Trent View Practice, ODS Code B81065 “Partner Changes”

Commencement of Dr Modan, Dr Ahmad, Dr Pillai, Dr Ekpeh and Dr Khandelwal
onto the contract from 31/03/21
Departure from the contract Dr Fraser, Dr Sanderson and Dr Bhadra from 31/03/21.

It was confirmed this is not a Practice merger it is change of partners on the contract.

Agreed outcome:
’_(g) The NLCCG Primary Care Commissioning Committee noted the contract
change - partner change for The Trent View Practice.

Section 5 — Pooled Resource

EE advised the General Practice COVID Capacity Expansion Fund provides £150m
to systems via CCGs for expanding general practice capacity. The Fund is intended
to support amongst other things an increase in overall GP numbers. Systems can
receive up to an additional £120k for the realisation of pools at pace to engage and
deploy local GPs flexibly in an ongoing way to support local primary care, including
PCN extended access services.

The £120k funding can be used for creating and administering a virtual pool or
enhancing an existing pool arrangement and can be utilised in a number of ways
including for staff to administer the pool, digital supplier requirements, and the
delivery of the peer support and networking activities.

Further information can be found in a presentation at Appendix 1 omitted from the
report and appended to the minutes along with Appendix 2. —

NHSE&I emailed Practices and PCNs on 5" March with a short survey to raise
awareness of the initiative and to ask for feedback to ensure the funding is used most
effectively.
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11.0

meeting on 24 June 2021.

Amanda Bloor is sending out a letter about how to use the funding, further details will
be available for the next meeting.
Agreed outcome:

(@) | The NLCCG Primary Care Commissioning Committee noted the

arrangements for the pooled resource.

Section 8 - Primary Care Data Gathering Programme

EE informed the meeting A national programme is underway to learn more about GP
practice premises. The programme, which will run in four waves throughout will
enable the NHS to:

better understand primary care estates condition;
provide evidence and identify opportunities for investment;

support GP owners / tenants in assessing the need for investment in their premises;
and

support Primary Care Networks to demonstrate cases for change as part of
Integrated Care.
System (ICS) estate strategies and future investment needs.

NHSE/I will work with Community Health Partnerships to manage the programme,
with central resource provided to minimise impact on day-to-day GP business. While
the majority of the programme will be undertaken at desktop level, where premises
access is required, governmental COVID-19 guidance will be adhered to in planning
and conducting visits.

The programme has now received NHSE/I approval to proceed locally and the CCG
will be meeting shortly with Community Health Partnerships to agree rollout and
practice communications. Further updates from the programme will be provided to
the Committee.

Agreed outcome:

(@) | The NLCCG Primary Care Commissioning Committee noted the Primary
Care Data Gathering Programme Update.

(b) | The NLCCG Primary Care Commissioning Committee noted the NHS

England update.

CONTRACT ISSUES/PRACTICE MERGERS
EE advised there was nothing further to report.

DIGITAL PRIMARY CARE

Digital inequalities, EE advised that David lley was due to attend a NHSE/l meeting
on which he would base his update. Unfortunately, the NHSE/I meeting was
deferred to next week and he would, therefore, defer his update to the June meeting.
In the meantime, members were advised if there is anything else they would like him
to cover to contact EE.

Agreed outcome:

| (@) | This item deferred to the June meeting when David lley, Primary Care
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| | Contracts Manager NHSE/I will attend.

12.0 COMMUNITY PHARMACY SERVICES OVERVIEW
The Chair welcomed Paul Robinson, Chair, Local Pharmaceutical Committee (LPC)
to the meeting.

PR presented a slide deck called Community Pharmacy Overview, Working in
Partnership. The slides covered:

Community Pharmacy in North Lincolnshire -context

35 Community Pharmacies

4 PCN lead pharmacists. Development programme funded through Primary Care
Board.

Average pharmacy in NL dispenses 104,000 prescriptions per year.

National Global Sum based contract backed up with local services.

Services available

Essential services-

Dispensing and self-care

Pharmacy Collect (Lateral Flow Devices (LFD) distribution)
Advanced services

New Medicines Service (NMS)

GP Community Pharmacy Consultation service (GPCPCS)
Flu vaccination

Enhanced services

Point of dispensing Intervention Service (PODIS)

Minor Ailments

New Medicine Service (NMS)

Complements service from General Practitioners (GPs) as patients understanding is
better when advice given by a pharmacist*

Net gain to NHS of over £20 per NMS completed*

Paid out of global sum.

*Nottingham University study findings

General Practitioner Community Pharmacy Consultation service (GPCPCS)
Compliments the CPCS service launched in 2019 through NHS111 and further frees
up GP appointments.

GP’s can refer patients to pharmacies through IT platform.

Pharmacist manages patient and can escalate back to the practice if necessary.

All referrals are closed back through to the practice via the platform to close the
governance loop.

Service carries a fee for the pharmacy and can be advice only or advice and sale or
Minor Ailments Service (MAS) supply of a product.

11 practices now live across the Humber footprint. Practices can “self-sign” from the
1 April.

2 practices in NL. Ancora and Winterton Medical Practice have signed up.

SS advised an IT pilot is currently being piloted in the South and East Networks,
working with clinics on an on line platform for consultations in conjunction with NHS
Digital. In London they are already doing what is outlined in the GPCPC S slide, how
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to best engage Local Pharmaceutical Committee and Community Pharmacies
moving forward? If a patient completes a form and it states it goes to a Pharmacy
this would help reduce GP workload as the T platform refers. How to join the dots?
PR responded it would be great if this could be done, the platform is Pharmacy
refers, patient rings Practices, Triage refers to Pharmacy, fantastic CPCS Service
with on line services. SS this is already happening in London via NHS Digital can it
just be lifted and used n North Lincolnshire?

Action: SS will be pick this up with PR outside of this meeting.

EE asked if there was any information available relating to the activity has gone
through Ancora and Winterton Practices. PR advised they have not gone live yet.

Discharge Medication Service (DMS)

This is a new essential service so has to be provided by all pharmacies.

Three stage intervention/support process for patients discharged from hospital over a
4 — 6 week period.

Patients referred to a pharmacy of their choice by the Hospital trust on discharge
NLAG and HUFT do not have the software platform yet but work is underway to
procure.

Asks

In summary PR advised the aim is to work in partnership with community pharmacy
and reach out to PCN lead pharmacists.

Refer patients into pharmacy for the NMS.

Support the GP CPCS and make referrals through the system.

AS thanked PR for a good clear presentation which provided an opportunity to see
the range of services available and presented a plethora of opportunities, including
exploring closer working relationships with PCNs. AS offered her endorsement.

PR advised he is keen to know of any PCNs who would like to look at harnessing
NMC and CCPC.

SS sent a link to Mark Goddard for a 5 pm meeting about Pharmacists referring to
Physio the meeting is to discuss taking further.

EE asked PR to let her know if there was anything from the CCGs perspective to
support the integration and get it moving.

SR suggested PR and the Pharmacy leads attend a PVN meeting to introduce
themselves. As part of the integration meeting the LMC CEO has been attending
Clinical Directors meetings. SR can help facilitate.

5.05 pm PR left the meeting.

PRIMARY CARE QUALITY SCHEME 2020/21 OVERVIEW

EE took the report as read. Primary Care Networks in North Lincolnshire were
successful in a bid to NHS England in 2019/20 to receive funding for work relating to
the CCG’s Out of Hospital Transformation Programme. Unfortunately, because of
programme delay and then Covid, the funding was not utilised and accrued for spend
in 2020/21.
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The focus of this funding was required to be altered to ensure that the funding was
utilised in primary care, as per NHSE'’s agreement.

To note, there was also an amount of PMS Reinvestment funding underspend in year
that, as per National guidance, MUST be invested back into primary care.

The two funding streams above made up the budget for the introduction of a Primary
Care Quality Scheme.

Quality Scheme Requirements.

COVID Oximetry at Home

Back in November 2020, CCGs were directed by NHSE to introduce a Home
Oximetry service as part of the response to Covid. Initially, the CCG commissioned
Safecare Federation to provide this service for a short period however, as part of the
quality scheme this was directed back into primary care.

Patients are provided with a pulse oximeter and supporting information to monitor
their oxygen saturation levels at home for up to 14 days, supported by carers and/or
family members where appropriate. Patients are offered regular prompts or check-ins
to ensure they are confident in using the oximeter and that they know what to do if
oxygen levels fall below normal levels. If, after 14 days of the onset of symptoms,
patients show no signs of deterioration with coronavirus, they are appropriately
discharged from the service and given advice on returning the oximeter safely, and
how to continue supporting themselves at home.

NHSE have issued National service guidance and a standard operating procedure,
this service reflects those requirements.

Blood Pressure Monitoring at Home

Home blood pressure monitoring has been identified as a priority during the COVID-
19 pandemic to ensure that patients who are vulnerable to becoming seriously ill with
COVID, can manage their hypertension well and remotely, without the need to attend
hospital or GP Practice appointments. The overarching aim for this service is to
rapidly increase the availability and access to remote blood pressure monitoring, and
management for clinically extremely vulnerable patients with uncontrolled
hypertension, to prevent heart attacks and strokes.

Although not Nationally directed (yet), CCGs have been recommended by NHSE to
mobilise a remote blood pressure monitoring service in primary care. North
Lincolnshire have been showing as an ‘outlier’ Nationally for not providing a service
which led the CCG to utilising the Primary Care Quality Scheme to meet this
recommendation.

NHSE have issued National service guidance and a standard operating procedure,
Financial Entitlements

Members were advised PCN'’s received 0.66 pence per patient.
Agreed outcome:

(@) | The NLCCG Primary Care Commissioning Committee noted the Primary
Care Quality Scheme 2020/21 Overview report.
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14.0 ADDITIONAL ROLES REIMBURSEMENT SCHEME; ARRANGEMENTS FOR
2021/21 UNDERSPEND.

EE took the report as read. As set out in the 2020/21 Network Contract DES
specification, under the Additional Roles Reimbursement Scheme primary care
networks (PCNs) were able to recruit up to ten reimbursable roles as they required to
support delivery of the DES, with a maximum reimbursable amount for each role. Each
PCN is entitled to an Additional Roles Reimbursement Sum, which is based upon the
PCN'’s weighted population share.

Ed Waller's letter of 3 March 2020 advised that funding would be included in CCGs’
Primary Medical Allocations however, 40% of the entitiement would be held centrally by
NHS England and NHS Improvement in 2020/21.

The following is a cost/spend breakdown as at 05/03/21 and confirmed accurate with
NHS England;

2020/21 Budget Received £839,314
Year to Date Spend £573,468
March Estimate (based on Feb spend) £100,267
Total Forecast Spend £673,735
Underspend £165,579

The CCG received the following requests to utilise the underspend which are aligned to
the development of the specific roles within the scheme:

First Contact Physiotherapist (FCPs)

Health Education England have recently released a document: First Contact
Practitioners and Advanced Practitioners in Primary Care: (Musculoskeletal) A Roadmap
to Practice

First Contact Practitioners and Advanced Practitioners in _Primary Care:
(Musculoskeletal) A Roadmap to PracticeFirst Contact Practitioners and Advanced
Practitioners in Primary Care: (Musculoskeletal) A Roadmap to Practice (hee.nhs.uk)

All FCPs employed within general practice will need to be accredited. The document
highlighting the process for this shows that it will be very similar to training a GP
registrar. Our current unaccredited FCPs are unable to access advanced clinical
practitioner mentoring via NLAG and requested GP input to take this forward.

The cost of this requirement is high and general practice are unable to provide the
mentoring and training required as only actual employee costs (salary, pension, NI etc)
are claimable via the Additional Roles Reimbursement Scheme.

All 4 PCNs have requested funding for the following support package which covers the 2
FCPs employed in each network;:

(The cost calculations are shown below and based on the GP rate of £90/hr)

2 day course 16 hr =£1440

8hr pre and post course reading and admin work etc £720.

Daily debrief 1 hrx5/week for 46 weeks =£20700

Tutorials 8hr over the year- £720

Total £23580 per PCN

Total £94,320

Trainee Nursing Associate
Winterton Practice, within North PCN, would like to employee one of their HCA’s into a
Trainee Nursing Associate position. The individual is a previously qualified Nurse
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meeting on 24 June 2021.

however, had not been registered for some years. Unfortunately, because of this, the

t

raining provider is not accepting this individual as eligible for the funded training places.

The PCN requested the use of ARRS underspend to fund this training at a cost of
£7.500.

Clinical Pharmacists

North PCN have struggled to attract and employee Clinical Pharmacists via the scheme.
As an alternative to trying to recruit locally, the network widened their search and
managed to recruit a Clinical Pharmacist from further afield, this has meant that a Tier 2
Sponsor application has had to be sought at an additional cost to the PCN, outside of the
claimable amount allowed as part of the scheme. The network requested
reimbursement for the following costs associated with this recruitment;

Central Surgery Tier 2 Sponsor application - £536.00

Visa applications skills charge = 2 x £1291.00 = £2, 582.00

Fast Track payment = £200.00

Prescribing Course costs - £2,475.00 ( this was offered as an employment incentive and
also to allow the network to benefit from a prescribing clinical pharmacist at the earliest
opportunity. The course commences in March.

Total £5,793

Overview of Requests

FCP Accreditation £94,320
Trainee Nursing Associate £7,500
Clinical Pharmacist £5,793
Total £107,613

15.0

16.0

The above requests align to roles available within the Additional Roles Reimbursement
Scheme, and support how this workforce can be successfully integrated into primary
care to allow the best use of the resource to support patient care. Adequate budget
underspend was available.

The CCG Executive Team received this report on 9" March 2021 and were requested to
decide on whether the underspend can be utilised to support. This request was
approved, and funding has now been directed to PCNs.

Agreed outcome:

(@) | The NLCCG Primary Care Commissioning Committee noted the
Additional Roles Reimbursement Scheme; Arrangements for 2020/21
Underspend.

ENHANCED HEALTH IN CARE HOMES DES POSITION UPDATE.
EE advised she is still awaiting information.
Agreed outcome:

(@) | The NLCCG Primary Care Commissioning Committee noted that
Enhanced Health in Care Homes DES Position update will be brought to
the next meeting in June 2021.

NHSE COVID VACCINE ENHANCED SERVICE: PCN COHORTS 10-12

EE advised all 4 PCNs signed up to deliver vaccines for cohorts 1 — 9. Following a
request from NHSE about cohorts 10 - 12 all 4 PCNs have signed up and been
approved to deliver vaccines to cohorts 10 — 12.
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17.0

meeting on 24 June 2021.

HMcS asked how the vaccine list was prioritised, in what order? Is it prescribed
nationally or determined locally? What flexibility is there to target areas e.g., in rural
areas residents tend to be at a lower risk as housing is spread and there are more
open spaces compared to residents in urban areas where housing is closer, can
vaccines be targeted?

EE advised NHSE/I is very prescriptive about when Practices can vaccinate cohorts
and they cannot operate outside NHSE guidance.

As advised there is a Health Inequalities Plan re vaccines which she is happy to
share which includes hard to reach cohorts. It has been broken down into wards with
lower uptake of vaccines predominately areas of social deprivation some ethnic
communities have also been targeted. The plan has had significant benefits and
shown an uptake of vaccines in the deprived wards and amongst the BAME
communities. Leaflets in multiple languages have been distributed in the deprived
ward areas and vaccination clinics have been held in a Mosque and a Gurdwara.

HMcS — if they don’t come forward at the appropriate time do others queue behind
them? Do we end up with a backlog?

AS advised if people don’t take up the vaccine when their cohort became eligible it
does not stop the cohort moving forward, the vaccines are then done in parallels.
There has been good uptake of the vaccine.

ANY OTHER BUSINESS

Dr Saskia Roberts

The Chair informed the meeting this would be Dr Saskia Roberts last NLCCG PCCC
meeting as she was stepping down from her LMC role. On behalf of the CCG and
the PCCC the Chair thanked Dr Roberts for her invaluable contribution and support
and wished her every success in the future.

18.0 DATE AND TIME OF NEXT MEETING (15th), IN PUBLIC.

Date Time Venue
24 June 2021 16.15 - 18.00 Microsoft Teams Meeting
Date and Time of Future Meetings, in public.
Date Time Venue
26 August 2021 16.15-18.00 To be confirmed
28 October 2021 16.15—18.00 To be confirmed
23 December 2021 16.15—18.00 To be confirmed
LIST OF ABBEVIATIONS
ARRS Additional Roles Reimbursement Scheme
CCG Clinical Commissioning Group
CD Clinical Director
CFO Chief Finance Officer
CinPH Consultant in Public Health
CoM Council of Members
(of0]6) Chief Operating Officer
DoN&Q Director of Nursing & Quality
EETF Estates Technology and Transformation Fund
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EPS Electronic Prescription Service

EQIA Equality Impact Assessment

eRD Electronic Repeat Dispensing

GMS General Medical Services

GP General Practitioner

GPFV General Practice Forward View funding
HC&V Humber Coast & Vale

ICS Integrated Care System

LPC Local Pharmaceutical Committee

LPS Local Pharmaceutical Services

NHSE National Health Service England

NL CCG North Lincolnshire Clinical Commissioning Group
MD Medical Director

MSK Musculoskeletal

OoDS Organisation Data Service

PCM Primary Care Manager

PCN Primary Care Network(s)

PL Programme Lead

PMS Primary Medical Services

PODIS Point of dispensing intervention service
QOF Quality Outcomes Framework
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Appendix 1 Primary-care-flexible-staff-pools-guidance-FINAL (003).pdf
Primary care flexible staff pools
In 2020/21

Making primary care a great place to work

This guidance is for Integrated Care Systems and Sustainability and Transformation Partnerships,
Primary Care Networks, practices, Federations and other local partners to implement at pace this
General Practice COVID Capacity Expansion Fund enabler

22 December 2020
Publishing Approval: PARO60





Summary

Background:

This guidance sets out a newly-established arrangement to
support the provision of flexible pools of engaged and employed
GPs to deploy across local communities.

These arrangements reflect the People Plan commitment to
establish GP banks, and replaces the Locum Support Scheme
commitment made in ‘Update to the GP Contract Agreement
2020/21-2023/24’ for 2020/21..

The new, non-recurrent General Practice COVID Capacity
Expansion Fund has been announced to support general practice
through wave 2, as outlined in the Supporting General Practice
letter of 9 November 2020. £150m has been allocated on a fair-
shares basis to lead CCGs. Systems are encouraged to use the
fund to stimulate the creation of additional salaried GP roles that
are attractive to practices and locums alike. Capacity may also be
garnered via the temporary employment of staff, or increasing the
time commitment of existing salaried staff, who could be engaged
and deployed via a flexible pool arrangement.

What is the initiative?

Systems can receive up to £120k for the realisation of pools at
pace to engage and deploy local GPs flexibly in an ongoing way
to support local primary care, including PCN extended access
services

There is local autonomy to agree the exact delivery model and
associated arrangements

Where similar provision already exists, funding can be used to
augment, expand or enhance what is already in place

The pools can provide a mechanism for practices to use the
Fund for extra salaried GP capacity until end March 2021. Yet
the pools can continue after this time

NHS

» These pools will support groups of PCNs — most likely at
CCG or place footprint - to increase capacity in
general practice and create a new offer for local GPs
wanting to work flexibly

» For GPs, pools can offer a flexible contract with connections
to work opportunities

Funding:

Two elements of funding are associated with this activity:

* A) Up to £120k per system to support the development and
running costs of a pool, available via NHSEI regions

» B) the General Practice COVID Capacity Expansion Fund
(£150m) allocations, calculated on a weighted capitation
basis and which have been made to lead CCGs

There are three optional enablers to support the pools:
* A) a flexible working GP contract template
» B) access to a digital supplier framework to support
the deployment of staff to shifts
* C) peer support and networking

When does this launch?
» Systems should begin to develop their local offer now

What benefits are anticipated?

» System: reduced pressure on spend and improved access
to a knowledgeable group of GPs, deployable to wherever
the need is greatest

* Practices and PCNs: reduced burden in accessing
temporary staff, and potential to build better relationships
with pool members

* GPs: where a contract is offered, increased job security and
access to the flexibility of a locuming role, with the additional
benefits of a salaried position (including death in service)



https://www.england.nhs.uk/wp-content/uploads/2020/03/update-to-the-gp-contract-agreement-v2-updated.pdf

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0828_GP-funding-letter-_second-wave_9novreb.pdf



Funding for 2020/21 m

The General Practice COVID Capacity Expansion Fund provides £150m to systems via CCGs for expanding general practice
capacity up until the end of March 2021. The Fund is intended to support seven priority goals outlined in the ‘Supporting
General Practice’ letter, including to achieve an increase in overall GP numbers.

To enable systems to engage and deploy GPs at pace, financial support of up to £120k beyond the £150m will be
made available to each STP/ICS. Exact funding values and release are agreed via a conversation with the respective
NHSEI regional workforce colleague.

The exact design of the virtual pool arrangement is up to local discretion, and could be utilised to support one or both of:

a) Employment of GPs on a flexible, (possibly part time) fixed-term basis to end March 2021. Salary and applicable employer
NI/pension costs could be secured through the £150m Fund, with the GPs deployed to practices at no cost to the practice.
In order for CCGs to reimburse salary and employer Nl/pension costs through the Fund directly to the pool provider this pool
arrangement would need to be delivered by a provider of primary medical services eligible for support under section 96 of
the 2006 NHS Act

b) Creation of a ‘matching service’ to link flexible GPs to practice need. Practices can seek reimbursement from their CCG for
the salary costs of engaging a GP from the pool

In both instances the £120k funding can be used for creating and administering a virtual pool, or enhancing an existing pool
arrangement, including ensuring a full geographic coverage. The £120k can be utilised in a number of ways including for staff to
administer the pool, digital supplier requirements, and the delivery of the peer support and networking activities.

Local agreement can be made in relation to GP rates of pay. It is recommended locums are paid in line with eDec
maximum indicative rates of £77.57 per hour / £323.21 per session.

The pool should support the local infrastructure through COVID and afterward, and so systems should plan to have access to a
smaller budget for maintenance of a pool arrangement next year and possibly beyond.

» £150m allocated to systems via lead CCGs on a non-recurrent basis to support general practice
capacity through wave 2 of COVID to end March 2021

» Subject to the wider criteria for the Fund, and statutory provisions on payment, can be utilised for
salary and applicable employer Nl/pension costs of GPs engaged through the pool

CCEF

» Up to £120k per system via NHSEI regions for the delivery of a mechanism to recruit and deploy GPs
Funding should also be utilised to deliver peer networking for GPs engaged via the pool, as well as
any digital solution required

Pools




https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0828_GP-funding-letter-_second-wave_9novreb.pdf



Flexible pool delivery m

The initiative comprises two core aspects, which each system is encouraged to put into place or
augment locally; and supported by three complementary, optional enablers:

1 Establishing flexible pool to Systems have access to up to £120k to support the development/
support general practice implementation and running costs of local pools until March 2021.
Consideration should be paid to any existing provision, and ensuring
geographic coverage.

2 Connection to work opportunities  In delivery of pools, systems and their constituent places are invited to connect
flexible GPs with available general practice shifts within their footprint.
Consideration should be paid to the optimum way GPs engaged through the
pool can be deployed.

A Digital Supplier Framework The framework contains a list of approved digital suppliers whose digital
solutions can provide increased support to local systems in deploying their
additional sessional and flexible clinical capacity.

B Template contract for engaging GPs engaged through local pool should be offered a contract until end March
GPs to the pool on a fixed-term 2021, which is flexible to suit the needs and preferences of the GP - either in
basis terms of location, type of work, number of shifts or time of day worked. An

optional contract template is supplied which can be adopted and adapted by the
respective pool to engage GPs.

C Peer support A pool represents an opportunity for systems to provide greater peer support
and networking opportunities for GPs working on a flexible or sessional basis.
Support can be particularly important when working in a flexible or mobile way.
This aspect can be delivered in a remote way to respect social distancing.





@cstablishing pools NHS

Systems are encouraged to use their funding to develop a set of virtual pools which could both employ GPs with flexible
contracts, and engage local GPs who can deliver additional sessions; and connect them with practices holding vacant
shifts. Local agreement will need to be made in relation to who hosts the pool and therefore holds the contracts with the
GPs, and other associated liabilities. It is anticipated that pools will in most cases operate at the ‘place’ level of a system.

In some areas a pool arrangement, or similar such as a workforce bureau, will already exist and may be grown or
augmented to be utilised to support general practice capacity. Each area holds the autonomy to decide what arrangement
works best for their existing environment, but this must include GPs. The local arrangement should be agreed and
implemented at pace in order to support COVID wave 2, yet should be sustainable with a view to remaining part of the local
landscape post-March 2021.

The local pool structure should seek to support the following responsibilities:

e Onboarding of GPs to the pool

»  Conduct verification and other pre-employment checks on GPs registered e.g. identity, CCT qualification, indemnity,
occupational health, performers list, GMC, employment history, DBS check

* Able to facilitate and connect GPs to take on work at practices with vacant shifts. This deployment may be activated
through utilising a technology solution

* Have the capability to enter into a contract or Terms of Engagement with GPs

*  Support GPs working on a more flexible basis to become well-engaged members of the local workforce

e Supporting induction to the local environment by ensuring each practice serviced by this pool holds a ‘information
pack’, supporting the GP to quickly adapt to a new environment

» Tracking of number of GPs enrolled and sessions delivered by GPs engaged through the pool

* Be responsible for oversight and administration required in running the pool

There is a sheet at the back of this document which lists some of the operational considerations you may wish to make
when establishing these arrangements.

“...(NHSEI) will encourage GP practices and primary care networks to offer more flexible roles to salaried GPs and

support the establishment of banks of GPs working flexibly in local systems.” NHS People Plan, p.21




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



@ Connecting to work opportunities m

A mechanism should be agreed in order to match and deploy flexible GPs to practice need. In the early development
phase, this could exist as a register of local GPs and practices, where connections to work are made in a manual way,
progressing to being digitally-based in due course, perhaps taking advantage of the supplier framework to secure a
solution.

Funding from the £120k available can be utilised for the costs of managing this aspect of the arrangements — whether
that be staff time to administer and oversee the running of the pool activity, and/or to procure a digital mechanism such
as an app to match and deploy GPs to shifts.

There is information on the next sheet of this pack detailing how you can connect with a digital provider to secure a
deployment app for your area.





A Digital Supplier Framework m

As an optional enabler to the pool, a Framework of approved suppliers will be published in January 2021 which will offer
further support to local systems in deploying their workforce. The use of digital solutions can improve the visibility of
capacity and demand through the posting of shifts by practices/PCNs and is intended to provide local systems, CCGs and
PCNs with a more easily available solution to deploy as they seek to match sessional capacity to need.

Call-off by a commissioner or by commissioners working together at system level, will streamline the deployment of the
primary care workforce, creating flexibility which meets the needs of local areas. Practices will be able to post sessions
available in their practice, with sessional or flexible clinicians able to easily indicate their availability and select shifts that suit
them via each digital solution.

The initial focus for these digital solutions is on the deployment of sessional and flexible working GPs, however
commissioners and local systems may consider using these products to support the deployment of other roles such as
clinical pharmacists, practice nurses and roles covered by the PCN Additional Roles Reimbursement Scheme in the future.

Digital solutions should also significantly reduce administrative requirements for both sessional clinicians and practices, and
support implementation of pooled arrangements. Local systems, working closely with their practices, will be responsible for
selecting the digital supplier they wish to call off the Framework.

Expected benefits of using digital suppliers include:

* Increased CCG confidence in the management of increased primary care demand

* Improved service to manage demand in the system

* Improved health and wellbeing of staff and increasing resilience of general practice

* Increased public confidence and enhanced health and wellbeing of patients resulting from sustainability of services and
improved access

Costs to purchase a digital deployment solution:

Costs for local systems will depend on the digital supplier selected. All digital suppliers will explicitly set out their upfront
fees, recurrent fixed fees or sessional fees prior to being awarded a place on the Framework. Cost may vary depending on
a number of factors; the CCG population size, the number of practices onboarded onto the solution and the number of
sessions filled by GPs/other roles. CCGs will be able to access this information through the call-off guidance. Systems may
consider using their pump-prime funding to support the cost of calling off this Framework to support local implementation.

How to call-off the Framework:
A call-off guidance including information on how to call-off from the contract, a step by step guide, and frequently asked
guestions is available upon request by emailing: digitalsupplier.framework@nhs.net




mailto:digitalsupplier.framework@nhs.net



B Template contract for engaging GPs to the pool m

An optional template contract is supplied by NHSEI for flexible GPs to be employed via the pool. The contract is a

skeleton template which systems can adapt in order the associated terms and conditions suit their local context and
need.

The template contract is available to download from the FutureNHS platform here. You will need access to the site, and it
will take just a few minutes to create a username and password if you haven't visited the platform before.

The contract is intended for short-term use until the end of March 2021, and any GP employed after this time should
normally be employed using the BMA Salaried GP Model Contract.

¢ Peer support

Common feedback from our flexible working, sessional and locum GPs can be that they feel isolated because they may
not be as well engaged with practice and PCN colleagues as they would like to be. In order to support flexible GPs to
form closer professional links with others working in the same area, pool leads are encouraged to establish peer support
and networking mechanisms for their GPs, and consider how they can link into other system/place clinical forums.

Through investing in building supportive relationships in this way we build resilience and strength into our workforce, and
support people to feel an important, integral and valued member of a community.

Systems are encouraged to consider what peer support activities are already underway in their area, and build where
these do not exist already for this specific cohort. This aspect can be delivered through one or a range of approaches
including:

» Peer-to-peer coaching/mentoring

* WhatsApp/ social media forums

* Networking sessions

» Action Learning Sets

You can view good practice examples in the GP Retention Toolkit.




https://future.nhs.uk/primarycareworkforce/view?objectID=23714512

https://www.bma.org.uk/media/2145/salaried-gp-model-contract-and-offer-letter-guidance-march-2020.pdf

https://www.england.nhs.uk/wp-content/uploads/2019/07/making-general-practice-a-great-place-to-work-gp-toolkit.pdf



Pool evaluation m

The initiative will be kept under review, with guidance updated as required to ensure it remains as effective as possible.

As outlined in the Supporting General Practice letter, accessing the Fund will be conditional on full completion of national
appointment and workforce data. In addition to this, NHSEI require management information in order to understand impact of
pools and return on investment, and to inform the ongoing review of the support offer to the workforce. This will be gathered via a
single collection at the end of the financial year.

As they get underway, we are particularly interested in any intel on how the pools are being utilised in order we can continue to
build ways in which GPs can be supported to work flexibly. Should you wish to share any case studies or good practice examples
please connect with us through the details on the following slide.

The box below outlines the metrics which updates will be sought against, in order ICSs/STPs and their delivery partner(s) can
start to capture this information from the outset as they implement their pools. It is the intention that the quantitative metrics from
this list will be added to the Primary Care Monitoring Survey in the new year.

A process should be put in place locally to monitor and evaluate pools in an ongoing way, both in terms of numbers of GPs
supported, and understanding their experiences of the pool.

Date pool went live
Number of GPs registered to the pool

Number of hours GPs are contracted for

Types of GP engaged through the pool e.g. salaried, locums, partners, emergency returners

Amount of spend against £120k funding






Where to go for support m
@

FutureNHS

This website from the primary care workforce team in NHS England and NHS Improvement offers further resources
including workforce modelling tools and retention guidance and support. There is also a community of others leading
this programme locally, so you can use the forum to ask questions and learn from other areas.

National Policy Team
The team who developed this guidance can be contacted at england.primarycareworkforce@nhs.net

@

NHSEI regional colleagues

You can gain support from your local NHS England and NHS Improvement regional colleagues. Additionally they are
your point of contact for the release of funding for the implementation and ongoing delivery of your pool

A view of further support for the GP workforce is set out in the next slide. We continue to support local systems to implement
the expanded GP recruitment and retention offer and promote available support through our networks. Practices and PCNs
are encouraged to consider how they can promote and encourage take-up of available support among their teams.



mailto:england.primarycareworkforce@nhs.net



Annex: NHSEI Interlocking GP recruitment and h!l:Ei
retention initiatives

Stepping Planning Maturin Stepping Stepping
in a career gin role down back

Who? Who? Who? Who? Who? Who?

Current GP trainees Newly qualified GPs Early career GPs Mid career GPs Nearing retirement GPs who have
(domestic and
international)

stopped clinical

Returners Returners On a career break A
Returners practice

International All job types All job types Reducing time
(personal)

Apply via: Funding held:

Nationally TERS ]
[ New to Partnership ]
[ Return to Practice ]

[ International GP Recruitment Programme

STP/ICS or [ Fellowship ]
org delivering

on system [ Primary Care Flexible Pools
behalf

[ Supporting Mentors Scheme ]

[ Local GP Retention Fund

m [ National GP Retention Scheme ]

Non applicable [ Fixed five-year NHS contract (IMGs) ] Non applicable

An enhanced package of support for GP recruitment and retention was announced in February 2020. As an
interlocking package, the schemes aim to provide GPs with targeted support at different points of their career
pathway — recognising the complex factors influencing current loss from the workforce.

These schemes add to the existing support offer for colleagues in primary care - including support for health and
wellbeing. Find out more at www.england.nhs.uk/gp/the-best-place-to-work and https://people.nhs.uk.




https://www.england.nhs.uk/gp/the-best-place-to-work/retaining-the-current-medical-workforce/retained-doctors/

https://people.nhs.uk/

https://future.nhs.uk/primarycareworkforce/view?objectId=19617584

https://future.nhs.uk/primarycareworkforce/view?objectID=19912912&done=OBJChangesSaved

https://future.nhs.uk/primarycareworkforce/view?objectID=15317712

https://future.nhs.uk/primarycareworkforce/view?objectID=15311696

https://future.nhs.uk/primarycareworkforce/view?objectID=19913520&done=OBJChangesSaved

https://future.nhs.uk/primarycareworkforce/view?objectID=15311696

https://future.nhs.uk/primarycareworkforce/view?objectId=19617584

https://future.nhs.uk/primarycareworkforce/view?objectID=15317712

https://future.nhs.uk/primarycareworkforce/view?objectID=15317712



Annex: pool operational considerations m

Establishing a virtual pool arrangement provides a mechanism to use the COVID Capacity Expansion to Fund to develop
local capacity. These arrangements are initially to run to end March 2021 to support winter pressures and vaccinations,
and so processes should seek to be as low bureaucracy as possible. Some operational considerations are listed in the
table below to assist with local planning conversations in the instance the pool employs the GPs.

Integration and
relationships
Contracting with
delivery
organisation

Coverage

Supervision

Procedures and
documentation

Mentorship

Onboarding and
employment
checks
Indemnity and
staff sharing
agreements

IT provision

Risk — financial
and employment

Further detail
Consideration should be paid to seeking, assessing and securing the optimal local organisation to
deliver the pool, and agreement on remaining engaged in delivery of it.

A formal agreement between the CCG and delivery organisation will be required, such as an MoU.

All practices should be encouraged to be attached to a pool. Systems should aim to establish full
coverage as soon as possible.

Whilst qualified GPs may not usually experience a regular supervision conversation, there may be an
occasional need. This should be agreed between the employer and the GP.

Policies and procedures will need to be put in place covering such employment issues as grievance and
disciplinary.

To support the flexible nature of their role and as they work across differing practices, each GP engaged
though the pool could benefit from a single consistent mentor.

Appropriate pre-employment checks plus induction and onboarding activities should be a function of the
pool, and so you will want to agree this process and where the information is stored.

GPs should be covered by the CNSGP provided the practice is permitting the sessional GP to deliver
service on its behalf. A staff sharing agreement between practices and the host employer make this
arrangement robust.

Given a principle of the pool is to support GPs to work flexibly, IT agreements will need to be secured
that support remote working, and working at different sites. Where does the responsibility sit for IT
hardware/ software costs, as well as IT maintenance and helplines?

Whilst the costs for salaries could be covered in 2020/21 through the £150m COVID Capacity
Expansion Fund, consideration should be paid to hosting flexible posts after the end of March 2021.
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Publications approval reference: C1216
Copy: ICS leads
An electronic copy of this letter, and all other relevant guidance from NHS England

and NHS Improvement can be found here:
https://www.enqgland.nhs.uk/coronavirus/primary-care

19 March 2021

Dear CCGs and GPs,

SUPPORTING GENERAL PRACTICE: ADDITIONAL £120m FUNDING
FOR APRIL-SEPTEMBER 2021

Thank you for the work you have done, and continue to do, to support the response
to the pandemic, including the successful delivery of the COVID-19 vaccination
programme alongside wider patient care. The work of general practice is greatly
valued and appreciated.

It remains a priority to maintain and expand general practice capacity in order to
support the ongoing response to COVID-19, tackle the backlog of care, and continue
to support delivery of the vaccination programme. That must include making full use
of PCN entitlements under the Additional Roles Reimbursement Scheme, with an
objective of 15,500 FTE roles in place by the end of the year, as well as ensuring
active support for GP recruitment and retention initiatives.

To provide further support to general practice at this critical moment, we are
extending the General Practice Covid Capacity Expansion Fund for the period from 1
April to 30 September 2021. £120 million of revenue funding will be allocated to
systems, ringfenced exclusively for general practice, to support the expansion of
capacity until the end of September. Monthly allocations will be £30m in April and
May, £20m in each of June and July and reach £10m in August and September. The
funding is non-recurrent and should not be used to fund commitments running
beyond this period.

The conditions attached to the allocation and use of this funding are as set out in the
initial General Practice Covid Capacity Expansion Fund letter of 9 November 2020,
and systems are expected to use the funding to make further progress on the seven






Classification: Official

priorities identified in that letter. Though this funding is not allocated to support
COVID-19 vaccination directly, we expect systems to prioritise spending on any
PCNs committed to deliver the Covid Vaccination Enhanced Service (including for
cohorts 10-12) whose capacity requirements are greater.

With our appreciation and thanks for everything you are doing.

& Wallp

Ed Waller Dr Nikita Kanani
Director of Primary Care, Medical Director for Primary Care
NHS England and NHS Improvement NHS England and NHS Improvement
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Primary Care Commissioning Committee

22 April 2021

ACTION LOG - PUBLIC

NHS

North Lincolnshire
Clinical Commissioning Group

Action No

Min Date
No

Title/Description

Action

Target Date for
completion

Responsible
Officer

Date
Completed/Co
mments

A022

14.0 | 27.02.20

ToR

Subject to the increase of Lay members from 2 — 3
and the inclusion of the quality element, the Primary
Care Commissioning Committee approved the
Primary Care Commissioning Committee Terms of
Reference — April 2020.

PCCM

Update at
next meeting

25.06.20

The NL CCG Primary Care Commissioning
Committee recommended the amendment to the NL
CCG Primary Care Commissioning Committee Terms
of Reference to allow members to send a nominated
representative who can be counted for quoracy and
voting purposes.

PCCM

25.06.20

The NL CCG Primary Care Commissioning
Committee noted that the recommendation to amend
the NL CCG Primary Care Commissioning Committee
Terms of Reference will go to the Governing Body
meeting of 13 August 2020 for ratification.

Post meeting note: Amendments approved by GB
130820. NHSE approval now required before the
amendments can be enacted. Submission to NHSE/I
will be as part of the revised Constitution which must
first be approved by the GB before submission to
NHSE/l. NHSE/l approval approx. 8 weeks after GB
approval. Members note new arrangements, re
nominated representatives with voting rights, cannot
be implemented until then.

PCCM

27.08.20

ToR form part of constitution which is being reviewed and
requires approval by GB and NHSE. Until approval is
received current arrangements apply in terms of voting
members and representatives and quoracy.

Action: Progress update at next meeting - October

Update
October 2020

PCCM

22.10.20

There has been no action yet — retain on the action log.
Action: Progress update at the next meeting -
January 2021.

Update
January 2021

PCCM

28.01.21

The committee received confirmation that the

Update

ACTION LOG - PRIMARY CARE COMMISSIONING COMMITTEE

Page 1 of 3





amendments had been submitted to NHS England as
part of the constitution update. These were only reviewed
by NHS England bi-annually so once conformation was
received an update would be provided to the committee.
Action: Action: An update on timeline requested
form MN. Update at February meeting.

February
2021

25.02.21

Agenda item today.

Action: (a) Following discussion, it was
recommended that the Terms of Reference be
amended to change the current GP membership
(non-voting) to (only):

NLCCG Chair

NLCCG Medical Director

NLCCG Council of Members Chair

NLCCG Clinical Lead for Primary Care

(b) Remove Director of Primary Care and replace with
the title of the new post holder when appointed.
(Head of Primary Care Transformation.)

(c) Subject to the amendments specified the NLCCG
Primary Care Commissioning Committee recommend
the NLCCG Primary Care Commissioning Committee
Terms of Reference to the NLCCG Governing Body
for approval.

April 2021

22.04.21

MN provided a written update which was read to
members.

The amendments to the ToR agreed at the last meeting
of the committee have accordingly been submitted and
approved by the Governing Body and Council of
Members. They subsequently form part of the CCG
Constitution’s suite of documents that have been
submitted for external legal review (as is required) prior to
submission to NHSE for final approval. The outcome of
the legal review is expected within the next week and we
remain on schedule to submit to NHSE by the end of
April. NHSE have been kept appraised of the timescale
and progress.

Update June
meeting

MN

AO33

8.0

22.10.20

Minor Ailments
Scheme -
recommendation
report

The Primary Care Commissioning Committee
approve the recommendation to stay with Option 1
for 1 year until March 2022. During which time
Option 4 could be scoped up with the PDG option.

A timeline to be agreed when it can be brought back
to the Primary Care Commissioning Committee.

Update
January 2021

Karen Hiley,
Pharmacy
Technician

Page 2 of 3






Project Manager,
North of England

Post meeting note — The Chair confirmed that an Update Karen Hiley,
EQIA is required for the Minor Ailments Scheme. January 2021 | Pharmacy
y Technician
Project Manager,
North of England
28.01.21 Action: Requested by KH - Defer to Q2 — August Update
2021. August 2021
25.02.21 Deferred to August 2021 meeting Update
August 2021
22.04.21 Deferred to August 2021 meeting Update Karen Hiley,
Pharmacy
August 2021 Technician
Project Manager,
North of England
A037 22.04.21 Finance Report Due to the year-end commitments of the Finance Finance LT
Department, the NLCCG Primary Care report
Commissioning Commitment agreed this item be Beterrcdlic
deferred to the June 2021 meeting. .
June meeting
AO38 22.04.21 Digital Primary Care | This item deferred to the June meeting when David Deferred to EE
lley, Primary Care Contracts Manager NHSE/ will | ;..o meeting
attend.
Post meeting note: Peter Nuckley also invited for
this item.
AO39 22.04.21 Enhanced Health in | The NLCCG Primary Care Commissioning Committee To be EE
Care Homes DES noted that Enhanced Health in Care Homes DES brought to
Position update Position update will be brought to the next meeting in the June
June 2021. meeting

Page 3 of 3
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PRIMARY CARE RISK REGISTER : June 2

Assurance on Controls

Representation at HEE meetings
and continued engagement with
ATP (Haxby and Freshney Green)

Positive / External
Assurance

Representation at HEE meetings
and continued engagement with
ATP (Haxby and Freshney
Green). Representation at the
North and North East
Lincolnshire Workforce Planning
Board. Workforce strategy has
been shared with HEE to feed
into the workforce plan and
support additional training places
targeted at staff the PCN want to
recruit.

Gaps in Control

Lack of individuals locally
to take up opportunities

Gaps in
Assurance

Need to understand
plans across each of
the care networks

level - direct or
indirect

Indirect

Last
Review
Date

09/06/2021

INHS|

North Lincolnshire

Updated actions

Practices continue to submit
workforce plans for recruiting to
additional roles on a quarter
basis which is supporting this
risk. Work remains ongoing
relating to developing the
workforce. We are also offering
services such as a Rotational
paramedic which will supports
the PCNs.

al and Director

EE

Target date for
completion Quarter and

31/06/2021

ngagement with PCN Clinical
Directors and management leads
to maintain an overview of current
SITREPS relating to workforce
and contingencies. Active staff
testing to be undertaken. The
CCG are supporting any practices
to mitigate risks of practice
closures should they have a
positive Covid case. A daily Sitrep
reporting system is still currently in
place across primary care via the
RAIDR tool. Any practices who do
have an outbreak follow the
appropriate process and are
supported by the CCG. Any
practices who have an outrbeak
follow a process which the CCG
and IPC Ieads siinnart them with

Practices will be supported to
utilise the National Workforce
tracker App upon its release and
are currently utilising the daily
Sitrep reporting system across
Primary Care to monitor
workforce issues.

None

Need to ensure
robust plans in place
for patients should a

practice need to

close

Indirect

09/06/2021

Practices continue to work
intelligently ensuring they follow
the guidance and use Lateral
Flow Testing regularly to ensure
they reduce the risk of
transmission within practice.
Most practice staff have now
receiving their vaccines which
also reduces the risk or
transmission.

EE

31/06/2021

Additional role reimbursement
scheme aims to support practices
in recruiting to roles to ensure
adequate workforce. The PCNs
are working together to ensure
they use their resources
effectively while continuing to try
and recruit to the Additional roles.
The PCNs are pulling staff
together to ensure they have the
workforce required to complete
necessary tasks such as the covid
vaccination programme. There is
also a bank of staff that can be
used if required as part of the
Programme which providers
further assurance

The Primary Care Team will
continue to support PCNs and
practices to recruit and ensure

the workforce is in place to

undertake this work. Should
there be any workforce issues
there is a bank of staff which
PCNs can use to support during
the Covid Vaccination
programme.

No guarantee that the
workforce is adequate to
undertake the Covid
vaccinations

Need to understand
what impact this will
have on the
workforce capacity

Indirect

09/06/2021

The National team are providing
further funding to support
workforce to help practices with
Covid Vaccination Programme.

EE

31/07/2021

The PCNs have call and recall
plans in place for the second
doses once deliveries are
confirmed to contact patients for
their second dose

NECs and the CCG will support
PCNs with any issues they come
across. Pinnacle provides data
which helps with 2nd doses and
PCNs have been planning for
this. The PCNs continue to work
through their patient lists to
ensure that all patients receive
second doses. The CCG
continue to support to monitor
stock levels so the deliveries
match the required vaccinations
required. This will be reviewed at
the end of the month as many of
the second doses will then be
undertaken reducina this risk

Ensuring PCNs have the
appropriate information to
contact patients in enough
time to ensure they receive

their 2nd doses.

The delivery
schedules are often
not accurate and
there has been
issues so ensuring
they come on time
for the second doses
is crucial.

Indirect

09/06/2021

. We feel this is no longer a risk
as the second doses are in
hand with robust plans or patient|
recall. Patients also have the
option to book into the
Vaccination site for their second
dose should they choose. We
request for this risk to be
removed from the risk register.

AR

31/06/2021

o P
3 5 ;
i x o
o 4 ] o NS g
@ = = t o
=L & |&s s|E| 2| @
[ = = 2 Key Controls Source of Risk n |« o 2
o () " > 5 x %) > =
o - 2 T & [ S ] |73
a ° x© O w Y o = 2
© Qo = 2
= > <
e 2 e
g 3 &
Engage with Health
Education England to
There is a risk that there are insufficiently be mzl::;zz xg:;(n any
PC 13 A B2 Apr-18 Operational Open skilled health care professionals to work . Primary Care 3 e 9 Same 12
- programmes seeking
across Primary Care "
practice placements for
healthcare
professionals
. . . Engage with PCNs to
AB,C,D . There is a risk of General Practice closure - .
PC14 > Apr-20 Operational Open due to the workforce effected by Covid-19 ensure co_ntlnulty plans Primary Care 3 e 9 Same 12
are in place
The Primary Care Team
There is a risk that that the workforce capacity| to support PCNs with
PC20 | ABCD2 Nov-10 Operational Open may nqt be sufflment to be able to undgnake their re_crunmem to the Primary Care 3 6 6 Same 12
the Covid vaccine programme and continue to| additional roles and
provide general practice access for patients. | increased utilisation of
digital solutions
Ensuring that the
There is a risk that patients who have con"ect process for‘
received their first dose will not received the booking all patients in
PC21 | AB,CD2 Mar-21 Operational Open e N planned and robust to Primary Care 4 12 12 | Same 12
second dose within the 12 week window N .
N reduce the risk of being
causing a breach. ) 3
vaccinated outside the
12 week window.
Minimal Cautious Balanced

Likelihood

Impact

Likelihood

Impact

[KEY - FOR LINKS TO STRATEGIC OBJECTIVES

A. We will commission high quality and safe services

B. We will be responsive to the health and care needs of the population

C. We will work together with

partners and the public to stay healthier and independent for longer

D. We will make health and care services available they will be available when and where our population need them

[KEY - GOVERNING BODY WORKSHOP OF RISK APPETITE

Likelihood

Impact

Likelihood

Open

Impact

KEY - DELIVERY PROGRAMMES

1. Prevention

2. Primary Care
3. Out of Hospital Care

4. Children & maternity
5. Mental Health &

6. Hospital Care

Likelihood

Impact

Hungry






KEY - NUMBERS OF INDIVIDUAL RISKS BY TYPE (Aggregate Risk Profile)

RISK TYPE APPETITE MAX SCORE
Reputation Cautious 6 RISK TYPE NUMBER
Compliance Cautious 6 Operational 7
Financial Balanced 8 Financial 0
Operational Open 12 Compliance 0
Strategic Open 12 Strategic 0
Reputation 0






		Primary Care RR
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NHS

North Lincolnshire

Clinical Commissioning Group

Date: 24th June 2021 Report Title:

Meeting: Primary Care Finance Update Report
Commissioning
Committee

Item Number: 9.0

Public/Private: Public X  Privated

Decisions to be made:

Author: Louise Tilley The Primary Care Commissioning Committee is asked

(Name, Title) Deputy CFO to note the year end position as at the end of 31 March
2021, and the latest finance position as at 31 May
2021.

GB Lead: Emma Sayner

(Name, Title) Interim Chief Finance

Officer

Director Emma Sayner

approval Interim Chief Finance

(Name) Officer

Director

Signature E Q OZT\BJ -

(MUST BE

SIGNED)

Link to a Strategic Delivery of Statutory Objectives

Objective?
Link to a Strategic Risk O
Cont_lnue to improve the quality of Improve patient experience
services
Reduced unwarranted variations in Reduce the inequalities gap in North
services Lincolnshire
E:tli“e,ﬁ: the best outcomes for every Statutory/Regulatory

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

Executive Summary (Question, Options, Recommendations):

The report provides the following information for the Primary Care Commissioning Committee:

Year End Performance as at 31 March 2021

At 31 March 2021 the CCG reported an overspend position of £253k.






The main areas driving this position were as follows:

e £173k overspend on payments to PCN’s including £74k overspend on Impact and
Investment Fund and £87k overspend on Care Home Premium. Payments to PCN’s also
includes the budget for the Additional Roles Reimbursement Scheme which ended the
year £8k overspent.

e £142k overspend on Dispensing/Prescribing Drs

e £105k overspend on QOF

Finance Position as at 31 May 2021

From May 2021 (month 2) the CCG will be reporting its financial performance against its
recently submitted finance plan which covers the period 1 April 2021 to 30 September 2021
(H1).

As at 31 May 2021 the CCG reported a year to date and forecast breakeven position.

Recommendations Note the contents of this report

Report history N/A

Equality Impact Yes [ No ﬁ;r:)ggtuallty impact assessment is not required for this
Sustainability Yes 1 No

Risk Yes O No No risks have been highlighted in this report

Legal Yes O No

Finance Yes No [

Patient, Public, Clinical and Stakeholder Engagement to date

NA | Y N Date NA| Y N Date

Patient: [l [l Clinical: O O

Public: ] ] Other: O] ]






Primary Care Financial Summary, year-end performance as at 31 March 2021

Note — the split of spend presented above is more detailed than the non ISFE submission. Whilst the total values are the same, the
individual lines cannot be matched back to the non ISFE return.

Primary Care Financial Summary, financial position as at 31 May 2021

Note — the split of spend presented above is more detailed than the non ISFE submission. Whilst the total values are the same, the
individual lines cannot be matched back to the non ISFE return
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NHS

North Lincolnshire

Clinical Commissioning Group

Date: 22" April 2021 Report Title:
Meeting: Primary Care NHS England Update
Commissioning
Committee
Item Number: 10.0
Public/Private: | Public Privatel]
Decisions to be made:
Author: Chris Clarke None
(Name, Title) Senior Commissioning
Manager NHSE
GB Lead:
(Name, Title)
Director Alex Seale
approval Chief Operating
(Name) Officer
Director :
Signature
(MUST BE
SIGNED)

Link to a Strategic

Objective?

Prevention, Out of Hospital, Primary Care Transformation,
Delivery of Statutory Objectives

Link to a Strategic Risk

Links to strategic risks 1,3,4 and 7

Continue to improve the quality of
services

Improve patient experience

Reduced unwarranted variations in

Reduce the inequalities gap in North

services Lincolnshire
g:tli“e,ﬁ: the best outcomes for every Statutory/Regulatory

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

Executive Summary (Question, Options, Recommendations):

This report is to update the Committee on matters pertaining to primary medical care;

Contract Changes

agbrwnN=

CPD Funding for Nurse Training

Restoration of General Practice Services
Additional £130m Funding Support to General Practice April — September 2021
PCN Organisational Development Funding

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 O 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 [ Risk agsomated W|th.are.as detailed on t.hIS report have
been linked to organisational strategic risks
Legal responsibilities for primary care contracting remain
Legal Yes O No with NHSE
Finance Yes No [ A'fu!l financial update pertaining to primary care is included
within the report
Patient, Public, Clinical and Stakeholder Engagement to date
NA | Y N Date NA| Y N Date
Patient: U U Clinical: [ [
Public: U U Other: [ [






NHS

England

North Lincolnshire Update

Prepared by Chris Clarke
Senior Commissioning Manager
NHS ENGLAND — North (Yorkshire & the Humber) 215t June 2021





1. Contract Changes

There have been no contract changes in this period.

Action for the Committee

The Committee is asked to note this update.

2. Restoration of General Practice Services

On 13" May a letter was published with the updated SOP to support restoration of General
Practice Services. This is attached in Appendix 1 and makes specific reference to;

GP practices must all ensure they are offering face to face appointments

practices should respect preferences for face to face care unless there are good
clinical reasons to the contrary

All practice receptions should be open to patients

Patients should be treated consistently regardless of mode of access

Practices should continue to engage with their practice population regarding access
models

Action for the Committee

The Committee is asked to note this update.

3. Additional £120m Funding Support to General Practice April to September 2021

To provide further support to general practice at this critical moment, the General Practice
COVID Capacity Expansion Fund is being extended from 1 April to 30 September 2021.

The conditions attached to the allocation and use of this funding are as set out in the initial
letter of 9" November 2020 and systems are expected to use the funding to make further
progress on the seven priorities identified in that letter:

1.
2.

Increasing GP numbers and capacity
Supporting the establishment of the simple COVID oximetry@home model,
arrangements for which will be set out in a parallel letter shortly

3. First steps in identifying and supporting patients with Long COVID
4.

Continuing to support clinically extremely vulnerable patients and maintain the
shielding list

Continuing to make inroads into the backlog of appointments including for
chronic disease management and routine vaccinations and immunisations

On inequalities, making significant progress on learning disability health
checks, with an expectation that all CCGs will without exception reach the
target of 67% by March 2021 set out in the inequalities annex to the third
system letter. This will require additional focus given current achievement is
one fifth lower than the equivalent position last year; and actions to improve
ethnicity data recording in GP records





7. Potentially offering backfill for staff absences where this is agreed by the
CCQG, required to meet demand, and the individual is not able to work
remotely.

Though this funding is not allocated to support COVID-19 vaccination directly, systems are
expected to prioritise spending on any PCNs committed to deliver the COVID Vaccination
Enhanced Service (including for cohorts 10-12) whose capacity requirements are greater.

On 17t May 2021, a letter was distributed to Clinical Directors via Clinical Commissioning
Groups (CCGs) along with the Primary Care Network (PCN) allocations. As per the letter,
PCNS will be asked to agree a plan with CCGs as to how the funding will be utilised to
support the priorities.

Action for the Committee
The Committee is asked to note this update.

4. PCN Organisational Development Funding

PCN OD Funding is now in its third year. During 20/21 Integrated Care Systems (ICSs), their
constituent places, and PCNs were asked to use the development funding:

To support recruitment, embedding and retention of new staff

To enhance integration

To continue to improve access

To reduce inequalities by enhancing population health management

0 O O O

Due to the pandemic, progress against the priorities for 2020/21 was limited as primary care
quickly adapted in ways to enable access to services in line with national infection prevention
and control guidance and introduced total triage models.

Clinical Commissioning Groups (CCGs) have been working with partner organisations across
the Humber, Coast and Vale (HCV) Integrated Care System (ICS) to agree an operational
plan for 2021/22. This includes a focus on workforce, access and integration.

The Primary Care Operational Group, which has a representative from CCGs, NHS
England/Improvement (NHS E/I), Local Medical Committee (LMC) and Local Pharmaceutical
Committee (LPC), discussed an approach to investing the PCN OD funding for 2021/22 at its
meeting in May 2021.

It was agreed that outline plans (template to be developed to ensure a uniformed approach)
would be submitted to CCG Heads of Primary Care (HoPC) outlining how the funding would
be invested focusing on the following areas:

o Support Recruitment to Additional Roles Reimbursement Scheme (ARRS)
roles

o To support access to Primary Care

o To reduce Health Inequalities through population health management

CCG HoPC will provide a summary of plans to NHS E/I leads to enable a review of any
common areas of development that may support delivery at scale.

Action for the Committee
The Committee is asked to note this update.





5. Continuing Professional Development (CPD) Funding for Nurse Training

An email was circulated on 11" June informing PCNs that they were now able to claim their
funding entitlement for nurse training, totalling £666 per member of staff covering 2 years of
CPD training. This is available for every nursing associate, nurse, midwife and allied health
professional (AHPs) and is solely for CPD.

It cannot be used for funding backfill or mandatory training but can be used for external
courses i.e. asthma/diabetes etc, or in-house CPD activities, webinars, coaching etc.

The funding will be paid in two halves, 50% in Q1 and 50% in Q4. A brief assurance
template will be required to be completed prior to Q4.

In addition to this CPD Funding, Humber Coast and Vale has an additional allocation that
can be used for none CPD support covering a range of roles within the PCN so if there is a
specific need linked to Population Health Needs and upskilling of workforce, there is a form
to complete and submit to the training hub at Haxby by 17" July 2021.

The CCG Primary Care team have requested the completed returns/requests be submitted
directly to the CCG in the first instance so that plans can be cross checked with the Quality
and Nursing Team.

Action for the Committee
The Committee is asked to note this update.





Classification: Official m

Publications approval reference: B0497

An electronic copy of this letter, and all other relevant guidance from NHS England
and NHS Improvement can be found here:
https://www.england.nhs.uk/coronavirus/primary-care

13 May 2021

Dear colleagues

UPDATED STANDARD OPERATING PROCEDURE (SOP) TO SUPPORT
RESTORATION OF GENERAL PRACTICE SERVICES

Guidance on the phased easing of Covid-19 restrictions continues to be issued by
government, in line with the Coronavirus roadmap out of lockdown, with services
following and adapting accordingly.

As such, ahead of government rules on social distancing changing from 17 May, we
would like to draw your attention to the Standard Operating Procedure which will be
published shortly, and which will update and replace previous guidance.

e Half of all general practice appointments during the pandemic have been
delivered in person, GP practices must all ensure they are offering face
to face appointments. As the chair of the Royal College of GPs has said
‘once we get out of the pandemic and things return to a more normal way of
living and working, we don’t want to see general practice become a totally, or
even mostly, remote service’, so while the expanded use of video, online and
telephone consultations can be maintained where patients find benefit from
them, this should be done alongside a clear offer of appointments in person.

e Patients and clinicians have a choice of consultation mode. Patients’ input into
this choice should be sought and practices should respect preferences for
face to face care unless there are good clinical reasons to the contrary,
for example the presence of COVID symptoms. If proceeding remotely, the
clinician should be confident that it will not have a negative impact on their
ability to carry out the consultation effectively. The RCGP has published
guidance on ‘Remote versus face-to-face: which to use and when?’. We are
asking CCGs to prioritise support to practices who are reporting very low
levels of face to face appointments




https://www.england.nhs.uk/coronavirus/primary-care

https://elearning.rcgp.org.uk/pluginfile.php/154305/mod_page/content/13/Remote%20versus%20face-to-face_Nov%202020.pdf
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e All practice receptions should be open to patients, adhering to social
distancing and IPC guidance. This is important for ensuring that patients who
do not have easy access to phones or other devices are not disadvantaged in
their ability to access care. Receptions will not yet feel like they did pre-
pandemic — for example where space is very constrained patients may be
asked to queue outside. Individuals with COVID-19 symptoms or who meet
criteria for self-isolation should continue to follow public health guidance.
Posters providing information about the symptoms of coronavirus and to direct
patients that have symptoms or a positive test result in the last 10 days not to
enter the building are available on the Public Health England Campaign
Resources Centre website.

e Patients should be treated consistently regardless of mode of access.
Ideally, a patient attending the practice reception should be triaged on the
same basis as they would be via phone or via an online consultation system.

e Practices should continue to engage with their practice population regarding
access models and should actively adapt their processes as appropriate in
response to feedback.

Annex A contains more information on workload recording, communication with
patients and the support available to practices.

Thank you for your continued hard work and and for your ongoing commitment to
continuing to deliver the highest quality general practice services.

Dr Nikki Kanani Ed Waller
& Wally -
Medical Director for Director of Primary Care

Primary Care



https://coronavirusresources.phe.gov.uk/nhs-resources-facilities/resources/site-materials/

https://coronavirusresources.phe.gov.uk/nhs-resources-facilities/resources/site-materials/
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Annex A
Communication with patients

Engagement undertaken by Healthwatch and other patient groups has shown that
there are a number of patients struggling to navigate the current access routes into
practices, and this difficulty can disproportionately affect some communities over
others, for example those with poorer access to smartphones or those who have low
confidence in using them, and those who may be traditionally underserved.

A communications toolkit for practices and networks can help ensure there is clear
information available to all patients about how to access GP services; this
information should be made available in accessible formats to all patients, including
to those who do not have digital access and those for whom English is a second
language. The GP access card supports patients who do not have a fixed address to
register with a GP and further information and materials can be found here.

There are resources available on the Public Health England Campaign Resources
Centre to support you with communications. Materials are available in different
languages and easy read versions.

At a minimum, this information should be provided and maintained on all practice
websites, with clear advice about:

e how to contact the GP and ask for help.
e how face-to-face or walk-in services can be accessed.

We recommend that practices review existing telephone and online access routes,
with a view to avoiding lengthy or complex messages and other information which
may be confusing for patients, and ensuring maximum transparency, being clear
where possible about the length of time patients may be holding for on the phone.
Example scripts and copy are available in the communications toolkit.

We will continue to communicate to patients through our #HelpUsHelpYou
campaign.

Support available to practices:

There is a range of programmes available to practices to support workforce
expansion, adoption of digital tools, communication with patients and embedding of
new workflows. The majority of the funding associated with this is being deployed by
CCGs and incorporates both short-term COVID-19 capacity funding and longer-term
programme funding.

Supporting and expanding the workforce:

¢ Additional Roles, through the reimbursement scheme, has almost doubled
this year, representing an average of 12-13 FTE in post for each PCN for the

3



https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C1046-access-to-general-practice-comms-toolkit-feb-2021.pdf

https://coronavirusresources.phe.gov.uk/nhs-resources-facilities/resources/

https://coronavirusresources.phe.gov.uk/nhs-resources-facilities/resources/

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C1046-access-to-general-practice-comms-toolkit-feb-2021.pdf

https://www.england.nhs.uk/coronavirus/publication/supporting-general-practice-additional-120m-funding-for-april-to-september-2021/
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whole year. Paramedics, mental health practitioners and advanced
practitioners have been added to the scheme, and caps removed on first
contact physiotherapists and pharmacy technicians. Significant funding is
available in 2021/22 to support the development of PCNs and the ARRS
workforce including for PCN development; for systems to commission learning
and training from training hubs; and for estates and technology transformation
for more modernised buildings and better use of technology.

Funding for GP and nurse New to Practice fellowships, the Supporting
Locums scheme and support for establishing GP flexible pools continues, as
does local GP retention funding and access to the national GP retention
scheme for those GP that require additional support to remain in practice
Additional capacity is available through use of emergency registered GP
returners, locums and vaccine volunteers

As we move into the second phase of the vaccine programme, PCNs who are
delivering to cohorts 10-12 should continue to access additional workforce in
line with guidance on the ‘Role of PCN LVS sites in Phase 2 of the COVID-19
vaccination programme’ published in March 2021. CCGs will be able to
provide support where necessary.

If you or your team need support, the Looking after you too and Looking after
your team coaching support offer is available for all primary care staff.

Optimising your practice access model:

The Access Improvement Programme is already supporting over 700
practices with advice and support to adapt the best operational processes as
well as coaching and support for teams. This programme is prioritised on
practices whose patients are experiencing the longest routine waits - if you
feel you may benefit then get in touch with your local commissioner. There is
nationally funded support, via commissioners, that is available for all practices
to support them in using online consultation tools in a way that meets their
needs, including support with demand modelling, implementation,
communications and digital inclusion. This is in addition to the support that
suppliers provide on use of their specific product(s). Where helpful
commissioners should also use this funding to work with PCNs on
collaborative models of care delivery to better match available capacity with
demand, e.g. using virtual hubs across a PCN footprint or wider. These offer
opportunities to share workload, bring in additional capacity, optimise use of
team members such as ARRS roles and help manage excess demand.



https://www.england.nhs.uk/coronavirus/publication/role-of-pcn-lvs-sites-in-phase-2-of-the-covid-19-vaccination-programme/

https://www.england.nhs.uk/coronavirus/publication/role-of-pcn-lvs-sites-in-phase-2-of-the-covid-19-vaccination-programme/

https://www.england.nhs.uk/supporting-our-nhs-people/wellbeing-support-options/looking-after-you-too/

https://www.england.nhs.uk/supporting-our-nhs-people/wellbeing-support-options/looking-after-your-team/

https://www.england.nhs.uk/supporting-our-nhs-people/wellbeing-support-options/looking-after-your-team/



		NHS England Update June 21

		1. Contract Changes

		2. Restoration of General Practice Services

		3. Additional £120m Funding Support to General Practice April to September 2021

		4. PCN Organisational Development Funding

		5. Continuing Professional Development (CPD) Funding for Nurse Training



		Appendix 1  GP-access-letter-May-2021-FINAL
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Executive Summary (Question, Options, Recommendations):

The NHS Long Term Plan commits to rolling out the Enhanced Health in Care Homes (EHCH)

model across England by 2024, starting in 2020. This model moves away from traditional reactive
models of care delivery towards proactive care that is centred on the needs of individual
residents, their families and care home staff. Such care can only be achieved through a whole-
system, collaborative approach.

Requirements for the delivery of EHCHs by primary care networks (PCNs) are included in
the 2020/21 Network Contact DES and associated guidance, with corresponding requirements for

community health services and other NHS providers.

The deadline for these requirements to be implemented was from 1 October 2020, with
preparatory requirements completed by 31 July 2020, which include:
e every care home being aligned to a named PCN
e every care home having a named clinical lead
e a weekly ‘home round’ or ‘check in’ with residents prioritised for review based on MDT
clinical judgement and care home advice (this is not intended to be a weekly review
for all residents)
e within 7 days of re/admission to a care home, a resident will have a person-centred
holistic health assessment of need (will include physical, psychological, functional,




https://www.longtermplan.nhs.uk/

https://www.england.nhs.uk/publication/des-contract-specification-2020-21-pcn-entitlements-and-requirements/

https://www.england.nhs.uk/publication/des-guidance-2020-21/



social and environmental needs of the person and can draw on existing assessments
that have taken place outside of the home, as long as it reflects their goals)

o within 7 days of re/admission to a care home, a resident will have in place personalised
care and support plan(s), based upon their holistic assessment

o the Network Contract DES also has a contractual requirement to prioritise care home
residents who would benefit from a Structured Medication Review (SMR).

For assurance, Appendix 1 details PCN progress against the contractual requirements as set out
in the Network DES. It is to be noted that some work is still ongoing relating to care planning and
supported patient discharge from hospital.

1 Note the contents of the report.
Recommendations | 2
3

1. Commission high quality and safe services.

X

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

X

Link to a Strategic
Objective?

X
w

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

X

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

Where has the paper already been N/A

for assurance/consultation

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

Yes | No | N/A Summary Date

On release of the enhanced service,
service users were provided with an
Patient Engagement I overview of what the service will
deliver, and included information on
their choice of general practice

Public Engagement [ [ National/contractual directive




https://www.england.nhs.uk/primary-care/pharmacy/smr/



PCN Clinical Directors involved in care

Clinical Engagement 0o home allocation

Engagement with 0 Service links with the Out of Hospital

relevant CCG teams O

. work programme
and directors
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 [ [ National/contractual directive
Equality [ [ National/contractual directive
Sustainability [ [ National/contractual directive
Privacy l ] National/contractual directive
Risk [ [ National/contractual directive
Legal O [ National/contractual directive
Financial [ [ National/contractual directive
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		Network Contract Directed Enhanced Service 2020-21

		PCN:

		Requirements and Entitlements - assurance checklist:



		Network Agreement

		Early Cancer Diagnosis

		Enhanced Health in Care Homes

		Extended Hours Access

		Structured Medication Review

		Additional Roles Reimbursement Scheme

		Investment and Impact Fund





Network Agreement

		Network Agreement

						Are you assured that this is complete?

		DES Ref		Requirement		Y/N		Details



		5.1.2		Do you have in place a Network Agreement signed by all PCN members, that incorporates the mandatory provisions set out in the national template Network Agreement?

		4.11.1		Does your Network Agreement reflect the arrangements for delivery of the Network Contract DES and is updated as changes are made to the Network DES?

		6.4.1		Does your Network Agreement set out your approach to deploying the Additional Roles?

		7.1.4		Does your Network Agreement set out how the Extended Hours Access' appointments are delivered?

		Collaboration with non-GP providers

						Are you assured that this is complete?

		DES Ref		Requirement		Y/N		Details



		5.7.1		Have you agreed with local community services providers, mental health providers and community pharmacy providers how you will work together?

		5.7.2		Have you  ensured that compliance with this requirement is evidenced through setting out in Schedule 7 of the Network Agreement;
a) the specifics of how, where required by the Network Contract DES Specification or otherwise deemed appropriate, the service requirements will be delivered through integrated working arrangements between the PCN and other providers; and
b) how providers will work together, including agreed communication channels, agreed representatives, and how any joint decisions will be taken. 

		5.7.3		Have you detailed the arrangements with local community services providers in Schedule 7 of the Network agreement by 30th September 2020. 





Early Cancer Diagnosis

				Early Cancer Diagnosis

										Are you assured that this element of the DES is complete?

				DES Ref		DES Requirement		Timescale		Y/N		Details



				7.4.1a		Review referral practice for suspected cancers, including recurrent cancers;
i) Have you reviewed the quality of your Core Network Practices' referrals for suspected cancer?
ii) Have you built on current practice to ensure a consistent approach to monitoring patients who have been referred urgently with suspected cancer or for further investigation to exclude the possibility of cancer ('safety netting')?
iii) Have you ensured that all patients are signposted to or receive information on their referral including why they are being referred, the importance of attending appointments and where they can access further support?
		1st October 2020

				7.4.1b		Contribute to improving local uptake of National Cancer Screening Programmes; 
i) Have you worked with local system partners (including the Public Health Commissioning team and Cancer Alliance to agree your PCN's contribution to local efforts to improve uptake which should build on any existing actions across your PCN's Core Network Practices and must include at least one specific action to engage with a group with low participation locally?
ii) Have you provided the contribution agreed pursuant to (i) above within timescales agreed with local system partners?


		1st October 2020

				7.4.1c		Establish a community of practice between practice-level clinical staff to support delivery;
i) Have you conducted peer to peer learning events that look at data and trends in diagnosis across your PCN, including cases where patients presented repeatedly before referral and late diagnoses?
ii) Have you engaged with local system partners, including Patient Participation Groups, secondary care, Cancer Alliance and Public Health Commissioning teams. 


		1st October 2020

		Yes

		No





EAST PCN

				Enhanced Health in Care Homes

										Are you assured that this element of the DES is complete?

				DES Ref		DES Requirement		Timescale		Y/N		Details



				7.3.2a		Have you agreed a plan with community services' providers and other relevant partners to establish and coordinate a multi-disciplinary team (MDT) to deliver the Enhanced Health in Care Homes' service?		30th September 2020		Yes		The PCN & Community services work together closely to provide oversight of the DES

				7.3.2b		Have you established arrangements for the MDT to enable the development of personalised care and support plans with people living in your PCN's aligned care homes?				Yes



				7.3.4a		Have you delivered weekly 'home rounds' for your PCN's patients who are living in your PCN's aligned care homes?		1st October 2020		Yes		Yes with a nurse practitioner and care coordinator

						What percentage of your aligned care homes are receiving a weekly homes round?				Yes		100%

				7.3.4b		Have you established arrangements for the MDT to enable the developed of personalised care and support plans with your patients and/or carer of patients who are resident in your PCN's aligned care homes and aim for the plan to be developed and agreed within 7 working days of admission into the home and within 7 working days of re-admission following a hospital episode (unless there is good reason for a different timescale) based upon the principles and domains of a Comprehensive Geriatric Assessment and made all reasonable efforts to support delivery of the plan?				Yes		Yes this takes place as required

						What percentage of patients in your aligned care homes have a personalised care plan? 				Yes		95% dependent on patient turn around

				7.3.4c		Have you identified and/or engaged in locally organised shared learning opportunities as appropriate and as capacity allows?				Yes		Yes where possible

				7.3.4d		Have you supported patient discharge from hospital transfers of care between settings?				Yes		Yes - where possible



				7.3.3		As soon as practicable, and by no later than the timescale will you have established protocols in place between the care home and with system partners for information sharing, shared care planning, use of shared care records and clear clinical governance?		31st March 2021		Yes		Yes sharing between all partners involved is established informally - we need to make this more formal & produce a DSA

		Yes

		No





NORTH PCN

				Enhanced Health in Care Homes

										Are you assured that this element of the DES is complete?

				DES Ref		DES Requirement		Timescale		Y/N		Details



				7.3.2a		Have you agreed a plan with community services' providers and other relevant partners to establish and coordinate a multi-disciplinary team (MDT) to deliver the Enhanced Health in Care Homes' service?		30th September 2020		Yes		Each practice conducts its weekly check-in and then links in with community staff when issues arise. The community team are aware that there is a weekly round so they can highlight patients to the home or the practice and have them medically  reviewed rapidly.

				7.3.2b		Have you established arrangements for the MDT to enable the development of personalised care and support plans with people living in your PCN's aligned care homes?



				7.3.4a		Have you delivered weekly 'home rounds' for your PCN's patients who are living in your PCN's aligned care homes?		1st October 2020		Yes		We have been delivering weekly rounds from 1/10/20.

						What percentage of your aligned care homes are receiving a weekly homes round?				Yes		100%

				7.3.4b		Have you established arrangements for the MDT to enable the developed of personalised care and support plans with your patients and/or carer of patients who are resident in your PCN's aligned care homes and aim for the plan to be developed and agreed within 7 working days of admission into the home and within 7 working days of re-admission following a hospital episode (unless there is good reason for a different timescale) based upon the principles and domains of a Comprehensive Geriatric Assessment and made all reasonable efforts to support delivery of the plan?				Yes

						What percentage of patients in your aligned care homes have a personalised care plan? 						This is hard to determine as it is not routinely coded and there is no  universal definition of a personalised care plan or its minimum contents. The simplest answer would be to say "close to 100%" in the absence of further clarity.

				7.3.4c		Have you identified and/or engaged in locally organised shared learning opportunities as appropriate and as capacity allows?				Yes		The service has been discussed in most network meetings from August onwards and comparisons made between different approaches including variations in SAFE service use.

				7.3.4d		Have you supported patient discharge from hospital transfers of care between settings?				Yes



				7.3.3		As soon as practicable, and by no later than the timescale will you have established protocols in place between the care home and with system partners for information sharing, shared care planning, use of shared care records and clear clinical governance?		31st March 2021		Yes		Our care homes know when to expect check-ins and the patient groups to be discussed eg new residents, thse who are deteriorating in health and those who are in the last days of life. There is good coordination between the homes, practices and community teams for issues such as end of life care.

		Yes

		No





SOUTH PCN

				Enhanced Health in Care Homes

										Are you assured that this element of the DES is complete?

				DES Ref		DES Requirement		Timescale		Y/N		Details



				7.3.2a		Have you agreed a plan with community services' providers and other relevant partners to establish and coordinate a multi-disciplinary team (MDT) to deliver the Enhanced Health in Care Homes' service?		30th September 2020		No		Active working with Lindsey Lodge, progressing with Community Services with practies support 

				7.3.2b		Have you established arrangements for the MDT to enable the development of personalised care and support plans with people living in your PCN's aligned care homes?				Yes		2 x ANP and 4 x Care Coordinators in place, service running each week and MDts conducted AM and PM in line with care home availability



				7.3.4a		Have you delivered weekly 'home rounds' for your PCN's patients who are living in your PCN's aligned care homes?		1st October 2020		Yes		All details entered onto PCN clinical system (SystmOne)

						What percentage of your aligned care homes are receiving a weekly homes round?				Yes		All but one care home are actively cooperating 

				7.3.4b		Have you established arrangements for the MDT to enable the developed of personalised care and support plans with your patients and/or carer of patients who are resident in your PCN's aligned care homes and aim for the plan to be developed and agreed within 7 working days of admission into the home and within 7 working days of re-admission following a hospital episode (unless there is good reason for a different timescale) based upon the principles and domains of a Comprehensive Geriatric Assessment and made all reasonable efforts to support delivery of the plan?				No		Work in progress with care homes to achieve this target 

						What percentage of patients in your aligned care homes have a personalised care plan? 				Yes		52/423 residents …..12% of total CH resident PCN population completed.

				7.3.4c		Have you identified and/or engaged in locally organised shared learning opportunities as appropriate and as capacity allows?				Yes		All opportunities communicated have been proactively encouraged (e.g. shared learning with Lindsey Lodge, peer support from ANP with Care Coordinators, care home staff learning from ANP / Care Coordinators).

				7.3.4d		Have you supported patient discharge from hospital transfers of care between settings?				No



				7.3.3		As soon as practicable, and by no later than the timescale will you have established protocols in place between the care home and with system partners for information sharing, shared care planning, use of shared care records and clear clinical governance?		31st March 2021		No		All data is stored on PCN Clinical system and shared with practices of patients, plans are progressing foy SystmOne access within care homes however covid activities have taken priority

		Yes

		No





WEST PCN

				Enhanced Health in Care Homes

										Are you assured that this element of the DES is complete?

				DES Ref		DES Requirement		Timescale		Y/N		Details



				7.3.2a		Have you agreed a plan with community services' providers and other relevant partners to establish and coordinate a multi-disciplinary team (MDT) to deliver the Enhanced Health in Care Homes' service?		30th September 2020		Yes		it has been agreed with the care homes that the weekly ward round will form the basis of MDT discussions to deliver this element of the DES

				7.3.2b		Have you established arrangements for the MDT to enable the development of personalised care and support plans with people living in your PCN's aligned care homes?



				7.3.4a		Have you delivered weekly 'home rounds' for your PCN's patients who are living in your PCN's aligned care homes?		1st October 2020		Yes

						What percentage of your aligned care homes are receiving a weekly homes round?				Yes		all

				7.3.4b		Have you established arrangements for the MDT to enable the developed of personalised care and support plans with your patients and/or carer of patients who are resident in your PCN's aligned care homes and aim for the plan to be developed and agreed within 7 working days of admission into the home and within 7 working days of re-admission following a hospital episode (unless there is good reason for a different timescale) based upon the principles and domains of a Comprehensive Geriatric Assessment and made all reasonable efforts to support delivery of the plan?				Yes		the agreement is that patients within the care home will be offered a SAFE geriatric assessment currently provided by the saf care federation, it is unclear how many patients currently have had this done with recent covid pandemic, however, the aim is to offer this to all patients in care homes if they have not had a comrpehensive assessment done already 

						What percentage of patients in your aligned care homes have a personalised care plan? 						roughly 10%, exact number not known, as per comment above

				7.3.4c		Have you identified and/or engaged in locally organised shared learning opportunities as appropriate and as capacity allows?				Yes

				7.3.4d		Have you supported patient discharge from hospital transfers of care between settings?				Yes



				7.3.3		As soon as practicable, and by no later than the timescale will you have established protocols in place between the care home and with system partners for information sharing, shared care planning, use of shared care records and clear clinical governance?		31st March 2021		Yes		text messaging/ photos already happening on regular basis to provide care as quickly as possible, records available to all parties via s1 and Emis Web, governance in place across practices to deal with any errors/ SEAs

		Yes

		No





Extended Hours

				Extended Hours Access

										Are you assured that this element of the DES is complete?

				DES Ref		DES Requirement		Timescale		Y/N		Details



				7.1.3		Have you made available to all registered patients within your PCN extended hours access in the form of additional clinical appointments (regardless of whether any practices within your PCN are providing any CCG commissioned extended access services in 2020/21) that satisfy all the requirements set out below?


						a) may be for emergency, same day or pre-booked appointments.

						b) held at times outside of the hours that your Core Network Practices' primary medical services contract requires appointments to be provided. 

						c) in addition to any appointments provided by your practices under the CCG Extended Access service.

						d) equate to a minimum of 30 minutes per 1,000 registered patients per week.

						e) may be provided face-to-face, by telephone, be video or by online consultation provided that your PCN ensures a reasonable number of appointments are available for face-to-face consultations where appropriate.

		Yes				How many extended hours are you currently providing per week?

		No				Please provide details of your opening times and staffing provision.





Structured Medication Reviews

				Structured Medication Review (SMR) and Medicines Optimisation

										Are you assured that this element of the DES is complete?

				DES Ref		DES Requirement		Timescale		Y/N		Details



				7.2.1a		Have you used appropriate tools to identify and prioritise your PCN's patients who would benefit from a structured medication review (SMR)? This must include patients;
i) in care homes.
ii) with complex and problematic polypharmacy, specifically those on 10 or more medications.
iii) on medicines commonly associated with medication errors46.
iv) with severe frailty47, who are particularly isolated or housebound patients, or who have had recent hospital admissions and/or falls.
v) using potentially addictive pain management medication.




		1st October 2020

				7.2.1b		Have you offered and delivered a volume of SMRs and made reasonable efforts to maximise your PCN's clinical pharmacist capacity?		1st October 2020

						What number of SMRs have you provided to date? 

				7.2.1c		Have you ensured invitations for SMRs provided to patients explain the benefits of and what to expect from SMRs?		1st October 2020

				7.2.1d		Have you ensured that only appropriately trained clinicians working within their sphere of competence undertake SMRs? Have you also ensured that these professionals undertaking SMRs have a prescribing qualification and advanced assessment and history taking skills, or be enrolled in a current training pathway to develop this qualification and skills?		1st October 2020

				7.2.1e		Have you clearly recorded all SMRs within GP IT systems?		1st October 2020

				7.2.1f		Have you worked with the CCG in order to optimise the quality of local prescribing?
i. antimicrobial medicines.
ii. medicines which can cause dependency.
iii. metered dose inhalers, where a lower carbon device may be appropriate.
iv. nationally identified medicines of low priority.		1st October 2020

				7.2.1g		Have you worked with community pharmacies to connect patients appropriately to the New Medicines Service which supports adherence to newly prescribed medicines?		1st October 2020

				7.2.1h		In complying with these requirements, have you paid due regard to NHS England and NHS Improvement guidance on Structured Medication Reviews and Medicines Optimisation?		1st October 2020

		Yes

		No





ARRS

				Planning and re-distribution of Additional Roles Reimbursement Scheme funding

										Are you assured that this element of the DES is complete?

				DES Ref		DES Requirement		Timescale		Y/N		Details



				6.5.1		Have you progressed your workforce plan, using the agreed national workforce planning template, providing details of your recruitment plans for 2020-21?		31st August 2020

						Please detail the posts recruited to and those remaining for 2020/21.  

				6.5.1		Have you progressed your workforce plan, using the agreed national workforce planning template, providing details of your indicative intentions through to 2023-24?		31st October 2020

		Yes

		No





IIF

				Investment and Impact Fund (IIF)

										Are you assured that this element of the DES is complete?

				DES Ref		DES Requirement		Timescale		Y/N		Details



				9.9A.1.3a		Have you formulated a plan for re-investing the Total Achievement Payment into additional workforce and/or additional primary medical services?		1st October 2020

				9.9A.1.3b		Have you undertaken the clinical coding required of it in order to calculate performance and achievement in relation to the Indicators, including the recording of any Personalised Care Adjustments ('PCAs')?		1st October 2020

		Yes

		No
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Racism and Discrimination: Report by Humberside LMC, April 2021

1. Executive Summary

Humberside LMC carried out a racism survey across primary care colleagues in the region in
December 2020. This report sets out the findings of the survey in the context of a wider national
picture. It provides evidence of the impact of racism in primary care, as experienced locally. The
report outlines next steps for this project to ensure primary care in the Humberside region is anti-
racist and supports racial equity for our colleagues and patients.

You are cautioned that offensive racist language from the survey is reproduced in this report.

The authors of this report have worked in partnership with colleagues from diverse backgrounds,
and sought to reach a consensus view on acceptable terminology for the groups of people
represented in this report. Collectively, we agreed to use the terminology “people who experience
racism” above the multiple other phrases in common use. We recognise that this may not
encompass the experience of everyone reading or responding to this report, but hope it will be
considered as an acceptable approach. Other terminology may be used when primary sources have
been directly quoted.

Thanks go to:

Dr Aigbokhai Ohiwerei and Dr Abu Mohammed.

Dr Bushra Ali, Dr Hisham Nobeebaccus and Dr Yasmin Zaidy.
Dr Margaret lkpoh.

Jonathan Appleton and Simon Barrett.

2. Introduction

In June 2020, Humberside LMC made a successful bid to launch a Wellbeing work stream aimed
initially at GPs, funded by money from the General Practice Forward View (GPFV) and Integrated
Care System resilience funds. This initially supported the establishment of a local mentoring service
for GPs, but when a bid for further funding was successful, it allowed a broadening of the scope of
the Wellbeing and Resilience work streams.

When | took up the role of Wellbeing Lead at Humberside LMC, it was in addition to the role of
Medical Director. | wrote and designed our Wellbeing Strategy, and while it covered all aspects of
those things that may affect the overall wellbeing of a colleague working in primary care, I'm
embarrassed to say racism was not defined as a specific work stream in the beginning.

2.1 Background

The Humberside LMC Wellbeing Strategy focuses on addressing the six risk domains of burnout:
workload, reward, values, control, community and fairness. (Maslach). While devising a strategy
that addressed all 6 domains for primary care colleagues in our region, the LMC was contacted by
Dr Aigbokhai Ohiwerei and Dr Abu Mohammed, two Black British GPs working in the south of
England. Dr Ohiwerei is a GP in Fareham and a Wessex faculty board member. He has an MSc in
Leadership in Health and Wellbeing and recently co-authored an Anti-Racism policy for his Primary
Care network. Dr Mohammed (@Dr_Abu_M) is a GP in Hampshire and a Wessex Faculty board



https://onlinelibrary.wiley.com/doi/abs/10.1002/job.4030020205
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member. He holds MRCGP and DRCOG qualifications and recently recorded three webinars on
tackling racism in partnership with the RCGP. In May 2020, they contacted LMC chairs across
England reflecting on the issue of racism in general practice and suggesting an action plan relevant
to LMCs.

Humberside LMC shared their letter with our board of directors, secretariat and committee. There
was unanimous support for the development of an anti-racism programme delivered with support
from the LMC, and with its strong overlap to wellbeing it was added to the strategy as a parallel
work stream.

Members of the LMC committee were asked to join a dedicated task and finish group to support
delivery of the project, with the aim of a broader network for people who experience racism and
white allies being developed. Our first step was to survey all colleagues working in primary care
across Hull, the East Riding, North and North East Lincolnshire. This report summarises the findings
of that survey, in the context of a broader national acknowledgement of racism in healthcare in the
UK. It outlines next steps for this project to ensure primary care in the Humberside region is anti-
racist and supports racial equity for our colleagues and patients.

2.2 The Wider Picture

The Equality and Human Rights commission produced the largest review into race equality in Britain
in 2016, with key recommendations for the government about population wide interventions
required to begin to address these gaps. These findings affect our patients and our colleagues, with
those who experience racism in the UK likely to face challenges in education and employment.

The NHS is the single biggest employer in the UK, and the fifth biggest in the world. The Humberside
region contains 117 GP practices, as well as allied services such as urgent care, out of hours and
CCGs. The majority of these staff are not clinical —there are 3 times more admin staff than GPs, and
5 times more than nurses.

While it is easy to therefore think of challenges with racism and discrimination from a clinicians
point of view, and certainly as an LMC this is usually our focus, the whole of the primary care team
needs to be included. With the planned changes to commissioning structures at national and
regional level, and the removal of CCGs, maintaining momentum and applicable local measures to
tackle racism may be additionally challenging.

While racism in the NHS has always existed, 2020 brought a more public acknowledgement of its
existence and the desire to address it. The NHS Workforce Race Equality Standard (WRES) was
established in 2015 to tackle workplace inequalities. While its finding can be a useful indicator of
the wider system, like the NHS Staff survey, it is only completed by hospital trusts and not primary
care. The RCGP estimates that GPs carry out 90% of patient contacts in the health service; as a
community based speciality this presents its own distinct set of challenges in respect to racism. The
NHS Race and Health Observatory was therefore launched in 2020 to “identify and tackle the
specific health challenges facing people from BAME backgrounds” although it has yet to report.

As the Covid-19 pandemic has progressed, its “disproportionate mortality and morbidity amongst
black, Asian and minority ethnic (BAME) people” became quickly apparent. For those working in the
NHS, the number of deaths and serious illness highlighted inequalities facing not just patients but
frontline staff from ethnic minority backgrounds. The PHE report on disparities and outcomes of
Covid-19 makes for a sobering read:




https://www.equalityhumanrights.com/en/race-report-statistics

https://www.nuffieldtrust.org.uk/resource/the-nhs-workforce-in-numbers#1-what-kinds-of-staff-make-up-the-nhs-workforce

https://www.gov.uk/government/publications/working-together-to-improve-health-and-social-care-for-all/integration-and-innovation-working-together-to-improve-health-and-social-care-for-all-html-version

https://www.england.nhs.uk/wp-content/uploads/2020/01/wres-2019-data-report.pdf

https://www.rcgp.org.uk/training-exams/discover-general-practice/overseas-doctors-guide/the-national-health-service.aspx

https://www.england.nhs.uk/2020/05/nhs-england-and-nhs-confederation-launch-expert-research-centre-on-health-inequalities/

https://www.england.nhs.uk/coronavirus/workforce/addressing-impact-of-covid-19-on-bame-staff-in-the-nhs/

https://www.england.nhs.uk/coronavirus/workforce/addressing-impact-of-covid-19-on-bame-staff-in-the-nhs/

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/908434/Disparities_in_the_risk_and_outcomes_of_COVID_August_2020_update.pdf
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“An analysis of survival among confirmed COVID-19 cases and using more detailed ethnic groups,
shows that after accounting for the effect of sex, age, deprivation and region, people of Bangladeshi
ethnicity had around twice the risk of death than people of White British ethnicity. People of Chinese,
Indian, Pakistani, Other Asian, Black Caribbean and Other Black ethnicity had between 10 and 50%
higher risk of death when compared to White British.”

The Health Foundation called the examples of health inequality people who experience racism face
in the UK as “many and shameful” while the Kings Fund report on Workforce race inequalities and
inclusion in NHS providers warns “We cannot continue to damage the lives of ethnic minority people
in the workplace, we must act now and stay on the long road to lasting change.”

The BMJ published a special edition on racism and medicine, covering broad topics from medical
school admission and the role of migrant doctors in supporting the NHS, to the impact on patients
with neglect of older patients from ethnic minorities in research and the disparity between care
during pregnancy and delivery experienced by black women, who are five times more likely to die
from pregnancy complications than white women. The BMJ publishing group has removed all
paywalls to their journal content on these issues and many more around equality and racism.

The GMC has published findings into its own referrals after a continuing difference between the
referrals and outcomes for international medical graduates and those from a black and minority
ethnic background. Bourne et al published on the increased risk of serious mentalillness and suicide
that occurs in those undergoing GMC investigation.

The Royal College of Nursing articulated the concerns of the nursing profession, with the Nursing
Standard highlighting the challenges of working as a Black British nurse in the NHS.

Receptionists, administrators and managers in primary care are often on the front line in dealing
with the impact of race and discrimination. The role of reception staff is widely acknowledged as
key but how well equipped they are for this role is undetermined. UNISON continues to campaign
on fairness and equality and, as the largest trade union for those working in the NHS, has specific
groups aimed at addressing challenges for those with protected characteristics of all types.

Following widely reported examples, in 2019 the Secretary of State for Health and Social Care, Matt
Hancock, shared a letter condemning racist abuse and advocating a “zero tolerance approach” - see

Appendix B.

No one is entitled to choose the colour of the
skin of the person giving that healthcare.

Matt Hancock, Secretary of State for Health and Social Care,
5t November 2019



https://www.health.org.uk/news-and-comment/news/health-foundation-statement-on-racial-inequalities-in-health

https://www.kingsfund.org.uk/sites/default/files/2020-07/workforce-race-inequalities-inclusion-nhs-providers-july2020.pdf

https://www.bmj.com/racism-in-medicine

https://www.npeu.ox.ac.uk/mbrrace-uk/reports

https://www.bmj.com/company/anti-racism-at-bmj/

https://www.gmc-uk.org/about/what-we-do-and-why/data-and-research/research-and-insight-archive/fair-to-refer

https://bmjopen.bmj.com/content/5/1/e006687

https://www.rcn.org.uk/news-and-events/blogs/racism-hurts-our-entire-profession-covid-19-050620

https://rcni.com/nursing-standard/opinion/comment/racism-nhs-hiding-plain-sight-and-we-can-all-do-something-about-it-161876

https://rcni.com/nursing-standard/opinion/comment/racism-nhs-hiding-plain-sight-and-we-can-all-do-something-about-it-161876

https://www.bmj.com/bmj/section-pdf/958216?path=/bmj/360/8135/Careers.full.pdf

https://www.unison.org.uk/about/what-we-do/fairness-equality/

https://twitter.com/MattHancock/status/1191994251896340480
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3. Survey response summary

Against a background of long standing racism and discrimination in the NHS, Humberside LMC with
the support of Hull, East Riding, North Lincolnshire & North East Lincolnshire CCGs, shared a detailed
survey with all primary care colleagues in the region.

The survey was launched on 17" December 2020, with accompanying emails and newsletter
content. It was discussed at LMC committee meetings both before and after it was live, and
colleagues were encouraged to share it with all staff in primary care. 238 responses were received,
which is higher than any previous survey conducted by the LMC.

An analysis of each section of the survey has taken place and we summarise here our findings.

3.1 Impact on career
This section asked respondents how their choice of career, ability to train, successful job
applications, choice of working pattern and access to education or ongoing professional

development has been impacted by their ethnicity or race.

5-7% of respondents overall felt their ethnicity, culture or race was a factor in their choice of career.
The breakdown of this response is shown below.

Do you feel your choice of career was affected by:

Racism/discrimination —
vourcuture |

Your ethniciry I NN

0% 2% 4% 6% 8% 10% 12% 14% 16% 18%

B All other ethnic groups combined (89)
H White British, English, Northern Irish, Scottish, Welsh (149)
In some cases this related to overt racism

“I felt I had to leave my primary choice of speciality training as | was told by the Dean for
post graduate training then ‘we do not want people who are not from around here’”

and in others a systemic perception of an unequal playing field for people of colour





Racism and Discrimination: Report by Humberside LMC, April 2021

“Unable to get into hospital specialities....competitive specialities very difficult to get
into...training posts would not have been available to someone of my ethnicity...discouraged
by consultants from applying to certain specialities”

The overall perception of colleagues from ethnic minority backgrounds was felt to be negative:
“Constantly made to feel like | had to work twice as hard as my non-BAME colleagues in
hospital jobs and to prove that | do not fit the stereotype of BAME doctors (not a ‘problem

trainee’ or an underachiever or a ‘problem IMG’)”

“Felt unduly pressured rather than supported...as though more was expected of me due to
my background”

Others discussed more personal factors such as religious faith predisposing them to a caring career,
family culture of valuing education or a personal desire to achieve.

3.2 Training, education and development

A higher number of colleagues felt that their ability to train in their chosen career had been affected
by their ethnicity (9%), culture (5%) and racism or discrimination (10%). The figures are further
broken down, below.

Do you feel your ability to train in your career
was affected by:

Racism/discrimination —
Your culture P

Your ethnicity I R

0% 5% 10% 15% 20% 25%

H All other ethnic groups combined (89)
B White British, English, Northern Irish, Scottish, Welsh (149)

Some cited other barriers such as gender and socioeconomic status that limited their access to
further training due to financial pressures. Different training routes led to discrimination in some
cases, either because of undertaking training outside the UK or taking a different path to training.
Experiences of discrimination varied within the UK itself:

“While | was in another part of the UK, | unfortunately did fell discriminated against. In
England | have felt quite the opposite, | feel people have recognised me for who | am as a
person and not a person from a particular background”
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There were no examples of diversity being seen as a positive during training or in terms of career:

“Comments were made throughout my career that | was an inferior doctor...rather than
seeing the positives- awareness of different cultures, languages and attitudes. My
background was seen as a negative”

“I would not get through an interview if competing against a White British person even if
less qualified. The competition for an interview was only between similar doctors from non-
white backgrounds”

Specific issues with limitations in training opportunity due to patients’ refusal to see a non-white
doctor was highlighted:

“Patients often requested to be seen by a white doctor or a GP - these, therefore, limits the
scope of my exposure as a trainee doctor”

“patients often express preferences to be seen by a white Dr, which is usually honoured by
the admin staff to my surprise. This restricted my opportunities to fulfil my educational
needs - as | was only exposed to patients that didn't mind seeing a black doctor”

The theme of patients selecting their carers based on their racial prejudices and preferences is one
which continues throughout this survey. Training sessions sometimes served to perpetuate the
myth that those who experience racism are less able to communicate with patients:

“During a...teaching session..a white GP trainer specifically picked on only brown trainees to
do practice consultations in front of everyone. She kept on saying, ‘you have to get better
otherwise you will create more work for your GP colleagues’

Access to education or professional development had been affected by ethnicity and racism in 5%
of responses. There was felt to be a need for more support in understanding how training
programmes and recruitment work, and looking at timing of events with evenings proving
challenging for some colleagues. Those who needed to apply for study leave sometimes felt this
was unfairly allocated.

“it seemed that people of some ethnicity never had any issue getting courses/leave
sanctioned”

These responses indicate that racism affects training and early career progression for those from
ethnic minority backgrounds, having an impact prior to beginning work in primary care locally.

3.3 Working Patterns

7% of respondents felt that racism and discrimination had impacted on their choice of working
pattern. This manifested itself in a variety of ways, particularly being expected to work around their
counterparts. The breakdown of the 7% is shown below.
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Has your choice of working pattern ever been
affected by:

Racism/discrimination

Your culture —

Your ethnicity

0% 2% 4% 6% 8% 10% 12%

M All other ethnic groups combined (89)
H White British, English, Northern Irish, Scottish, Welsh (149)

“Expectation that because other female GPs were happy to work in a certain way, that |
would be too”

“.single and childless so unsociable hours and school holidays always seem to fall to me”

“expectation to cover Xmas (despite being from a Christian background) but assumption of
being part Indian means you don’t celebrate Christmas”

Colleagues who experienced racism felt they were put down for, or asked more often to work
unsocial hours compared to other colleagues.

“assumption that people from minority backgrounds don’t have a social life, hence should
be offered more unsocial hours...”

",

they love the extra pay’... is the usual pun”

“Trainees that were non ethnic being given the benefit of the doubt whilst ethnic ones (were)
not”

Social support outside work was also impacted by generalisations and a lack of consideration for
people’s religious or personal beliefs including “socialising being based around alcohol”.

3.4 Racially motivated complaints

This survey asked about the experience of complaints from all respondents, and whether
complaints from patients or colleagues were specifically related to race or ethnicity. Many examples
were provided, in some, overt racism was shown and in others the colleague involved felt this was
a motivating factor within the complaint.

21% of colleagues had encountered complaints from patients that were directly related to their
ethnicity, culture and racism or discrimination. 16% had encountered similar complaints from
colleagues.
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It was impossible to separate examples where patients were making a complaint where racism was
a factor, and when there was no complaint other than the colleague being from a different ethnic
background. For this reason, we have considered any expression of dissatisfaction from a patient
that included reference to the colleague’s ethnicity as racism. All examples for which we have
consent to share are listed in full in the appendix. The themes throughout are strikingly similar
across all groups of respondents.

This provides local context to the national referral figures produced by the GMC and referenced in
section 2.2. When patients complain more about colleagues who experience racism, these
individuals are then disproportionately represented at further stages of complaints and
performance procedures. Just under 3% of respondents had undergone a disciplinary or
performance management process that they felt was related to their ethnicity, culture or due to
racism and discrimination.

Have you undergone disciplinary or performance
management that was related to:

Racism/discrimination —

Your culture

Your ethnicity TR

0% 1% 2% 3% 4% 5%
B All other ethnic groups combined (89)
B White British, English, Northern Irish, Scottish, Welsh (149)

Complaints sometimes referred to perceived aggression on the part of the person of colour. A lack
of understanding about how different cultures communicate seemed to play a part:

“I was accused of raised tone when it was my normal way of speaking , hand gesticulation
is seen as aggressive; plenty about my attitude and outspokenness to think it is me not my
culture”
A theme where people of colour would be singled out even when there was shared responsibility
in a complaint was articulated by a number of respondents:

66when a patient complained regarding a
clinical issue affecting her, | was the only GP
referenced although a British-born GP was also
involved in her care®?

10
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“I've received complaints from patients as the only black doctor involved in their care despite
them seeing several other people before and after me. Patients usually got a lower threshold
to complain when the doctors is not Caucasian”

“We end up answering loads of frivolous complaints from patient(s)...”

“Patients did not look at ease speaking with me. They prefer to speak to white receptionist
though | speak perfect English”

“Patient is always right seem to be the ethos of CQC and CCG in this country. Itis sad, how
unproductive this has made primary care services, instead of spending time developing skills
and knowledge... | end up writing responses to patients and then...reflection for NHS
England.”

“Systemic racism means that mistakes by ethnic doctors are likely lead to complaints. I've
seen non ethnic doctors make similar mistakes without any patient complaints”

3.5 Experiences of Racism

You are cautioned that offensive racist language from the survey is reproduced in this report.

As well as asking about complaints related to race, we asked about racism that had been
experienced or witnessed in a work setting. 23% of respondents had been the subject of racism in
their professional life. Of this, colleagues from Asian, Mixed and Black backgrounds were most likely
to have experienced this as shown below.

11





Racism and Discrimination: Report by Humberside LMC, April 2021

Have you been the subject of racism in your professional
life? Yes

Asian/Asian British - Indian (25)

Asian/Asian British - Bangladeshi
Asian/Asian British - Chinese
Any other Asian background...

Mixed/Multiple ethnic group - White and Asian
Any other Mixed/Multiple ethnic background
Any other ethnic group...

Black/ African/Caribbean/Black British - African
Black/ African/Caribbean/Black British - Caribbean
(22)

Asian/Asian British - Pakistani (10)

Any other white background
White - Irish
(11)

White - English/Welsh/Scottish/Northern Irish/British
(149)

0% 10% 20% 30% 40% 50% 60% 70%

One respondent raised the concept that racism takes different forms, challenging our perception
that racism is always overt; continual micro aggressions and the resulting disadvantage that these
create was evident in the vast majority of the survey responses:

“In England racism is very subtle. Snide remarks, the odd joke etc. Workplace bullying and

complaints against someone who is coloured due to trivial matters are common”

“A relative asked me how | felt about a certain extremist group out of the blue during a

palliative care consultation”

“Casual racism by elderly patients, e.g. "Do you like it here in the UK? If you had said no, I'd

have kicked you out of the house”

We received a large number of examples of patients refusing to receive care from staff members
who were non-white or had surnames considered linked to another ethnicity. Patients either
complained about communication and inability to understand, or fundamentally objected to the

idea of a non-white member of staff.

12
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British-born ethnic colleagues for whom English is their first language were not exempt from this
discrimination. Racist comments made by patients in their presence were commonly followed by:

“but of course we don't mean you!"

Racism towards white colleagues from other countries or cultures was reported, with broad
generalisations made and a perception from both victim and perpetrator that this wasn’t racism as
it didn’t involve a person with a different skin colour.

"Does your dad look like Stalin?", "Are you a communist?", "Oh your country is run by the
mafia right? Do they attack people?"...plenty of jabs about being a catalogue bride or asking
"Why not marry someone from your own country?" when | mention that my other half is
British”

“I' think that people forget that being "white" doesn't protect you from discrimination. When
talking about these things I've been told "But you're white, you're fine." and think that some
comments are more acceptable if you're European”

3.6 Micro aggressions
Micro aggressions are defined by the Oxford Lexico as

“A statement, action, or incident regarded as an instance of indirect, subtle, or unintentional
discrimination against members of a marginalized group such as a racial or ethnic minority.”

Psychologist Derald W. Sue has a more encompassing definition:

“...more than just insults, insensitive comments, or generalized poor behaviour. They are the kinds
of remarks, questions, or actions that are painful because they have to do with a person's

13
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membership in a group that's discriminated against or subject to stereotypes. They happen casually,
frequently, and often without any harm intended, in everyday life.”

While racially aggravated abuse or harassment is experienced by colleagues locally, micro
aggressions make up a significant and more frequent part of their experience of racism.

“Where are you from Dr? Oh but you don't sound like someone from Nigeria; | must say, |
am very impressed by your thorough assessment and your Queen's English”

One colleague elaborated about patient comments:
“saying they are surprised how good my English is ... statements like this may have been

intended as a compliment, but no thanks - it is perceived (as) condescending by anyone of
an ethnic minority - as though we are expected to be substandard”

3.7 Defensive othering

The concept that racism is not exclusively perpetrated by white people and can be caused by those
of any ethnicity, may be an unfamiliar concept. This is termed defensive othering and is described
particularly to highlight that racism is equally damaging regardless of the ethnicity of the
perpetrator. Examples were given of racism from within the same ethnicity, and across ethnicities
where the presence or absence of an accent when speaking, of international rather than UK
training, and of religious prejudice all played a role. This affected interactions with patients from
different backgrounds as well as colleagues. Those who reported it felt it was a distinct entity from
other forms of racism.

“my trainer asked if | had something against that (ethnic minority) patient's culture because
I'am a Muslim”

Unsurprisingly, when respondents were asked if they had ever witnessed a colleague being the
subject of racism, 40% said yes. When broken down by ethnic group, colleagues from all types of
white backgrounds were least likely to report they had seen this behaviour. There are several
possible explanations for this including the majority of primary care colleagues in the region coming
from white backgrounds, failure to recognise racist behaviour as such or a genuine lack of racism
being witnessed.

14
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Have you witnessed a colleague being the subject of racism?
es

<

Mixed/Multiple ethnic group - White and Asian
Any other Mixed/Multiple ethnic background
Any other ethnic group

Not stated...

Asian/Asian British - Bangladeshi
Asian/Asian British - Chinese
Any other Asian background

(12)

Asian/Asian British - Indian (25)

Asian/Asian British - Pakistani (10)

Black/ African/Caribbean/Black British - African
Black/ African/Caribbean/Black British - Caribbean
(22)

White - English/Welsh/Scottish/Northern Irish/British
(149)

Any other white background
White - Irish
(11)

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

3.8 Racism between colleagues

This took several forms, with frequent generalisations based on ethnic background, as well specific
racist incidents. A lack of support for people who experience racism to ensure fair access to training
and fair distribution of workload was articulated.

“One very senior colleague commented — ‘You lot should not be entitled to receive maternity
pay’ referring to the fact that | moved to UK from India”

“Colleague made racist comments about how they felt my culture had an adverse effect on
my lifestyle”

“I have had instances where colleagues assumed that | don't understand English, or have
been standoffish because they think it's difficult to talk to somebody foreign. A friend at an

15
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old job once let it slip that ‘They don't know how to talk to you because they think you won't
be able to understand’. It was more of a problem when | was younger and my accent was
thicker. Some people have also exaggerated about not being able to understand if |
mispronounced a word, or said something wrong, or berated me if | used a phrase that was
‘American’”

“During my training some people | worked with would make derogatory comments about
'Muslims, Foreigners, Immigrants’”

664 white GpP colleague said that ‘our Indian
brethren are all the same’, implying laziness and
incompetence”

“There was a doctor who used to wear a Bindi (vermilllion powder) on her forehead. A sign
of a devout Hindu. The secretaries used to call her ‘Smudge’”

“Colleagues who have an accent or ‘funny name’. Usually it’s ‘I can’t understand them’
although they speak better and clearer English than me”

"You Asians are terrible at ...."
Some examples included personal observations as well as religious discrimination

“My husband and children are of mixed race and religion so colleagues sometimes bring this

”

up

“Being told by a consultant that | should take part in (a) termination and that we are all
working together. She assumed because of my ethnicity that | would object when in fact |
was dealing with the women and actively taking part in the process”

“My colleague reported that one consultant said to her ‘thank god she was white and
assisting him in theatre and not one of the foreigners’”

Even when colleagues reported they were now working in a positive and supportive environment,
the impact on their professional confidence long term appeared to be significant:

“Colleague undermining my authority and also diminishing confidence of my patient in my
ability”

3.9 Discrimination against patients
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While this survey focuses on the experience of staff in primary care in the Humberside region, we
also wanted to explore the extent to which patients were being impacted by racism. While this is
challenging to quantify, when asked the question “Have you witnessed a patient being the subject
of racism?” 17% of respondents said they had. Those respondents from all types of white
backgrounds were less likely to report witnessing racism against patients. The examples given
included both clinicians and support staff working in primary care:

“Multiple times | have seen patients stereotyped and pigeon holed. | have seen accents being
mocked, cultures being disrespected and micro aggressions on show through my training
and career.”

Patients who did not speak English, or required the support of an interpreter were reported as
encountering particular challenges.

“white British experienced GP consulting with a black woman with a subpar command of
English. He barely listened to her - wrote her a prescription and handed it to her right after
her presenting complaint...perhaps he felt it would be too much hassle making any further
enquiries given the language barrier...”

“patient with English as a second language was given care not up to standard as they could
not communicate effectively”

“patients have been denied access to interpretation services because the medical staff
couldn't be bothered”

“a comment from a receptionist saying something along the lines of 'it would be easier if
s/he could speak English properly, and if | could pronounce his/her name' - in relation to a
patient of Polish origin”

“Receptionists treating patients differently if they do not speak English as a first language,
sometimes shouting questions - these patients are not deaf, they require you to speak

slower!”

“One patient from an ethnic minority complained about a doctor, the way was this
concluded showed an element of racism” (against the patient)

“regularly see hostility towards non-English speakers from reception staff and from some
nursing/ other healthcare staff”

The impact this has on clinical care is challenging to quantify, although particular examples
regarding pain and religious stereotyping were given:

“Eye rolling and judgmental assumptions made by colleagues. Not trusting assessment of
pain level and ability to work due to ethnic background.”

“I have also experienced [Health Care Assistants] and [Midwives] be less empathetic
towards a black woman requesting pain relief”

“In hospital medicine the use of the term 'Mrs Begum' to denote BAME ladies especially if
symptoms not easily explained”
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“generic passive (aggressive) comments by all grades of staff”

“From my experience - staff would have been more proactive should that patient had been
white.”

“Recent...letter raised possibility of female genital mutilation and forced marriage based
only on patients Islam religion without any other facts given...Colleagues discussing if
patients are 'terrorists' based upon their colour of skin. “

“Patients are also subjected to racism by other patients 'why do THEY get to be seen before
ME!I/

Given these are a sample of experiences reported by those working in primary care, and was not
the main focus of this piece of work it is highly likely that if patients were asked directly about their
experience of racism the numbers would be higher.

However a number of these incidents happened “behind the scenes” between staff members so
may be more visible to colleagues. Patients are far from unaware however, with one respondent
saying:

“I have received a complaint from a patient who felt that NHS services were institutionally
racist although she was unable to specifically say why she felt this way.”

3.10 Enablement of racist views

The concept of enablement of racist views was reported in several ways — firstly by failing to
recognise what constitutes racism in primary care; secondly if it was recognised, a total or partial
failure to address it; lastly, collusion with racism by inaction.

Patients’ refusal to be cared for by a person of colour, or on the basis of the colleagues name or
surname were frequently reported (see section 3.5). These requests were usually granted.

66ratients asking for a doctor from a different
ethnicity to attend to them is one which comes to
mind and rather than address the patient for the
obscene behaviour, their wishes are complied

with. 99

“I think my worst experience of racism is when racist patient comments (whether intentional
or not) are brought to another member of staff - especially receptionists and practice
managers - who feel they owe no responsibility to correct or condemn these statements,
and simply honour patient's racist demands. This is probably the worst of it all - as it not
only affects ones morale at the job, it also taints your perception and relations with your
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colleagues. Silence, a British expression of politeness is then perceived as tolerance and
support of these racist comments”

“Mly trainer told me he thought there was no racism in the NHS and thought it had been
eradicated”

“A senior partner at my training practice used the term ‘n***** jn the pile’ at a practice
meeting with me present. Nobody objected...”

“Use of abusive language and physical aggression towards reception colleague from BAME
background. Not managed well by senior partner, in fact brushed off as the patient being in
distress due to being unwell.”

“Patient abuse of colleagues, reported beliefs about colleagues, racist language about
Colleagues all said to me because they believed | would sympathise with their feelings
because | am ‘one of them””

“I witnessed a patient being verbally racially abused by another patient based on the tone
of her skin. | called the police who attended, but declined to arrest the abuser or to take
further action other than to ask him to leave the premises”

“I don't think it's malice, but people just assume that if you have an accent then your English
is bad. I've had a fair share of comments about my country”

3.11 Challenging racist views

77% of those who responded to the survey said they felt empowered to speak up in the right way,
or say the right thing when they witnessed or experienced racism. The breakdown of this question,
below, suggests that colleagues from White British, English, Northern Irish, Scottish and Welsh
backgrounds felt more empowered than colleagues from all other ethnic backgrounds.

90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

Do you feel empowered to speak up in the right way or say
the right thing when you experience or witness racism? Yes

White British, English, Northern Irish, Scottish, Welsh All other ethnic groups combined (89)
(149)

Some gave decisive examples of how they had dealt with a particular situation:

“Where the patient concerned had capacity, these opinions were addressed by explaining
the colleagues role and professional qualifications and that they would be the
Doctor/Physiotherapist etc. who would be providing their care”
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“Had to report and remove a patient from the practice list, as they called a trainee ‘you black

2 n

people, come into this country and take our jobs’.

“I have witnessed direct racism with a GP in another surgery, (patient) directly using anti
racial language that | was very uncomfortable with. This was duly reported through the
correct and appropriate channels at the time and the patient was dealt with accordingly.”

“Always call people out on it, make it very clear that | do not share their beliefs and my room
is not a “safe space” to express them”...”| always challenge patients if they use racist

language and so does the practice”...”all practice staff are empowered to challenge in
appropriate comments, warning letters sent”

But many others pointed to the barriers they felt to raising concerns. These included fear of being

labelled as a “trouble maker”, “overly sensitive” or “pulling out the race card”, and individuals being
disarmed by being included within the comments being made on the side of the protagonists.

“As a minority, | feel that | have to blend in and not 'make a big deal’ out of things related
to my culture or race. This includes not starting an argument/debate/fight when | hear
colleagues making casually racist comments about immigrants (who are of a different race,
ethnicity, and culture to them). .....Given the British culture of being polite (which I really do
appreciate), | try not to take it personally as | understand they don't mean harm. It doesn't
mean that racism does not exist, it is just a simmering pot waiting to boil over”

“The Registrar who was an ethnic minority didn't have the courage to raise the problem with
the consultant”

Some were afraid of causing complaints if they challenged patients, or that the patients’ anger
might be redirected at them. When asked whether they felt empowered to speak up if they saw
racism, one colleague simply replied:

“Never- Job loss, fear of harassment”

This failure extended to other instances of abusive behaviour towards those who experience racism,
with concerns similarly dismissed:

“When | was a trainee, during consultation a male patient tried to squeeze my breasts. |
swiftly moved away, | was very upset later. When | brought it up in front of the 3 male, white
GP partners they laughed it off. | was not supported in any way....I was made to believe that
| was making an issue out of nothing.”

Some colleagues admitted they struggled to tackle racism when they saw it, saying their actions
would depend on the circumstances, and whether they felt able to have a private conversation with
the patient. A number of respondents identified that micro aggressions are particularly difficult to
deal with.

19 find it harder to know how to respond to
comments about not being able to understand
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someone, and how to understand the challenges
my BAME colleagues face

“If | received overt racism or see a colleagues experience this | feel comfortable speaking up
however on most occasions racism tends to be covert and come in the form of micro
aggressions and this can be much harder to speak up about.”

“It is harder to know how to tackle comments like 'oh good you're English' or 'oh I'm pleased
you speak English'or 'l saw a doctor at the hospital, he was a black man' which imply racism,
| try to ask 'is that important?"”

“When the racist one is the patient | am not always sure what to do. | frequently tell patients
that their language is not acceptable when they use racist terms about colleagues (when
the colleague is not there). | am never sure that this is enough but escalating also can seem
out of proportion and would likely lead to complaints”

Despite the apparent positive message from 77% of respondents, there were several examples in
the free text comments throughout the survey when racist incidents were described, with the
preface “not racist but.../not racist per se...”. The ability to identify an action or phrase as racist
confidently seems to be an area colleagues need further support with.

3.12 Other Types of Complaint

While this survey did not specifically ask about discrimination experienced due to other protected
characteristics, responses highlighting similar concerns about sexual orientation and gender of
clinician were also received.

4. Discussion

The final question in our survey asked respondents to indicate who they felt needed to be
particularly involved in addressing racism in primary care locally. While all options were selected by
at least 60% of participants, patients and the wider public scored most highly with 81% and 85%
respectively. While clinical colleagues, PM and reception/admin staff all received support, this
makes it clear that any work done within primary care locally must be complimented by a co-
ordinated approach aimed at patients and the public collectively.

Areas highlighted for development were:
e aunified approach,
e staff training,
e involvement of community groups,
e education on what racism is and micro aggressions,
e how to be a white ally,
e the need for increased visibility of ethnic minority colleagues in leadership positions
e azero tolerance approach to racism from patients.
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We asked for any further specific suggestions and responses included the use of online training,
religious tolerance, and the involvement of secondary care and patient representatives. Ensuring
that any future work included all primary care staff, not just clinicians and those from all ethnic
backgrounds was widely supported. The need for clearly identifiable goals, and possible issues
around other types of protected characteristics were raised. The avoidance of tokenism, and those
who do not experience racism leading future work was highlighted as especially important.

This is the first survey of its kind carried out in primary care in our region. As with all research, there
are methodological limitations. These include insufficient sample size, absent representation from
some ethnicities, and additional questions for future study that have been highlighted by the
results. This survey was never intended to be a highly powered statistically analysed piece of work;
it was intended to open a window onto the lived experiences of our colleagues and patients so that
we can start to address these together.

5. Next Steps

This survey provides a limited but significant insight into the lived experiences of those working in
all roles across primary care in the Humberside region. The next steps proposed below are divided
into those directed towards our own organisation, Humberside LMC, and those constructively
suggested to other local stakeholders. The LMC has no direct remit over other local partners but we
hope these suggestions are taken in the spirit of collaborative working to improve the lives of our
colleagues and patients across the area.

Actions for Humberside LMC

By Jan 2022, we will have:

e Reviewed the make-up of our committees, board and secretariat to clarify whether they
reflect the demographics of our constituents and report on this to our constituents and
wider stakeholders

e Reviewed the processes and procedures for elections and appointments to roles within
Humberside LMC and worked to improve fairness for all colleagues

e Reviewed our constitution with recommendations to committee to reflect measures putin
place to address any issues highlighted by the above. This new constitution should
articulate that we are an anti-racist organisation and that we seek to be an ally to all
colleagues.

e Extended our existing equality, diversity and inclusion training to include more robust and
challenging content with support from recognised experts in this field.

e Invited our provider, commissioner and community stakeholders to join us in this extended
training

e Reached out to local colleagues who hold roles with responsibility for equality, diversity and
inclusion in their own organisations and seek mutual support

e Reviewed the wellbeing workstream to ensure continuation of this piece of work; we
recognise that identifying a problem is only a small part of solving it.

e Promoted the Freedom To Speak Up guardian role that the LMC now offers to all our
primary care constituents, with a focus on ensuring colleagues know this includes offering
help if they encounter racism or discrimination.

e Shared our work and experiences with all LMCs across the UK, and our stakeholders in the
area.
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e Sought to improve our communication and visibility to our colleagues from all backgrounds,
and articulate our support offer to them.

e Facilitated the formation of a network for those who experience racism; Primary Care
Against Racism (PCAR) network.

o Worked with stakeholders within the ICS to promote high quality, relevant training on anti-
racism and allyship for all colleagues working in primary care.

e We will lobby at local and national level for the consideration of diversity, equality and
inclusion as a standard part of any decision making process.

e We will develop an anti-racism charter for Humberside LMC

e We will sign up to the Race at Work charter and undertake its recommendations

Suggested actions for our provider, commissioner and community stakeholders:

e Use this as an opportunity to trigger reflection and review of your own organisation.

e Educate yourself on the challenges racism creates for our colleagues and patients by
reviewing the resources in this document and sharing them with your teams.

e C(ritically review your current training offer for staff at all levels on these issues.

o Accept the offer of joint training with Humberside LMC colleagues to build on your
existing equality, diversity and inclusion training

e Read this excellent short article on becoming anti-racist by Dr Louise Taylor of Oxford
Brookes University How can we become anti-racist? A guide | Advance HE (advance-
he.ac.uk

e |f you deliver a patient facing service, involve them in the conversation including the
adoption and promotion of a zero tolerance approach to racism.

e Sign up to the Race at Work Charter Race at Work Charter Signatories - Business in the
Community (bitc.org.uk) and use their guides on anti-racism and allyship as the first
step in the conversation Anti-Racism and Allyship in the Workplace: A Brief Guide -
Business in the Community (bitc.org.uk)

e Support the formation of the proposed Primary Care Against Racism network; offer
your support and expertise to ICS colleagues

e Develop an anti-racism strategy — the Chartered Institute for Professional
Development has an excellent toolkit Developing an anti-racism strategy | CIPD

This piece of work has involved challenging reflection both personally and for us as an organisation.
| have read and heard heart-breaking examples that make me ashamed of my profession and my
patients. This is the start of a lot of difficult and uncomfortable conversations for us locally; you
have taken the first step by reading this; please share it. Listen to what your colleagues are telling
you — this is their lived experience. If you have ever thought racism isn’t an issue in Humberside, |
am sure you have had your eyes opened.

Spend a moment trying to put yourself in the shoes of those who have shared their experiences
with you. However uncomfortable and awkward you may find it, it is nothing compared to the daily
challenges they encounter simply because of their name, the colour of their skin, or their accent.
Rather than disbelieving, or pointing to your own lack of racism, recognise that it is no longer
acceptable to stand by. We all have a duty to look for racism, to call it out in all its forms, and to be
actively anti-racist.
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B. Matt Hancock letter, 5" November 2019

m From the Rt Hon Matt Hancock MP
Secretary of State for Health and Social Care

Department
of Health & 39 Victora Stroe
Social Care SW1H 0EU
020 7210 4850

5" November 2019

Dear Colleagues,

I love our NHS. It’s there for us at some of the best and worst times in our lives and
is an institution we should all be incredibly proud of.

The NHS is what it is thanks only to the hard work and dedication of each and every
one of you. Our incredible staff make the NHS great. Without you, our wonderful
NHS would not be able to deliver for millions of people across our country in the
way it does.

So I was horrified last week to see accounts of the abuse that many of you face whilst
doing your job. Abuse of any member of NHS staff is completely unacceptable. It is
absolutely appalling that many of these incidents are racially motivated.

Like me, you may have seen the shocking testimony of Radhakrishna Shanbhag, a
hard-working doctor who has committed more than 20 years of his life to the NHS. In
an exceptionally moving interview this week, he described the racial abuse that he
had been subjected to whilst working as a part of the NHS. Racial abuse that made
him feel worthless. Abuse so foul that it made him reconsider his position in the
NHS.

I have seen for myself racist abuse of staff, on night shifts in hospitals. Such racism is
awful, and something that no staff member should have to endure. Especially
troubling is the feeling among some staff that they need to accept this humiliation
because they can’t be sure they will be backed up if they challenge it.

So I want to send a clear message, from the very top of our health and care system,
with the strong support of the entire national leadership of the NHS: this sort of abuse
is unacceptable and we will not tolerate it.

If you face abuse, do not accept it. If you see a colleague being abused, do not ignore
it. If you know of an employee facing this, do not stand for it. This government takes
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a zero-tolerance approach to dealing with racist abuse whenever it arises, Things
should be no different in our NHS.

If a patient asks to be treated by a white doctor, the answer is “no”. Your
management must and will always back you up. We are very proud that everyone in
the UK is entitled to healthcare at the point of delivery, according to need not ability
to pay. No one is entitled to choose the colour of the skin of the person giving that
healthcare.

Those working on the frontline dedicate themselves to delivering world-class care for
their patients and it is unacceptable that anyone would want to harm or abuse them
for whatever reason — but especially on the basis of their race. Staff of all
backgrounds should rightfully expect to work in an NHS that exhibits a healthy,
inclusive, and compassionate culture: a culture where abuse and violence have no
part. We all need to act to ensure racism in our NHS is eradicated. It is not the
responsibility of those who suffer racist abuse to challenge it alone,

You will be aware that the interim NHS People Plan, published in June 2019, set out
the initial framework for how the NHS will become the best place to work, to achieve
the fantastic workplace culture that all NHS staff deserve. As a part of the interim
People Plan, each NHS organisation must continue their work to improve the
wellbeing of their staff in this regard, The national bodies of the NHS must also
continue to support NHS trusts to meet the right of staff to work free from violence
and abuse, as set out in the NHS Constitution and enshrined in law.

Making the NHS the best place to work must extend beyond the eradication of racial
abuse, to fully supporting people from BAME backgrounds in all aspects of their
career in the NHS. The Workforce Race Equality Standard is a fundamental
component of the support BAME staff receive and should be implemented by each
NHS trust. NHS Trusts must also continue to demonstrate to the local commissioner,
staff, CQC and its Board that it is making progress against any locally-led
improvement targets related to Workforce Race Equality Standard.

To those of you in senior management positions within Trusts, I would be grateful if
you would reiterate to your hard-working and dedicated staff that we consider the
racial abuse of NHS staff to be completely unacceptable. I therefore expect that all
appropriate steps are taken by organisations to ensure their staff know they can come
to a workplace that is free from abuse and harassment, It must be clear to everyone
who works for the NHS have that they have the full support of the government and
NHS in tackling racism towards staff.
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And to all of you working every day to improve the lives of patients across our
country, please know that you have my full support in challenging racism and
discrimination wherever you see it. No person should ever feel worthless because of

who have dedicated their lives to improving the lives of others.

Yours ever,

MATT HANCOCK

racial abuse. Particularly the extraordinary individuals, like Radhakrishna Shanbhag,
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C. Racism and Discrimination Survey Questions

This survey is part of a Humberside-wide strategy to address racial inequalities and barriers, and
provide support for all those staff from ethnic minority backgrounds working in primary care. It is
supported by our colleagues in the Humber region CCGs. This is the start of a conversation where you
can share experiences anonymously if you choose to do so; it is not compulsory, and there will be
other opportunities in future.

This survey is aimed at everyone working in primary care in Hull, East Yorkshire, North and North East
Lincolnshire, of any ethnicity. Please answer all questions as fully as you can to help us know how we
can better support all colleagues. This survey is quite detailed, and will take between 5-15 minutes to
complete.

For more information on how we process data please see the privacy notice on our website
www.humbersidelmc.org.uk.

1. Which ethnic group do you most identify with? Choose one option that best describes your
ethnic group or background. (From ONS Measuring equality guide 2016)

White - English/Welsh/Scottish/Northern Irish/British

White — Irish

White - Gypsy or Irish Traveller

Any other White background, please describe

Mixed/Multiple ethnic group - White and Black Caribbean
Mixed/Multiple ethnic group - White and Black African
Mixed/Multiple ethnic group - White and Asian

Any other Mixed/Multiple ethnic background, please describe
Asian/Asian British — Indian

Asian/Asian British — Pakistani

Asian/Asian British — Bangladeshi

Asian/Asian British — Chinese

Any other Asian background, please describe

Black/ African/Caribbean/Black British — African

Black/ African/Caribbean/Black British — Caribbean

Any other Black/African/Caribbean background, please describe
Arab

Any other ethnic group, please describe:

O00000000000000000O

N

What religion do you most identify with?

No religion

Christian

Buddhist

Hindu

Jewish

Muslim

Sikh

Any other religion (please describe)

OO0o0OoOooonO
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3. If you actively practice your religion, does your role create a barrier to this? E.g. being unable
to attend religious services or observe festivals, or not feeling able to request this.

O Yes

O No

O N/A

Comments:

Ea

What is your age group?

18-25
26-35
36-45
46-55
56-65
66-75
76 or older

OoO0oooond

b

What is your main role in primary care?

Admin/reception

Clinical staff including trainees — nurse, ANP, GP, paramedic, physiotherapist, pharmacist
Manager — practice or CCG

ARRS role

Other - please specify:

ooooag

We want to understand how you feel your work and personal life are affected by racism and
discrimination. For each of the following, please choose if you feel your ethnicity, your culture, or
racism and discrimination have impacted on these areas of your life. There is a free text box beneath
each question if you wish to expand your answer.

6. Do you feel your choice of career was affected by:
O Your ethnicity

O Your culture

O Racism/discrimination

O N/A

Comments:

7. Do you feel your ability to train in your career was affected by:
O Your ethnicity

O Your culture

O Racism/discrimination

O N/A

Comments:

29





Racism and Discrimination: Report by Humberside LMC, April 2021

8. Has applying for a job ever been affected by:

O Your ethnicity

O Your culture

O Racism/discrimination

O N/A

Comments:

9. Has your choice of working pattern ever been affected by:

O Your ethnicity

O Your culture

O Racism/discrimination

O N/A

Comments:

10. Has access to education or professional development ever been affected by:
O Your ethnicity

O Your culture

O Racism/discrimination

O N/A

Comments:

11. Have you ever received patient complaints that were related to:
O Your ethnicity

O Your culture

O Racism/discrimination

O N/A

Comments:

12. Have you received colleague complaints that were related to:
O Your ethnicity

O Your culture

O Racism/discrimination

O N/A

Comments:
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13. Have you undergone disciplinary or performance management that was related to:
O Your ethnicity

O Your culture

O Racism/discrimination

O N/A

Comments:

14. Has your ethnicity ever been linked to the following:

O Hinting you were dishonest

O Not trusting you

O Hinting you must be lazy

O Hinting you must not be clean

O Made you feel like an outsider because of your appearance
O Exclusion from social activities

O Negative interactions on social media

O Hinting you must be violent

O Not taking you seriously because of your ethnicity

O Treated you differently to your colleagues

O Thought you couldn’t do things/handle a job due to your ethnicity or country of birth
O None of these

15. Have you been the subject of racism in your professional life?
O Yes

O No

If you feel able to share examples, please do so below:

16. Was this from a patient or colleague?
O Yes
O No

If you feel able to share examples, please do so below:

17. Can an anonymised version of this be shared to help support learning?
O Yes

O No

O N/A

18. Do you feel it was dealt with appropriately?

O Yes

O No
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19.

(|
([l

Have you witnessed a colleague being the subject of racism?

Yes
No

If you feel able to share examples, please do so below:

20.

(|
a

21.

OO0

22.

O
O

Do you feel it was dealt with appropriately?

Yes
No

Can an anonymised version of this be shared to help support learning?
Yes

No

N/A

Have you witnessed a patient being the subject of racism?

Yes
No

If you feel able to share examples, please do so below:

23.

ad

24,

ooagd

25.

O
([

Do you feel it was dealt with appropriately?

Yes
No

Can an anonymised version of this be shared to help support learning?
Yes

No
N/A

Do you feel empowered to speak up in the right way or say the right thing when you
experience or witness racism?

Yes
No

If you feel able to share examples, please do so below:
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26. Can an anonymised version of this be shared to help support learning?
O Yes

O No

O N/A

We want to work towards this area being actively anti-racist place, and a safe place to work for all
staff. We don’t expect anyone to have a single answer to the best way to do this, and this is a long
term project. But we do want your opinion based on your personal experience. This isn’t asking you
to solve the problem of racism, but it will help us work out where to take the first steps.

27. Who do you feel particularly needs to be involved in addressing racism locally? (select all that

O Clinical colleagues

O Reception/admin staff
O Practice managers

O Patients

O CCG

O NHSE/I

O Wider public

Comments:

28. The LMC will be supporting the development of a BAME and allies network, working alongside
all 4 CCGs and with support from regional HEE and NHSEI colleagues. We'd like your thoughts on what
this might look like — who should be involved, what should it focus on, how to reach as many
colleagues as possible.

Please enter any thoughts you have:

29. If you would like to be kept up to date with this and how you can get involved, please enter
your email address below:
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Use this as an opportunity to trigger reflection and review of your own organisation. 

• Educate yourself on the challenges racism creates for our colleagues and patients by reviewing the resources in this document and sharing them with your teams. 

• Critically review your current training offer for staff at all levels on these issues. 

• Accept the offer of joint training with Humberside LMC colleagues to build on your existing equality, diversity and inclusion training 

• Read this excellent short article on becoming anti-racist by Dr Louise Taylor of Oxford Brookes University How can we become anti-racist? A guide | Advance HE (advance-he.ac.uk) 

• If you deliver a patient facing service, involve them in the conversation including the adoption and promotion of a zero tolerance approach to racism. 

• Sign up to the Race at Work Charter Race at Work Charter Signatories - Business in the Community (bitc.org.uk) and use their guides on anti-racism and allyship as the first step in the conversation Anti-Racism and Allyship in the Workplace: A Brief Guide - Business in the Community (bitc.org.uk) 

• Support the formation of the proposed Primary Care Against Racism network; offer your support and expertise to ICS colleagues 

• Develop an anti-racism strategy – the Chartered Institute for Professional Development has an excellent toolkit Developing an anti-racism strategy | CIPD 
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