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OPEN MEETING
Minutes of the Meeting of the Primary Care Commissioning Committee
Held on Tuesday 3 November 2015 at 10.30am in Meeting Room 17, Wigan Life Centre
Present:
(Chair) Dr Gary Cook, Secondary Care Consultant Governing Body Member (GC)
(Deputy Chair) Frank Costello, Lay Member (FC)
Mike Tate, Chief Finance Officer (MT)
Julie Southworth, Director of Quality and Safety (JS)
John Marshall, Associate Director for Strategy and Collaboration (JM)
Martyn Kent, Assistant Director Strategy and Collaboration, Localities (MK)
Gayle Wells, Assistant Chief Finance Officer (GW)
Ben Squires, NHS England Representative (BS)
Catherine Johnson, Senior Finance Manager (CJ)
Ernie Rothwell, Patient’s Forum Representative (ER)
David Nunns, Chief Executive, Healthwatch (DN)
Dr Gen Wong, GP Representative (GW)
Debbie Szwandt, Assistant Director Primary Care Commissioning (DS)
In attendance:
Jane Clucas - Minute Taker (JC)
Professor Kate Ardern attending on behalf of Stuart Cowley (KA)
AGENDA
1.

ACTION

Chairman’s Welcome
The Chairman opened the meeting at 10.35am formally welcoming all attendees to the
November meeting of the Primary Care Commissioning Committee.
No members of the public were present.

2/3.

Apologies for Absence and Attendance
Trish Anderson, Paul Lynch, Gary Young, Tim Collins

4.

Declarations of Interest
Individuals were asked to declare any interest that they have, in relation to a decision
to be made in the exercise of the commissioning functions of Wigan Borough Clinical
Commissioning Group, in writing to the Chair, as soon as they are aware of it and in
any event no later than 28 days after becoming aware.
Nothing declared.

5.

Minutes and Actions

1
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Minutes agreed as true and accurate record of the meeting apart from item 6.4, second
paragraph which should read “……contracts that are currently due to expire on the 30
September 2016”
Actions:
KA to re circulate NHS Public Health Functions (Section 7A) for information.
Action log refers
6.

Standing Items
6.1

PMS Review
MK briefed the meeting on the paper presented to the Committee.
The purpose of the PMS Review is to achieve an equitable and consistent
funding of core services across all types of GP contracts in Wigan.
The Primary Care Committee is asked to note the decision by all CCGs across
Greater Manchester to delay the removal of any PMS Premium monies from
practice income until 1 April 2016. They are also asked to note that 16 PMS
practices have been requested to submit additional evidence for the second
PMS Review Panel that will take place on the 3 December 2015 (was initially 5
November 2015).
GW asked why the PMS practice is getting a premium? MK replied that there
will be equity in terms of how practices are treated.
GC asked if a practice has declared it is no longer taking part in the scheme,
why it is a phased reduction and not stopped. MK replied that the contract
clearly identifies equity with other contracts and is a national position
statement.
Resolved:
• The Committee received the report.
• The Committee approved the decision to delay the removal of any
PMS Premium monies from practice income until 1 April 2016.
• The Committee has recorded that 16 PMS practices have been
requested to submit additional evidence for the second PMS
Review Panel.

6.2

APMS Review
MK briefed the meeting on the paper presented to the Committee.
The aim of the APMS review is to determine the future commissioning
arrangements for all seven APMS contracts.
2
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The Primary Care Committee is asked to approve the proposed APMS Review
Consultation process and agree to extend all APMS contracts to the end of
May 2017 to align with the expected future procurement timelines.
CJ said the seven APMS contracts currently total £3.8m. If paid at GMS rates,
the amount available for reinvestment may be in the region of £1.2m. However,
further work is required to understand the cost of e.g. extended hours,
additional services and KPIs that may be included in the current APMS
contracts that would be over and above GMS core services.
FC stated that there needs to be assurance moving forward that patient
services are kept involved in the process.
MK confirmed they are working with patient groups.
KA referred to section 4.4 – Pre Consultation Engagement, and asked in her
role as the chief commissioner of primary care services on behalf of the council
that Lynne Calvert and team are involved in the consultation.
JM confirmed that Lynne Calvert is a member of the Primary Care Operations
Group.
BS added that there is support available from the North of England
Commissioning Support team for procurement. There appears little risk around
that capacity and they are aware going forward. If the programme is delivered
faster there are opportunities to agree early transition.
Resolved:
1. The Committee received the report.
2. The Committee agreed to extend the contract to the end of May
2017.
6.3

Finance Update
GW briefed the meeting on the paper presented to the Committee.
The report outlines the financial position on NHS England Primary Care
devolved allocation for 2015/16 at Month 06 as well as a forecast for the full
financial year.
The Committee is asked to note some key risks and issues as follows:
•
•
•

Outstanding queries with the devolved allocation;
Information relating to support services provided by PCS Preston and
An update on financial planning for 2016/17

Discussion took place around funding in excess of the cost of core primary care
services will be withdrawn from the CCG.
3
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GC asked how the recent changes in pension arrangements for staff have
affected the figures. He also asked whether individual practices are contracted
to take on that responsibility.
BS replied that the recent changes to pensions for small business apply to GP
practices also.
GC summarised that there is a need to pursue clarity around the surplus funds
for the future.
Resolved:
• The Committee received the report.
6.4

Primary Care Commissioning Intentions
DS briefed the meeting on the paper presented to the Committee.
The paper outlines the CCG’s progress against the development of the primary
care commissioning intentions for 2016/17.
The Committee is asked to review the progress and support the proposed plan
for development of the CCG’s primary care commissioning plans for 2016/17.
DS highlighted the following points:
•

Quality Improvement Programme

•

Funding to support the implementation of GM Standards, indicative
programme cost would be between £3.5m to £5.2m (£10-£15 per head
of weighted population).

•

Funding to support the continuation of 7 day access (Prime Ministers
Challenge Fund pilot). GM indicative cost of £1.2m to provide 4 hubs
across one CCG area.

FC welcomed the report and the direction they are taking. He asked whether
the reference to four hubs is for illustrative purposes. DS replied that this is
indicative.
FC referred to the difference in extended hours and ability to access services
and whether the information is available for all practices. This is about
developing a performance management system. DS advised that this will be
discussed under later under item 6.6 Primary Care Assurance Framework.
KA suggested a separate meeting re immunisation and screening services on
a local view. This was agreed.
MT referred to item 4.4, “To develop the primary care commissioning intentions
4
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for 2016/17 for consideration and approval by the Primary Care Committee at
its January 2016 meeting.”, which he believes will create a financial gap. The
Primary Care Committee cannot approve a set of commissioning intentions that
requires extra funding. It would have to go to the CCG Governing Body in
March to agree funding.
GC accepted MT’s comment and said that it is a recommendation and not
approval. It was agreed to discuss again at the January meeting.
JM added that hopefully the scheme they bring back in January will be within
budget.
MT said there needs to be a wider debate at Governing Body around what the
CCG is going to fund, rework, change or improve.
Resolved:
• The Committee received the report with the understanding of a
change in terminology.
• The Committee agreed to a separate meeting between KA and DS
to discuss the impact on immunization and screening services.
• The Committee agreed to discuss the development of the primary
care commissioning intentions for 2016/17 at the January meeting.
6.5

Estates Approval Process
JS briefed the meeting on the paper presented to the Committee.
The paper aims to provide some clarity on the processes established to deal
with the approval of Primary Care estates developments. It also highlights the
criteria by which support is given to bids by the CCG.
JS added that it is expected that the Primary Care Commissioning Committee
plays an important role in this work.
FC advised that this paper was approved by both the Finance and
Performance Committee and the Governing Body last week.
Resolved:
• The Committee approved the report.

6.6

Primary Care Assurance Framework
DS briefed the meeting on the paper presented to the Committee.
The report outlines the CCG’s progress and next steps against the
development of a local Primary Care Assurance Framework.
The Committee is asked to support the continued development of a single
5
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assurance framework for primary care including a dashboard.
GC queried the wording “sustain poor or deteriorate”. Fc suggested it should
say “address or remedy”.
JS asked whether we would have both GM devolution and NHS E in the future.
BS said he would expect there to be an element of national assurances but not
subject to the same scrutiny and it would be correct to reflect that but how
those two follow through in the future is still to emerge
GW referred to a bid being undertaken by the education group, for funding for a
school of primary care to upskill all staff locally in preparation for the future. He
thinks there is a connection between the two groups and asked DS to bring to
education group.
DN said the report was light on patient feedback and opinion. There is a
reference to quarterly PPG meetings but the quality and impact of these is
mixed, which needs to be recognised. He said it would be interested to collate
information on complaints which GP practices receive which do not go to NHS
England. Healthwatch also receive feedback on GP practices.
It was agreed that Healthwatch, Lynne Calvert from Public Health and the
Education Group are invited to the planned workshop.
KA referred to table 3.2 and suggested that the quarterly reports she receives
on screening and immunization could be shared with DS. The Committee
agreed to this suggestion.
GC suggested that at future meetings data should be shared with the
Committee around the spread of activity amongst practices before agreeing
which information is taken to the Governing Body.
JM added that whatever work is undertaken is manageable within the system
and by practices bearing in mind the limited resources.
Resolved:
• The Committee accepted the report.
• The Committee agreed that DS would take this paper to the
Education Group.
• The Committee agreed that DS would invite Healthwatch, Lynne
Calvert from Public Health and the Education Group to the planned
workshop.
• The Committee agreed that KA shares quarterly reports on
screening and immunization with DS.
• The Committee agreed that DS would circulate appendix A as an
A3 document.

6
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6.7

NHS England Update
BS gave a verbal report as follows.
National
Work has commenced looking at how to support considerations around
flexibility of QOF arrangements and also the considerations of direct enhanced
services but is able to manage and deliver on a local level. The challenge is
the local variations in data sets which have an impact on understanding at a
national level.
A piece of work is being undertaken nationally to take advantage of the
opportunities that are there which he will bring back to the next meeting.
Confirmation of GP commissioning contracts nationally for next year is not yet
available. However it is expected that there will be minimal changes, in
particular in relations to DES.
Local
Within GM devolution discussions progress.
Primary care is a significant
provider in GM but their view are difficult to capture at GM level discussions.
The LMC have taken a front step in being involved to ensure that wider primary
care are involved.
Dr Bell is working two days a week with the GM transformation team looking at
how we develop primary care sustainably.
Gaynor Mullins is taking the lead for the 12 CCGs around GM for primary care.
Winter, Christmas pressures and resilience will be dealt with at local level and
ensure that patients receive care and manage pressures over the system.
FC advised that the October Governing Body received the latest Locality Plan
which includes workforce development. There is a need to equip the workforce
to deal with work moving from acute to local. He asked whether there is a time
frame and funding available for this workforce planning.
BS replied that in the next couple of months, clinical pharmacists will be
working in practices. Physician Associates from Health Education North West
(HENW) will provide funding placements for non-clinical support in GP
practices. Wider workforce development is a concern, there are discussions
with HENW around being able to work better together.
GC asked what is being done to recognise what aspects of clinical practice are
being brought into the community.
7
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FC replied that the Clinical Reference Group are carrying out an assessment of
what services are essential in hospitals. That is the main principle of their plan
going forward.
JM advised that there is a comprehensive training programme incorporated
with the redesign of community and nursing therapies.
Resolved:
• The Committee accepted the report.
6.8

CCG Assurance Delegated Functions Self-certification Q1
DS briefed the meeting on the paper presented to the Committee.
The paper is the CCG Assurance Delegated Functions Self-Certification for Q1
2015/16, which was submitted to NHS England on the 29 September 2015.
Resolved:
• The Committee accepted the report.

6.9

7.

Minutes of the Primary Care Operations Group
Circulated for information only.

Any Other Business
There was no other business to be discussed.

8.

Date and Time of next meetings for discussion
29 January 2016 at 10.30am in Meeting Room 17, Wigan Life Centre

8
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Actions from the WBCCG Primary Care Commissioning Committee (PCC) held on Tuesday 3 November 2015
Agreed actions at the meeting held on Tuesday 1 September 2015

Responsibility

Deadline

JP to re-circulate the NHS Public Health Functions (Section 7A) for
information.

JP

Completed

Actions:

6.1 PMS Review
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6.2 APMS Review
6.4 Primary Care
Commissioning
Intentions

•

Approved the decision to delay the removal of any PMS
Premium monies from practice income until 1 April 2016.

MK

January 2016

•

Record that 16 PMS practices have been requested to
submit additional evidence for the second PMS Review
Panel

MK

January 2016

•

Agreed to extend the contract to the end of May 2017.

•

Received the report with the understanding of a change in
terminology.
Agreed to a separate meeting between KA and DS to
discuss the impact on immunization and screening
services.
Agreed to discuss the development of the primary care
commissioning intentions for 2016/17 at the January
meeting.
Agreed that DS would take this paper to the Education
Group.
Agreed that DS would invite Healthwatch, Lynne Calvert
from Public Health and the Education Group to the planned
workshop.
Agreed that KA shares quarterly reports on screening and
immunization with DS.
Agreed that DS would circulate appendix A as an A3
document.

MK
DS

January 2016
January 2016

DS

January 2016

JP

January 2016

DS

January 2016

DS

January 2016

KA

January 2016

DS

January 2016

•

•

6.6 Primary Care
Assurance
Framework

•
•

•
•
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MEETING: Primary Care Committee
DATE:

Item Number:

5.1

29 January 2016

Alternative Provider Medical Services (APMS) Review
REPORT TITLE:
CORPORATE OBJECTIVE
ADDRESSED

REPORT AUTHOR:

2. Commissioning high quality services, which reflect
the population's needs, delivering good clinical
outcomes and patient experience within the
resources available.
3. Function as an effective commissioning
organisation that puts the patient first.
Martyn Kent (Assistant Director Strategy
Collaboration)
Martyn Kent

and

PRESENTED BY:
RECOMMENDATIONS/DECISION
REQUIRED:

The Primary Care Committee is asked to approve the
approach set out for the APMS Consultation.

EXECUTIVE SUMMARY
The paper sets out the CCG’s suggested approach to consulting with stakeholders regarding the future
commissioning options regarding the seven APMS GP contracts in Wigan.
Key Points:
- £3.9 million value with current contracts extended to May 2017
- Pre Consultation phase completed
- Suggested commissioning approach is General Medical Service level plus
a) The core contract hours will be reduced to 8am to 18.30 Monday to Friday plus the requirement to deliver
two Extended Hours clinics (30 minutes per 1,000 registered patients) and patients being able to attend
Extended Access Hub sites (currently Prime Ministers Challenge Fund)
b) All Locally Commissioned Services (LCS) commissioned by the CCG and Wigan Council (public health)
must be offered by the contractor
c) All National Directed Enhanced Services must be offered by the contractor
d) Any Wigan Primary Care Standards or their successors must be offered by the contractor
e) Providers will be expected to set out plans to maintain a stable clinical workforce by minimising the use of
GP locums to improve care continuity for patients.
-

APMS Consultation to begin in February 2016 (12 weeks) and focus on two main areas:
(1) Changing opening hours to GMS level
(2) Branch Site and List Dispersal Options

FURTHER ACTION REQUIRED:

Consultation Report to be received at next meeting

Page 1 of 1
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Alternative Provider Medical Services (APMS) Review Update
Primary Care Co-Commissioning Committee (PCCC), 29th January 2016
1.0

Purpose

1.1

This paper explains the proposed stakeholder consultation approach to be
undertaken for Wigan’s seven APMS GP Contracts.

2.0

Background Information

2.1

Wigan has seven APMS contracts worth £3.9 million (see Appendix A) that
are all ‘time limited’ and have most recently been extended to May 2017. The
CCG is required to determine what services it wants to commission to replace
those currently provided within these contracts (See Appendix B for process
and timeline). There are also options as to how the contracts are offered to
providers such as the bundling of the existing seven into a fewer number.

2.2

Since the last PCCC in November further ‘Pre Stakeholder Engagement’ has
been undertaken with stakeholders including:
a) Site visits to individual practices by CCG officers to inform patients of the
APMS Review and to seek their insights on future commissioning options.
b) Engagement letters were sent to allow key stakeholders from across the
Health and Social Care economy the opportunity to provide feedback on the
CCG’s plans.
Service Model Proposal for Consultation

2.3

Following completion of the Health Needs Assessment (HNA) and PreConsultation phases the evidence suggests the following service model may
be the preferred commissioning intention.
APMS contract(s) to be commissioned at a General Medical Service (GMS)
level plus:
a) The core contract hours will be reduced to 8am to 18.30 Monday to Friday
plus the requirement to deliver two Extended Hours clinics (30 minutes per
1,000 registered patients) and patients being able to attend Extended Access
Hub sites (currently Prime Ministers Challenge Fund)
b) All Locally Commissioned Services (LCS) commissioned by the CCG and
Wigan Council (public health) must be offered by the contractor
c) All National Directed Enhanced Services must be offered by the contractor
d) Any Wigan Primary Care Standards or their successors must be offered by
the contractor
e) Providers will be expected to set out plans to maintain a stable clinical
workforce by minimising the use of GP locums to improve care continuity for
patients.
1
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2.4

The rationale for changing the opening hours is:
a) Only a limited number of patient contacts are available currently in the
extending opening time periods e.g. Practice ‘doors and telephone are open
and being answered’ but sometimes no scheduled appointments are taking
place.
b) Patients will still be able to access services outside of core hours in either
Extended Hours Clinic sessions x 2 (Either Directed Enhanced Service (DES)
or locally funded) or in borough wide Extended Access Hubs.
c) The change supports a more equitable commissioning approach by the CCG
across all 63 practices in Wigan.

2.5

In addition the consultation also asks stakeholders whether in their opinion
any of the lists associated with the APMS practices could be dispersed or
branch sites closed.

2.6

The rationale for dispersing a list or closing a branch site is that other GP
practices are in some instances already co-located in the same building. In
addition other GP practices in the near vicinity have the potential capacity in
some instances to manage dispersed patients. Furthermore, aggregating list
sizes may afford the opportunity to create a more stable clinical workforce
improving patient continuity of care.

2.7

A summary of the proposed list contract changes or branch site changes is
outlined below.

APMS Contract
Y02378 Dr Alistair and
Partnership (Ashton)
Y02274 Intrahealth
Ince and Platt Bridge

Y02321 Intrahealth –
Atherton and Tyldesley

Y02322 Integral
Healthcare – Leigh
Family Practice

Y02885 Intrahealth
Marsh Green
Y02886 Intrahealth LSV

Delivery Sites
1. Ashton Medical Centre
2. Kid Glove House
1.Claire House
2. Platt Bridge Health
Centre
1. Atherton Health Centre

Change Option
Kid Glove branch site closes
(2,000 patients dispersed)
No
changes
(practice
unsustainable if either site is
dispersed – 50% split)

2. 475 Wigan Road

No
changes
(practice
unsustainable
if
Atherton
patients are dispersed - 50%
of users)
No
changes
(practice
unsustainable if Bridgewater
patients are dispersed - circa
70% of list size)

3. 6 The Centre
Marsh Green

No changes

Leigh Sports Village
(LSV)

Single APMS GP practice
commissioned at Leigh Sports

2. Tyldesley Health
Centre
1. Bridgewater Medical
Centre

2
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Y02887 Intrahealth LSV

Leigh Sports Village

Village

3.0

APMS Consultation

3.1

It is proposed that one single consultation will be undertaken across all seven
contracts commencing in February 2016 and lasting 12 weeks.

3.2

The APMS Contracts consultation document is provided for the PCCC to
review in Appendix D.

4.0

APMS Procurement Update

4.1

The PCCC is reminded that NHS England has scheduled external
procurement support to be available for the CCG to commission the new
APMS contract(s) from May 2016

4.2

The CCG may also want to utilise expertise already also commissioned from
Greater Manchester Shared Services to undertake Health Market Analysis
e.g. Provider Event Days.

4.3

This analysis could be used to understand what potential issues providers
may want to communicate to the CCG to inform our commissioning intentions.
For example, they may have views on how contracting options such as
increasing the current 5 year length might afford them to better recruit a more
stable clinical workforce.

4.4

In addition the Market Analysis will also support the CCG consider the
contractual options such as whether the bundling of contracts may allow any
potential providers to deliver a more high quality consistent service. As a
minimum the HNA works have identified the two APMS contracts in Leigh
Sports Village as two that should be joined together into one.

4.3

The date for the start of the procurement will likely be sometime between May
and September 2016 depending on when the procurement documentation is
available including development of a new service specification(s).

5.0

Recommendation

5.1

The Primary Care Committee is asked to approve the approach proposed for
the CCG’s APMS Consultation.
(Subject to the production of an edited and formatted document version being
signed off by the CCG’s Chief Officer and Chair)

3
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Appendix A

APMS GP Practices in Wigan

1. Y02378 Dr Alistair and Partnership (Ashton)
2. Y02274 Intrahealth Ince and Platt Bridge
3. Y02321 Intrahealth – Atherton and Tyldesley
4. Y02322 Integral Healthcare - Bridgewater Medical Centre, Leigh / Wigan Road,
Leigh / Higher Folds, Leigh
5. Y02885 Intrahealth Marsh Green
6. Y02886 Intrahealth - Leigh Sports Village
7. Y02887 Intrahealth - Leigh Sports Village

4
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Appendix B

APMS Review Process

Step 1: Health Needs Assessment Phase (Complete)
Step 2: Initial stakeholder briefings held with contract holders, neighbouring
GP Practices and PPG groups (Complete)
Step 3 APMS consultation process submitted for approval to Primary Care
Committee (3rd November 2015) (Complete)
Step 4: Commencement of Stage 1: ‘Pre Consultation Engagement’ (4th
November to 25th November 2015) (Complete)
Step 5: ‘Pre Consultation Engagement’ findings collated & Stage 2
Consultation Plan submitted to Primary Care committee for approval (29th
January 2016) (Complete)
Step 6: Stage 2 ‘Formal Consultation’ commences February 2016 until April
2016 (12 weeks).
Step 7: A summary of the ‘Formal Consultation’ findings presented to the PCC
alongside a longer term business case, service specification and procurement
plan for approval (May 2016)
Step 8: APMS procurements commence approx. May-Sep 2016 onwards with
an expected 12 month timeline.

5
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Appendix C

Alternative Medical Provider Services (APMS) GP contract review
Notes from visits to practices

Date
06/01/2016

Practice

Feedback from patients

Intrahealth
Spoke with 17 people over the two sites
Atherton/Tyldesley
No patients were aware that the contract was time limited.

(Both sites visited)

Most generally happy with practice and how it currently functions. One patient reported a
previous issue with use of different locum GPs but that this issue had improved, and that
continuity of GP was important.

Page 20

Not everyone spoken to had ever had a need to used extended hours at the practice, although
some have found it helpful to fit around work or to go at weekends. A couple of patients
mentioned that although there are extended hours at the practice you cannot always get to see a
GP in the evenings as one may not be on, or at the other site. A patient had experience of having
to use Extended Hours Hubs (Provided by Wigan Federations).
A few patients mentioned that travel on public transport between the Tyldesley and Atherton site
was not ideal. There is a bus from the main road, but it is a walk to and from the practices and the
main road. This is potentially an issue for some if they have been offered an appointment at the
other site.
12/01/2016

Leigh Family
Practice

Spoke with 7 people
None aware practice contract was time limited
Patients generally happy with the practice and the staff and would prefer staff not to change. An
6

12/01/2016

(Bridgewater
health centre site
visited)

issue was reported in term of difficulty accessing appointments at times. Patients are able to
attend any of the sites depending on need and availability however which is helpful.

Leigh Sports
Village

Spoke with 7 people
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(Two contracts
within one
location)

One patient reported that evening appointments are helpful in terms of being able to attend after
work. Some others were not really aware or have had a need to access evening or weekend
appointments at the practice.

None aware that contract had end date.
Patients generally happy with the practice and how it functions. Feel there is a need for a service
in this location as there is no other GP service close by. There are some housing developments
etc. in the area.
Patients we spoke to did not know there were two contracts within the same location and wonder
why it was set up that way originally.
Feel it is helpful to have extended opening and it was reported that the Saturday morning clinic in
particular was helpful. One lady had also accessed the Extended Hours Hubs (provided by Wigan
Federations) – as there wasn’t a suitable weekend appointment available at the practice. Feels it
is important for an evening and weekend provision of GP service within the surgery or at one of
the Hubs.

12/01/2016

Intrahealth Ince &
Platt Bridge

Spoke with 7 people
Again not aware practice contract was time limited.
A couple of patients reported there is quite a use of Locum doctors at the moment after the main
7

(Lower Ince site
visited)

doctor left and they would like a permanent GP to be in place to enable patients to have
continuity and to build up a relationship.
The practice reduced its extended hours, but they are still helpful. They are now open until 8pm
on Wednesdays and then until 6.30pm the rest of the week and open Saturday morning. One
patient reported that she chose to register at the practice because of the extended opening hours
to be able to fit appointments around work. It is helpful to be able to attend either site, Platt Bridge
or Ince, as necessary.
A question was raised as to whether patients would have to re-register should we end up in a
situation where a different provider gets the contract.

12/01/2016
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Intrahealth Marsh
Green

Spoke with 7 people
Not aware contract had an end date.
Some of the patients reported to have chosen to register at the practice due to convenience of its
location. The other closest practices, Orrell and Pemberton, are some distance and difficult to get
to on public transport.
Feel the extended hours opening times are helpful and report to be generally happy with the
practice and staff who currently work there.

15/01/2016

Dr Alistair Ashton

Spoke with 7 people

(Queen’s Road
site)

No one we spoke to was aware the contract was time limited.
All reported to be generally happy with the practice, although one patient mentioned difficulty
8

getting through at 8am for appointments. Extended hours are helpful provision for those who
work or if people are unable to get there during the day.
Patients are able to attend either site, Ashton or Golborne, and find this helpful in terms of
accessing suitable appointments. Report that continuity of GP is important and would not like to
see a change in the service.
Recent acquisition of Town Hall mentioned by a couple of patient. If the service was to end up in
Ashton Town Hall they expressed concern re location and parking and like the current location.
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Appendix D

APMS GP Contracts Consultation Documentation
(Subject to professional editing and formatting)

Alternative Medical Provider Services (APMS) GP Contract Review in
Wigan Borough
The aim of this document is to inform patients, members of the public and other stakeholders
about a review of seven APMS GP contracts taking place in Wigan Borough.
The seven GP practices whose contracts are being reviewed are listed below;
APMS
Key Facts
GP Practice
Dr Alistair
Two Delivery Sites
Partnership
a) Ashton Clinic, Queens Road, Ashton In Makerfield, Wigan, WN4
(Ashton)
8LB
b) Golborne Health Centre, Kidglove Road, WA3 3GS
6,017 Registered Patients (4,000 Ashton and 2,000 Kid Glove
House)
Two Delivery Sites
Intrahealth
- Ince and Platt a) Platt Bridge Health Centre, Rivington Avenue, Platt Bridge, Wigan
Bridge
WN2 5NG
b) Claire House, Phoenix Way, Ince, Wigan WN3 4NW
3,360 Registered Patients (circa 50% population split across both
sites)
Intrahealth Atherton and
Tyldesley

Two Delivery Sites
a) Tyldesley Health Centre, Poplar Street, Tyldesley, Manchester,
M29 8AX
b) Atherton Health Centre, Ormerod House, Nelson Street,
Atherton, Manchester, M46 0LE
4,535 Registered Patients (circa 50% population split across both
sites

10
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Intrahealth Marsh Green

Harrow Road, Marsh Green, Wigan, WN5 0QL
2,570 Registered Patients

Intrahealth –
Leigh Sports
Village (1)

Leigh Sports Village, Sale Way, Leigh WN7 4JY

Intrahealth –
Leigh Sports
Village (2)

Leigh Sports Village, Sale Way, Leigh WN7 4JY

Integral
Healthcare –
Leigh Family
Practice

Three Delivery Sites

1,660 Registered Patients

1,802 Registered Patients

a) Bridgewater Medical Centre, Henry Street, Leigh, Lancashire,
WN7 2PE
b) 475 Wigan Road, Leigh, Lancashire WN7 5DE
c) 6 The Centre, Richmond Drive, Higher Folds, Leigh, WN7 2XY
7,798 Registered Patients (Bridgewater Medical Centre, Leigh 1605
(21%), Wigan Road, Leigh 1570 (20%), Higher Folds, Leigh 555
(7%), No Preference 4068 (52%) ).

Who is reviewing the contracts?
Wigan Borough Clinical Commissioning Group (WBCCG) is reviewing the contracts, with input
from NHS England. WBCCG is an NHS organisation responsible for commissioning (buying)
healthcare services for the population of Wigan Borough. This includes GP Services as well as
community and hospital services.
Why are the contracts being reviewed?
These seven practices hold an Alternative Provider Medical Services (APMS) contract. APMS
contracts are one type of contract used to commission GP practice services. The practices
holding these contracts together look after approximately 28,000 patients.
Unlike other types of GP contracts, APMS contracts are for a specific length of time. When the
contract reaches its end, WBCCG is legally obliged to review the contracts and decide whether
these services or different ones need to be in commissioned for the future. The 56 other GP
practices in the Borough hold different types of contracts and are not part of this review.
11
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The main difference for patients is that the APMS practices currently have longer opening times
than other GP practices in Wigan. The majority of these practices open between 8am – 8pm
Monday to Friday and 8am – midday on Saturdays. The other services provided by APMS
practices are very similar to the other 56 GP practices in Wigan.
What does the review involve?
WBCCG will be speaking to different stakeholders, including patients, about the review. This
means that we will have information from a range of perspectives to help determine what future
services are needed for the patients registered with the seven practices.
The first consideration for WBCCG is whether patients need access to GP services at the same
practice locations that they currently have. If this is the case, then WBCCG needs to decide
what level of service should be provided under the future contract, including things like the
opening times. A key consideration for WBCCG is to ensure patients across the Borough have
equal access to GP services.
WBCCG will then be legally obliged to go through a procurement process. Any interested
providers will be asked to bid for the contract and it will be awarded to the most suitable provider
who can provide the level of service outlined. Potentially this could mean a different provider
operates the GP practice.

Our Future Vision for the APMS Contracts in Wigan
The CCG is committed to ensuring sufficient capacity is retained in the primary care system to
manage the current 28,000 patients registered in Wigan with an APMS GP contract. It is our
view however that patients may also benefit if multiple practices working from the same location
work more collaboratively together. As such we are seeking views from stakeholders as to
whether those APMS delivery sites that are co-located with other GP practices should be closed
and their patient lists dispersed.
Patients would have the choice of re-registering with a GP practice in the same building as their
previous APMS GP practice or another in the near neighbourhood. By increasing the list size of
some of the smaller GP practice branch sites we believe patient care will be improved by
allowing providers to better provide clinical services and attract a more stable workforce. The
result would be that those APMS registered patients would still be able to receive exactly the
same services in the same location as they do currently but at a different GP practice. It is
important to note that any procurement for a new APMS GP contract may lead to a new
provider irrespective of whether the CCG disperses a list or closes a branch site.
12
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The CCG is also considering changing the core contractual hours of any APMS contracts we
commission in the future to align them with the other 56 practices in Wigan. This would mean
their core contractual hours being Monday to Friday 8am to 18.30pm (except Platt Bridge which
would retain opening hours of 8am to 14pm – Patients can also access the Ince site in the full
opening hours).
Patients would still be able to access GP services outside of these core hours in two Extended
Access Clinics per week. In addition, patients would also be able to access GP services at
Extended Access Hubs within circa 3 miles of the main practice site between 6.30pm - 8pm
weekdays and 10am and 4pm on weekends. Currently three Extended Hours Hubs are
operational in the areas of Ashton, Leigh and Wigan as part of the Prime Minister’s Challenge
Fund pilot service. The CCG is considering how this service will be provided beyond the pilot
period but expects as a minimum that three operational sites will be available to local people.
Consultation Options
The CCG wants to consult with stakeholders to hear your views on two specific areas relating to
our future vision of APMS GP contracts in Wigan.
(1) APMS GP Practice Delivery Sites and Practice List Dispersal Options
APMS Contract
Y02378 Dr Alistair and
Partnership (Ashton)

Preferred Commissioning Option
Kid Glove branch site closes (2,000 patients dispersed to colocated GP practices)

Y02274 Intrahealth Ince
and Platt Bridge

No changes (practice unsustainable if either site is dispersed
– 50% split)

Y02321 Intrahealth –
Atherton and Tyldesley

No changes (practice unsustainable if Atherton patients are
dispersed - 50% of users)

Y02322 Integral
Healthcare – Leigh
Family Practice

No changes (practice unsustainable if Bridgewater patients
are dispersed - circa 70% of list size)

Y02885 Intrahealth
Marsh Green

No changes

Y02886 Intrahealth - LSV

Single APMS GP practice commissioned at Leigh Sports
Village
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(2) APMS GP Practice Service Model
Option 1
(Preferred Commissioning (buying)
Option)
General Medical Services
for circa 28,000 patients
Core contract hours
Monday to Friday
8am to 18.30pm

Option 2
(Maintain Existing Service Model)
General Medical Services
for circa 28,000 patients
Core contract hours
Monday to Friday
8am to 8.00pm and
Saturday 8am to Midday

Patients have access to
two Extended Hours Clinics
per week (30 minutes per 1,000 patients)
Patients have access to
Extended Hours Hub
service between 6.30pm and 8pm Monday
to Friday and 10am to 4pm
on the Weekend
(Minimum of one in Ashton,
one in Leigh and one in Wigan)
GPOOH Service

**********************************

**********************************

GPOOH Service

Supporting Explanation Questions & Answers
Why are we proposing to commission (buy) new APMS GP contracts?
The Wigan Primary Care System like many other areas in England has significant challenges in
recruiting members of the primary care workforce such as GPs and practice nurses. It is the
CCG’s view that other GP practices in Wigan would not be able to manage the entire 28,000
patients if the APMS contracts were not renewed.
Why is the CCG considering closing some APMS GP Practice delivery sites and
dispersing whole patient lists?
Some APMS delivery sites are in the same buildings as other GP practices such as at Kid Glove
House and Bridgewater Medical Centre. We believe that by combining patient lists together not
only will practices in Wigan be potentially more efficient but also care quality will be improved.
The new larger practices will have more clinicians to support peer review of clinical services and
may be better able to recruit their clinical workforce improving care continuity. In addition
14
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feedback from some of the non APMS neighbouring GP practices suggests they believe they
would have the capacity and capability to be able to provide care for any new patients they
receive.
What would happen if an APMS patient list was dispersed?
If an APMS practice list was dispersed patients would be given the choice to register with one of
the GP practices in the same building or another in the nearby area. Patients who did not
choose a specific practice within a set time would be allocated a GP practice to be registered
with.
Why is the CCG proposing changing the core contractual hours?
The CCG is proposing changes to the APMS core contractual hours to align them with all other
GP practices in Wigan. This will better ensure all patients in Wigan have more equal access to
GP services particularly during evenings and weekends. Currently although the core contractual
hours extend to after 6.30pm on weekdays this doesn’t always mean that patient appointments
with GPs or nurses are available.
Who might be most affected by the core contractual hour changes and where else might
they receive care?
We understand that patients who work, have young families and/or are carers are some of the
types of people who might more regular use APMS evening and Saturday morning
appointments.
To support such groups we will arrange for them to still be able to access one of the two
Extended Hours clinics per week in their own practice or one of the Extended Hours Hubs in
Ashton, Leigh or Wigan. In addition the GP Out Of Hours service is also available to patients
who need immediate GP care outside of normal hours.
What is an Extended Hours Clinic?
An Extended Hours session would be a clinical session at an APMS GP practice which could be
booked by contacting the GP practice directly. The session would be staffed by a prescribing
clinician such as a nurse or GP with a practice of 4,000 patients having 2 hours per week
(30minutes per 1,000 patients). The session would be provided either before 8am or after
6.30pm Monday to Friday or anytime at the weekend.
What is an Extended Hours Hub?
An Extended Hours Hub would be based outside of a patients GP practice and could be booked
by patients themselves who need primary care services in the evening or weekend.
In Wigan currently 3 Extended Hours Hubs are being piloted via the Prime Minister’s Challenge
Fund service. They are based at three sites in Ashton, Leigh and Wigan and are open 6.30pm –
15
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8pm Monday to Friday and 10am to 4pm on the weekend. Further information can be found at:
http://www.wigangpalliance.org/home
If I am registered with one of the APMS GP practices does this mean that any other
services will be affected?
No, all existing services currently provided by an APMS GP practice will still be available under
any new contract awarded by the CCG.
Will the changes mean I will have a different GP if I am registered with an APMS practice?
As the APMS GP contracts are ‘time limited’ the CCG must follow EU procurement law and
advertise them to select new providers. The CCG will work with any new providers to ensure
that existing staff who want to continue working with the GP practices can do so. In addition, the
CCG will be working with providers to ensure that a stable clinical workforce is available for
patients in the longer term.
How many APMS contracts will be offered?
The CCG will decide the number of APMS contracts offered dependant on the feedback of this
consultation. The options available include offering a single contract for a provider to run all the
APMS GP practices or offering individual single contracts for each GP practice.
When will the CCG procure the new APMS contract(s)?
The CCG anticipates commencing the procurement of new contracts between May and
September 2016 which will take approximately 12 months to complete.
Consultation Question Form
Q1. Do you agree with our proposal to close some APMS GP Practice delivery sites and
dispersing whole patient lists?
APMS Contract

Y02378 Dr
Alistair and
Partnership
(Ashton)
Y02274
Intrahealth Ince
and Platt Bridge
Y02321
Intrahealth –
Atherton and

Preferred
Commissioning
(buying) Option
Kid Glove branch site
closes (2,000 patients
dispersed to co-located
GP Practices)
No changes (practice
unsustainable if either
site is dispersed – 50%
split)
No changes (practice
unsustainable
if
Atherton patients are
16
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Agree (Y/N)

Reason for
viewpoint

Tyldesley
Y02322 Integral
Healthcare –
Leigh Family
Practice

dispersed 50% of
users)
No changes (practice
unsustainable
if
Bridgewater patients are
dispersed - circa 70%
of list size)
No changes

Y02885
Intrahealth Marsh
Green
Y02886
Single
APMS
GP
Intrahealth - LSV practice commissioned
at Leigh Sports Village

Q2. Do you agree that the APMS contracts should have the same core contractual hours as the
other 56 GP practices in Wigan (8am to 18.30pm Monday to Friday)? (Y/N)
Please provide further information to explain your answer:
____________________________________________________________________________

Q3. Are there any other alternative options in your view as to how the opening hours for the
APMS contracts could be set by the CCG? (Y/N)
Please provide further information to explain your answer:
____________________________________________________________________________
Q4. Do you agree that to support APMS providers retain a more consistent clinical workforce
that the CCG should offer contract(s) longer than 5 years? (Y/N)
Please provide further information to explain your answer: including any suggested contract
length.
____________________________________________________________________________
Q5. Do you have any other suggestions to support the CCGs review of the 7 APMS contracts?
Please provide further information to explain your answer:
____________________________________________________________________________

Q6. Do you have any other suggestions to support the CCGs review of the 7 APMS contracts?
Please provide further information to explain your answer:
____________________________________________________________________________
17
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Q7. Are you responding as a Patient, Carer, local resident, member of staff or on behalf of an
organisation?
___________________________________________________________________________
Q8. How old are you?
___________________________________________________________________________
Q9. What sex are you? (Male, Female, Transgender, unsure, I would rather not say)
___________________________________________________________________________

Q10. What do you consider to be your sexuality? Heterosexual/straight, Homosexual/gay man
Lesbian/gay woman, Bi-sexual, I would rather not say.
___________________________________________________________________________
Q11. Please tell us what you consider to be your ethnic background (e.g. White British,
Pakistani, British Pakistani)
___________________________________________________________________________
Q12, Do you consider yourself to have a disability? (Y/N or prefer not to say)
If yes, what disability
___________________________________________________________________________
Q13, Do you consider yourself to have a long term condition? (Y/N or prefer not to say)
If yes, what long term condition
___________________________________________________________________________
Q14. Please tell us the first part of your postcode? (E.g. WN1)
____________________________________________________________________________
Q15. Please tell us if you are registered with any of the APMS GP practices and if yes which
one?
____________________________________________________________________________

18
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Your feedback
Completed consultation forms should be returned by Sunday 24th April 2016 to the email or
postal address below.
If you have any further questions, concerns or general feedback please get in touch.
Telephone: 01942 482711
Email: shapeyournhs@wiganboroughccg.nhs.uk
Address: FREEPOST RTRA-BXKR-CTTT
Shape Your NHS
Wigan Borough CCG
Wigan Life Centre
College Avenue
Wigan
WN1 1NJ
Next steps
- The 12 week formal consultation will end in April 2016 when the responses will be collated to
inform the CCGs approach.
- The CCG will refine the service model if necessary by considering the views and
suggestions of all stakeholders. We will communicate to all stakeholders what the final
model has been decided to be commissioned.
- The APMS contracts will be procured over a 12 month period to source new providers during
late 2017.
- The existing APMS providers will be able to bid to hold the contracts.
- Staff working within the practices will be able to continue to work within them if they wish.
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MEETING:

Primary Care Commissioning Committee

DATE:

29 January 2016

Item Number:

5.2

REPORT TITLE:

Primary Care Assurance Framework

CORPORATE OBJECTIVE
ADDRESSED:

2. Commissioning high quality services, which
reflect the population's needs, delivering good
clinical outcomes and patient experience within
the resources available
4. Function as an organisation that consistently
delivers its statutory duties

REPORT AUTHOR:

Debbie Szwandt (Assistant Director Primary Care)

PRESENTED BY:

Debbie Szwandt (Assistant Director Primary Care)

RECOMMENDATIONS/DECISION
REQUIRED:

The Committe is asked to support the continued
development of a single assurance framework for
primary care including a dashboard

EXECUTIVE SUMMARY
The report outlines the CCGs progress and next steps against the development of a
local Primary care Assurance Framework.

FURTHER ACTION REQUIRED:

None

EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a
result of this report do not impact adversely on any of the protected groups covered by the Equality Act
2010.
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Primary Care Commissioning Committee (PCCC)
Primary Care Assurance Framework (Quality – Contract –Performance)
1.0 Introduction
1.1.

This paper provides an update since November 2015 on the development of the
CCGs single Primary Care Assurance Framework.

1.2.

Appendix A, describes the Primary Care Assurance Framework as reviewed by
the PCCC in November 2015 including a number of key issues highlighted.

1.3.

In December 2015, the CCG held a workshop to review the purpose of the
Primary Care Assurance Framework, review NHS England and other CCG tools,
consider key issues and agree a phased implementation plan, section 2.1.

1.4.

During January 2016 with support from the performance team we are developing
a small number of key measures that will allow us to critique the effectiveness of
the CCG reporting tool, refer to Appendix B for the draft metrics. The draft report
will be available in February 2016.

2.0 Developing the Primary Care Assurance Framework
2.1.

The CCGs proposed plan is to implement a phased approach to developing and
delivering the Primary Care Assurance Framework.
Phase 1:
Review the assurance provided by the NHS England quarterly report, which
since quarter 2 has some practice level data and use high level measures to
develop a local report.
Phase 2:
Work with the CCG performance team to review NHS England QOF Analysis
report, develop a practice disease prevalence report (actual compared to
expected) and review other available primary care quality/performance data at
this stage.
Phase 3:
Were a concern is highlighted via an agreed “trigger” introduce a process of
“Triangulation” against the other CCG primary care monitoring systems such as;
medicines management, Safeguarding, infection prevention and control and
localities engagement.

1
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2.2.

A number of key issues were raised and discussed that will be critical to the
success of the report usability, joint understanding and commitment to this way
of working, these are;
1. Understanding the commissioning question;
“How do we know Primary care is safe, providing quality healthcare and
are able to continuously improve?”
2. The main focus of the Primary Care Assurance Framework should be to
drive Quality Improvement.
3. The CCG needs to make the following decisions;
•
•
•
•
4.

What are the relevant measures (indicators)?
What is the appropriate timeline for monitoring?
What is the appropriate method of practice benchmarking i.e. CCG / GM /
National average, triggers, upper/lower quartiles, RAG, what’s good?
What is the appropriate follow up were a concern is identified?
How are we using the two NHS England’s Primary Care web tools?
Assurance Module – General Practice High level indicators
Quality Improvement module – General Practice Outcome Standards.

5. Does the measure give us a true reflection of what we are trying to get
assurance on? All known limitations to be described.
6. Other primary care measures to be considered for future inclusion are;






Incidents
Complaints
SCEOS
Greater Manchester (GM Standards)
Locally developed measure such as more effective monitoring of GP
access.

7. Practice level information via CQRS (National automated GP reporting and
payment tool) is expected to be available from April 2016. This will allow
more frequent monitoring. However, this is to be confirmed and some GPs
currently submit manually.
.

2
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3.0

Next Steps

3.1. The draft WBCCG primary care assurance report will be reviewed in line with the
key issues in section 2.2.
3.2. The CCG will engage with practice teams via localities regarding the development
of the Primary Care Assurance Framework.
3.3. The CCG will work with Wigan Local Medical Committee to receive feedback

3
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Appendix A: Primary Care (GP) Assurance Framework
The following framework describes those assurances in place within Primary Care; locally,
regionally and nationally.

Monitoring Processes

Service Improvement Processes
Celebrate and share learning

CCG monitoring

Greater Manchester
Devolution (Future)

Peer Reviews

Individual
support

Sustain good or improve

(practice-clinician)

Remedy poor or
deteriorating

NHS England
monitoring
Learning
Networks
External monitoring
e.g. CQC

NHS England

NHS England

Performance
Advisory Group

Quality
Surveillance
Group (QSG)

(PAG)

NHS England Pilot
“Support for Vulnerable Practices”

Key Issues since November 2015:
•
•
•

NHS England, Direct Commissioning Quality Surveillance also shares good practice.
We need to align the new NHS England Pilot “support for vulnerable practices”
GM Devolution assurance is currently in development.
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Appendix B: Draft Metrics Primary Care Assurance Framework . The following table describes the key Primary Care data metrics that will
form the draft Primary Care Assurance Framework report.
Ref
PC1

Primary Care

Data Source

Data Collection

Period

Key Issues

Submitted to Primary
Care Portal via edeclaration

As at Dec 2014

Frequency of data
validation

April 2014 to March
2015

Could be available via
CCG log on to CQRS
from April 2016

Staffing

PC1.1

PC2

Measure Description

The number of registered patients per
wte GP

NHS England
Primary Care Q2

(1.0 GP wte = 9 sessions)

Report received Dec
2015

% Total QOF points

NHS England
Primary Care Q2

Submitted monthly
from GP via CQRS.

Report received Dec
2015

Available end of year
after April

NHS E Public
Health

Check - Submitted
monthly from GP via
CQRS.

QOF

PC 2.1

(max 559 in 2014/15)
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PC 2.2

PC3

% Exception reporting against COPD
QOF Indicators

Published In Oct via
HSCIC

Immunisations

PC3.1

% uptake of Flu vaccination patients
aged 65years and older

Monthly uptake
September to
November 2015

Could be available via
CCG log on to CQRS
from April 2016
Sept 2015–Jan 2016

PC4

Friends and Family

PC 4.1

PC5
PC 5.1

% of patients who would recommend the
practice

NHS England F & F
report & Primary
care Q2

Submitted to Primary
Care Portal

Monthly - Oct 2015

Published via HSCIC
Small sample size

% patients ease of getting through on the
phone

NHS England
Primary Care Q2

Check

Quarterly - Jan 2016

Published via HSCIC
Small sample size

GP Survey

Next step: Review PC1 –PC2 –PC3 -PC4 - PC5 in line with key issues in section 2.2.
5
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MEETING:

Primary Care Commissioning Committee

DATE:

29 January 2016

Item Number:

5.3

REPORT TITLE:

Finance Update

CORPORATE OBJECTIVE
ADDRESSED:

2. Commissioning high quality services, which
reflect the population’s needs, delivering good
clinical outcomes and patient experience within the
resources available

REPORT AUTHOR:

Gayle Wells

PRESENTED BY:

Gayle Wells

RECOMMENDATIONS/DECISION
REQUIRED:

For information

EXECUTIVE SUMMARY
The report outlines the financial position on NHS England Primary Care devolved
allocation for 2015/16 at Month 09 as well as a forecast for the full financial year.
The final section of the report outlines some key risks and issues for the attention of the
Committee;
-

Allowing NHSE access to CCG ledgers; and
An update on financial planning for 2016/17

FURTHER ACTION REQUIRED:

None

EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a
result of this report do not impact adversely on any of the protected groups covered by the Equality Act
2010.
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Finance Update - Primary Care Commissioning Committee
Friday 29th January 2016

1.

Background

1.1

Wigan Borough CCG has been approved under delegated commissioning
arrangements in that the CCG has full responsibility for contractual GP
performance management, budget management and the design and
implementation of local incentive schemes from 1st April 2015.

2.

Current Financial Position – December 2015

2.1

Financial performance reports have been received from NHS England,
Lancashire and Greater Manchester team each month and at Month 09, the
financial position reported on Primary Care delegated budgets is as follows in
table 1.
Table 1: Year to Date financial position

2.2

Year to Date (to end December
2015)
Budget
TOTAL Resource

£m
30.2
30.2

NHS England Central Recharge
NHS England Regional Accrual
TOTAL Expenditure
TOTAL (Surplus)/Deficit

27.4
2.4
29.8
(0.4)

NHS England finance team also sends through a forecast of the financial
position for the full year, 2015/16, based on their assessment of the costs
incurred to date, and information available to them.
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Table 2: Forecast year-end financial position

GP Services
GP - GMS
GP - PMS
GP - APMS
Premises Reimbursements
Enhanced Services
QOF
Other GP Services
Dispensing GPs
TOTAL

2015/16 2015/16 2015/16
Budget Outturn Variance
£m
£m
£m
14.7
14.7
0.0
9.0
9.0
0.0
3.8
3.8
0.0
6.1
5.9
(0.2)
2.7
2.2
(0.5)
4.4
4.4
0.0
1.3
0.8
(0.5)
0.2
0.2
0.0
42.2
41.0
(1.2)

2.3

NHS England, Lancashire and Greater Manchester team have recently
confirmed that any funding in excess of the cost of core primary care services
will not be withdrawn from the CCG in this financial year and therefore the
£1.2m shown above is available for the CCG to commit expenditure against.

2.4

The forecast variance reported against Other GP Services mainly relates to
the Primary Care allocation received by the CCG being £521k higher than the
delegated budget.

2.5

The forecast variance reported against Enhanced Services relates to the
delegated budget being set based on 100% uptake of schemes, as actual
uptake was less than this.

2.6

The CCG has received email confirmation from NHS England, Lancashire and
Greater Manchester team that the outturn position reported at month 09 is as
close as possible to the position expected at the year-end 2015/16.

3.

Key Issues – January 2016

3.1

Nationally, it has been agreed that with effect from 1st April 2016, payments
relating to Primary Care will be made directly from delegated CCG ledgers.
This will require delegated CCGs to give NHS England access to ledgers and
this change request is likely to be made formally in the next few weeks to
Chief Finance Officers.

3.2

NHS England finance team is liaising with Primary Care suppliers, for
instance clinical waste, rates, and interpreting services, to inform them that
from 1st April 2016, invoices should be sent directly to the delegated CCG.
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3.3

Payments relating to the main GP Contracts, GMS, PMS and APMS, will
continue to be generated by NHS England finance teams and sent to Capita
(ex LaSCA Primary Care Support Services). Capita will then issue a journal
which will be imported to the CCG ledger and paid from the CCG bank
account.

3.4

The CCG will need to ensure it forecasts cash for 2016/17 to include
delegated primary care funding requirements.

3.5

Looking forward to 2016/17 financial planning, the CCG has already met with
NHS England to discuss financial baselines. There are a number of material
financial issues to address within any delegated funding in 2016/17 including,
but not limited to:
•

Impact of NHS PS/CHP recharge arrangements;

•

Recurrent funding for 7 Day working, Prime Ministers Challenge Fund;
and

•

Financial impact of PMS Reviews, and APMS Contracts.
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MEETING: Primary Care Commissioning Committee (PCCC)

DATE:

Item Number:

5.4

29 January 16

REPORT TITLE:

Primary Care Commissioning intentions 2016/17
1.Supporting our population to stay healthy and

CORPORATE OBJECTIVE
ADDRESSED

live longer in all areas of the Borough.
2. Commissioning high quality services, which
reflect the population's needs, delivering good
clinical outcomes and patient experience within the
resources available.
3. Function as an effective commissioning
organisation that puts the patient first.

REPORT AUTHORS:

Debbie Szwandt (Assistant Director Primary Care)

PRESENTED BY:

Debbie Szwandt (Assistant Director Primary Care)

RECOMMENDATIONS/DECISION
REQUIRED:

Review the progress and support the proposed plan for
development of the CCG’s primary care commissioning
plans for 2016/17

EXECUTIVE SUMMARY
This paper outlines the CCG’s progress against the development of the primary care
commissioning intentions for 2016/17.
The next steps are:
1. To complete the verification of the primary care funding available with NHS England.
2. To submit the proposal for the further investment required to fund implementation of the
Quality and Engagement Scheme (Includes elements of SCEOS, Local Indicators and
GM Standards) to the value of £15/ registered patient.
3. To update the PCCC on the investment required to deliver an integrated 7 day service
following the “Primary Care Extended Access at Scale service review at its April 2016
meeting (NHS England have indicated GM CCGs will have £9million in 2016/17).
FURTHER ACTION REQUIRED:

Approval of primary care commissioning plans for
2016/17
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Primary Care Commissioning Committee (PCCC) 29th January 2016
Primary Care Commissioning Intentions 2016/17
1. Introduction

1.1 This paper provides an update since November 2015 on the development of the CCGs
Primary Care Commissioning Intentions for 2016/17.
1.2 Appendix A, demonstrates the process for the development for the Primary Care
Commissioning Intentions.
1.3 The findings following the review of Locally Commissioned Services (LCS) and Directly
Commissioned Services (DES) including Public Health DESs, refer to Appendix B.
1.4 General Medical Services (GMS) core contract changes have not yet been published by
NHS Employers and the British Medical Association (BMA).

2. Developing the Primary Care Commissioning Intentions
Step One.
In 2015/6 the Primary Care Budget (delegated and CCG programme budget) is delivering:
•

63 GP contracts to provide primary care services; including QOF, four National DES
programmes and to 320,000 registered patients, for a contract value of £42 million

•

£1.1 million is providing a Single Engagement and Outcomes Scheme (SCEOS). The
scheme directed the delivery of key CCG engagement activities, learning peer
reviews, education and clinical quality activities.

•

£2.3 million is delivering; 10 locally commissioned Services (Appendix B), two wider
primary care contracts, namely ECG interpretation via Broomwell health limited and
Cataracts service.

In addition;
•

£2 million of the Better Care Fund (BCF) is delivering a number of Primary Care
Transformation projects including; GP Access technologies and Community Link
worker.

•

£2.3 million of NHS England Prime Ministers Challenge Fund pilot is delivering
extended GP Access 7 days a week.

•

Public Health also commission a range of National and local services in Primary
Care..
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Step Two.
In 2015/16 two national reviews; PMS and APMS have been implemented which following
completion will have an impact on the reduction of the current core contract value of £42
million.
•

In 2016/17 it is expected that the removal of the PMS premium from 18 PMS
contracts at the 4 year pace of change will release a level of funding for reinvestment across all GP practices. The actual level of funding is to be confirmed by
NHS England.

•

The review of APMS contracts will have no impact until 2017/18.

•

National Budget Allocations announced a 4.5% increase in the Primary Care Budget,
refer to the PCCC finance report for the detail. However, there are also expected
changes to the core contract value due to the quarterly calculation of a GMS contract
value and it is not yet clear what new investment is available to help fund new
initiatives, such as GM Standards.

Step Three.
GM devolution priority areas in the CCGs locality plan, including the requirements in the
NHS planning guidance 2016/17, Sustainability and Transformation plan are;
•

Delivering GM Standards

•

7 Day Primary Care Access (including integration with GPOOHs and NHS 111)

•

Sustainability and Quality in General Practice

•

Quality and Safety in Primary Care

Step Four.
•

The Impact on Primary Care following the implementation of service changes within
other NHS contracts, such as outpatient redesign will continue to be assessed at the
planning phase.

•

Any budget and service specifications will be included in relevant business plans for
consideration and submitted for CCG Approval via the CCGs approval process.

Step Five.
The proposed Primary Care Commissioning Intentions for 2016/17 across the four
programmes of work are described below.
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Co – Commissioning Programme .
This Programme will continue to; deliver GP contracts to 63 practices (56 GMS and 7
APMS), offer QOF, four national DESs and will continue with the national review of the
7APMS contracts.
Key issue:
The Extended Access DES is currently being considered within in the “primary care
extended access at scale” service review, scheduled to complete in March 2016.
Quality Improvement Programme.
This programme will continue to jointly deliver member practice engagement, primary care
quality and service improvement.
Key issue:
We are planning to keep key elements of the existing SCEOS, new local Quality
measures and include GM Standards as a Quality and Engagement Scheme (QES).
The programme is dependent on further investment for the additional GP practice
activities and CCG monitoring.
Locally Commissioned Services Programme.
This programme will continue to deliver additional services in primary care.
Key issue:
The focus will be on ensuring population coverage across all services. The change is
expected to be delivered by collaborative working and new systems to assess the
service demand.

Transformation programme.
This programme will focus on 7 day access, and it's integration with GP OOHs, GP in A & E
and GP extended access DES, new models of care including workforce and sustainability.
Key issue:
This programme is dependent on a significant amount of marketing, investment,
piloting and learning.
4. Next Steps
4.1. As the funding and contracting in Primary Care is increasingly complex, the CCG
intends to find a way to describe all the components to facilitate increased uptake and
implementation in order to support "delivering faster together to 2020".
4.2. Review the proposed Primary Care Commissioning intentions 2016/17 with; Strategy
and Development team, Senior Leadership team (SLT) and Clinical Leadership team.
4.3. Approval of the Primary Care Commissioning Intentions 2016/17 by the CCG Governing
body.
4.4. Carry out a final review of 2015/2016 in April 2016 to assess any new risks against the
plan.
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Appendix A:
Process for the development of Primary Care Commissioning Intentions
The following steps describe the annual process for the development of the CCGs Primary
Care Commissioning intentions.

Step One:
Review the current and previous years Primary Care budget and programme of work.
Step Two:
Assess the impact of any GMS contract changes, including QOF, DESs and NHS contract
changes when available
Step Three:
Align relevant requirements in the Greater Manchester Devolution Wigan Borough CCG
locality plan and national guidance with the Primary Care Commissioning intentions.
Step Four:
Assess the expected impact of the CCGs NHS commissioning intentions on primary care.
eg. Outpatients redesign and System integration.
Step Five:
Develop the annual Primary Care Commissioning intentions, aligned to the four programmes
of work below, for consideration and support by the Primary Care Committee and
submission the CCG governing body for approval.
•

Co -commissioning Programme

•

Quality Improvement Programme

•

Locally Commissioned Services Programme

•

Transformation Programme
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Appendix B: Review of Locally Commissioned Services 2014/15 & 2015/16 in Primary Care

Service Name

Sign up
15/16

Population
Coverage

Service Description

14/15 Cost
Apr-Mar

15/16
Activity
Apr Nov

15/16 Cost
Apr-Nov

2,390

£33,199

1,069

£29,793

£40,000

100

£4,854

67

£3,893

£7,800

645

£13,125

247

£5,616

£10,000

10,864

£109,947

3,311

£42,666

£142,000

14/15
Activity
Apr - Mar

Budget
15/16

Locally Commissioned Service (LCS) 2 years 2015 - 2017
Near Patient
Testing

Homelessness

43

7

239,776

31,096
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Asylum
seekers

Anticoagulation

36

30

208,361

181,374

Monitoring of DMARD
drugs, with shared care
agreements & protocols.
Ensure all Homeless
people in Wigan have
appropriate access to a GP
and wider NHS services
a. Provide a
comprehensive mental and
physical assessment to
identify any serious
ongoing problems, and the
physical or mental effects
of ill treatment;
b. Provide adequate time
at ongoing consultations;
and
c. Make arrangements to
integrate individual asylum
seekers and their specific
needs into the health
promotion programmes of
the Provider.
Anti-coagulation monitoring
service for patients within a
primary care setting. 4
levels

Service Name

End of Life (EOL previously known as Palliative Care)

Inter Practice Referral Anti-Coagulation

Inter Practice Referral Joint Injections
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Ring Pessary

Sign up
15/16

Population
Coverage

63

320,000

Service Description
Provide high quality, End of
Life care to patients
approaching the last year
of life, up to and including
the end of their lives.

14/15
Activity
Apr - Mar

27

14/15 Cost
Apr-Mar

15/16
Activity
Apr Nov

15/16 Cost
Apr-Nov

Budget
15/16

£2,700.00

13,580

£6,393

£161,082

Pilot Locally Commissioned Service (LCS) April 2015 - June 2017
Anti-Coag monitoring &
Activity & spend currently show within original Antidosing within primary care
Coagulation breakdown between services
6
164,300
requested.
Joint Injections done within
primary care & reduce
41
198,078
secondary care injections.
4
£222
2
£111
Review of fitting of Ring
Pessary's in a primary care
setting, reducing
43
238,738
secondary care reviews.
314
£9,937
137
£7,255

Influenza & Pneumonia (Housebound & Staff)

60

Winter Pressures (funded via system resilience)

61

Seasonal LCS Service
Ensure all Housebound &
Staff in Wigan have access
310,570
to Influenza Vaccination.
Provision of extra
appointments over the
winter period. Each
provider is required to
provide 50 per 1000
312,222
additional appointments.

£21,142

£100,600

2,791

£15,225

172

£6,145

£40,000

N/A

£271,548

N/A

£75,222

£304,000

Appendix C: Draft Primary Care Commissioning Intentions for 2016/17.
Each programme area will continue be assessed against the following key enablers; workforce, IM&T, Estates and Training & development, to
support the efficient and effective delivery of the work.
Proposed Primary Care Budget 2016/17
Primary Care Programme

Co –commissioning

CCG Delegated
Budget *

Better Care
Fund

NHS England */
HENW

£45 million

(GMS-PMS-APMS-QOF–DES–Premises)
Quality Improvement
(QES:SCEOS, new local indicators and will
Include GM Standards in 2016/17)
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Proposing £15 / registered patient
Locally Commissioned Services
10 GP practice LCS
2 Primary Care services
Transformation Programme
• PMCF – 7 day access, NHS E
confirmation
• Learning Centre , HENW funding
application
• New Models of Care EOI stage
• BCF Programme - subject to
approval JCG
Total

CCG Programme
Budget**

Total

£45 million

£2.5 million**

£2.5 million**

(Indicative proposed
new investment of
£2.7m**)

proposed
£5.2m**

£900k**

£900k

£1 million
£2 million

£75k

£3 million

unknown
£45 million

£3.4 million**

£2 million

£1 million

£51/£53.3 million

Key Issues:
*Budgets and subsequent available additional funds to be verified between NHS England and WBCCG and **Budgets subject to approval by
WBCCG. (At this stage the budget profile excludes Public Health investment in Primary Care)
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MEETING:

Primary Care Commissioning Committee

DATE:

29 January 2016

Item Number:

6.2

REPORT TITLE:

Support for Vulnerable practices

CORPORATE OBJECTIVE
ADDRESSED:

2. Commissioning high quality services, which
reflect the population's needs, delivering good
clinical outcomes and patient experience within
the resources available
4. Function as an organisation that consistently
delivers its statutory duties

REPORT AUTHOR:

Debbie Szwandt (Assistant Director Primary Care)

PRESENTED BY:

Debbie Szwandt (Assistant Director Primary Care)

RECOMMENDATIONS/DECISION
REQUIRED:

The Committee is asked is asked to endorse the
further work required for the CCG to work with
NHS England and Wigan LMC to implement the
system to identify Vulnerable GP practices.

EXECUTIVE SUMMARY
NHS England circulated the attached letter in December 2015 regarding the; Support for Vulnerable GP
practices: Pilot programme.
NHS England led on the assessment against 15 criteria using a National standardised template.
Wigan Borough CCG and Wigan LMC were invited in January 2016 to identify any vulnerable GP
practices against 2 criteria:
•
•

Criteria 7. Referral and prescribing performance against CCG average
Criteria 14. Other external concerns; CCG, LMC, CQC & NHS England

At this stage no practices were identified by the CCG.

FURTHER ACTION REQUIRED:

Align the support for vulnerable practice
programme with the CCG Primary Care Assurance
Framework.

EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a
result of this report do not impact adversely on any of the protected groups covered by the Equality Act
2010.
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Publications Gateway Reference 04476
For the attention of:
NHS England Directors of Commissioning
Operations

NHS England
Quarry House
Quarry Hill
Leeds
LS2 7UE

Clinical Leaders and Accountable Officers, NHS
Clinical Commissioning Groups
Copy:
NHS England Regional Directors

0113 254 0000
england.primarycareops@nhs.net
7 December 2015

Dear colleagues
SUPPORT FOR VULNERABLE GP PRACTICES: PILOT PROGRAMME
In June this year the Secretary of State for Health announced 1 NHS England would
work to develop a £10m programme of support for practices identified in difficulty.
Today we are setting out how this programme will be delivered and will test how best
to identify and support the most vulnerable GP practices. We have considered a
range of options, working with NHS Clinical Commissioners and other key
stakeholders. Local NHS England teams will be responsible for leading delivery and
implementation working in very close collaboration with CCGs.
We want to secure improvements in vulnerable GP practices to help build resilience
in primary care and to support delivery of new models of care. This will provide
support to practices under pressure ensuring patients have continued access to high
quality care.
The attached annex confirms the arrangements for:
a) the selection of eligible practices - national criteria to identify and prioritise
vulnerable GP practices for support. In summary those rated by CQC as
‘inadequate’, those rated as ‘requiring improvement’ where there is greatest
concern; and, those assessed by local commissioners in need of support in
view of local intelligence.
b) the nature of the support offer and how this will be secured – we are working
to extend the RCGP peer support programme for practices in special
measures and local teams will otherwise secure additional facilitated support
for other identified vulnerable practices.
c) the funding arrangements – NHS England is committed to investing at least
£10 million to support vulnerable GP practices over the next 12 months.
Central programme funds in 2015/16 are being transferred to Local NHS

1

https://www.gov.uk/government/speeches/new-deal-for-general-practice

Page 61

England teams to fund support as detailed in the table below. Practices will be
required to match fund.
d) monitoring and evaluation - to identify what works and refine the programme
in light of experience.
Table. Allocations for local NHS England teams
North Regional team
Cheshire and Merseyside
Cumbria and North East
Lancashire and Greater Manchester
Yorkshire and the Humber
Midlands & East Regional team
Central Midlands
East
North Midlands
West Midlands
London Regional team
North East London
North West London
South London
South Regional Team
South Central
South East
South West
Wessex

£
£
£
£

418,212
527,958
728,125
931,347

£
£
£
£

778,934
721,192
601,337
716,037

£
£
£

579,817
379,008
565,353

£
£
£
£

615,741
767,038
533,321
461,582

This initiative won’t be without workload implications for already stretched local NHS
England teams and CCGs, but it is aimed at helping those practices that are already
likely to be on your radar, giving local commissioners some much needed resource
to address practices that are already vulnerable.
In addition to this pilot programme, I thought it would be helpful to set out how we are
working to ensure we support the health and well-being of GPs and their staff, which
can clearly be impacted when practices find themselves vulnerable and in difficulty.
We will shortly be publishing a new national specification for GP practice
occupational health services for use by local NHS England teams. This will ensure
that over time we move to a position where all performers in England have access to
a consistent occupation health service offer, providing enhanced occupational health
assessments in relation to their duties or to support their health, safety and wellbeing
at work.
You may also be aware Simon Stevens announced in September 2015 that NHS
England would go further and look to develop additional services to Improve GPs’
Access to Mental Health Support including combatting issues like stress and
burnout. We are currently working closely with our partners to scope out what such a
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service would be, with a view to putting in place a nationally available service in
2016.
If you or your teams have questions about the pilot programme which you would like
to raise and are not answered by the attached information and FAQs please send an
email to: england.primarycareops@nhs.net

Yours sincerely,

Rosamond Roughton
Director of NHS Commissioning
Medical Directorate
NHS England
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Annex
Support for vulnerable GP practices – pilot programme
Selection of eligible practices - identifying vulnerable GP practices
1. Local NHS England teams will identify vulnerable GP practices eligible for
support under this pilot programme using the criteria detailed in this paper. The
methodology uses CQC ratings but importantly goes beyond these to identify
vulnerable GP practices.
2. In summary vulnerable GP practices are identified as those rated by CQC as
‘inadequate’, those rated as ‘requiring improvement’ where there is greatest
concern; and, those assessed by local commissioners in need of support in view
of local intelligence (e.g. concerns in lieu of CQC inspection taking place or
recognising even good or outstanding rated practices can quickly fall into
difficulty) 2.
3. This approach acknowledges the challenges in identifying vulnerable GP
practices and places primacy on local commissioners being best placed to
identify and prioritise practices for support while ensuring there is a consistent
approach across England.
4. Local NHS England teams and CCGs will need to agree on a prioritised list of
practices to support based on their assessment of practices using the national
criteria. A process for engaging with all CCGs will need to be established if a
suitable one does not already exist locally. Prioritisation should be agreed at the
level of the units of planning CCGs agreed in 2014/15. Prioritisation should be
made on the basis of local intelligence and judgement as to where the greatest
impact can be achieved from the available funding this year.
5. Local NHS England teams will need to be able to confirm by 28 January
2016 details of those GP practices they have agreed to support. Further
details will follow on the reporting arrangements.
Support for vulnerable GP practices
6. GP practices rated inadequate by CQC will continue to be offered support
through the RCGP peer support programme which is being extended to cover
completion of the first wave of CQC inspections. All practices are currently
expected to have been inspected by October 2016.

2

If during this process an urgent need for a CQC inspection (or re-inspection) is highlighted CQC should be
advised immediately accordingly. It is expected this need would though ordinarily be picked up through the
ongoing work of Quality Surveillance Groups. Likewise individual practitioner issues can be raised through the
usual channels.
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7. Local NHS England teams will be responsible for securing the support offer for all
other identified vulnerable GP practices through the provision of externally
facilitated provider support.
8. This support is in addition to, not instead of, commissioners existing flexibilities
under Section 96 of the 2006 NHS Act to provide assistance (including financial
assistance) and support to contractors. The aims of this additional external
support is to assess (as needed) and treat the causes of vulnerability, securing
practice improvement and building longer term resilience rather than deliver short
term quick fixes.
9. NHS England’s national support centre will work to simplify the procurement
process for local NHS England teams by securing a dedicated provider call-off
framework for the programme. The framework will enable the efficient
appointment of providers who can deliver tailored support, including peer support,
to meet the needs of local practices by providing access to:
•
•
•
•

Diagnostic services if required where areas for improvement need to be
identified and understood
Specialist advice and guidance – e.g. HR, IT, Management , Finance
Coaching / Supervision / Mentorship as appropriate to identified needs
Practice management capacity support

10. This call-off framework needs to be put in place which will take approximately 3-6
months. Until then, and in order to speed up our ability to secure support for
identified practices, local NHS England teams will be responsible for putting in
place local solutions to securing 3 externally facilitated support.
11. The support offer to identified practices under this pilot is conditional on:
a) Matched funding commitment – identified vulnerable GP practices will be
expected to contribute matched funding on 50:50 basis as a measure of their
commitment to improvement.
b) Movement towards sustainable models of care – funding must not be used to
support unsustainable models of care or practices that fail to engage with
local CCG plans for primary care (where these are in place). Again to highlight
this support is in addition to, not a replacement for, Section 96 flexibilities.
Funding
12. NHS England is committed to investing at least £10 million to support vulnerable
GP practices over the next 12 months. The funding available to secure support in
3

In line with Standing Financial Instructions (https://www.england.nhs.uk/wp-content/uploads/2013/11/fin0001-v4.pdf)
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this financial year is being allocated from the central programme budget to local
NHS England teams via RTF process in two phases; one third in December
2015, and the remaining two thirds in April 2016 (subject to expenditure accounts
which will be reviewed in February 2015).
13. The table below confirms the allocations for each local NHS England team.
These have been calculated on registered population fair shares. A small amount
is being retained centrally to support RCGP pilot extension, secure CSU support
for developing the call-off framework and to support evaluation. We will confirm
funding allocations for next financial year following the current business planning
round.
Table. Allocations to local NHS England teams
North Regional team
Cheshire and Merseyside
Cumbria and North East
Lancashire and Greater Manchester
Yorkshire and the Humber
Midlands & East Regional team
Central Midlands
East
North Midlands
West Midlands
London Regional team
North East London
North West London
South London
South Regional Team
South Central
South East
South West
Wessex

£
£
£
£

418,212
527,958
728,125
931,347

£
£
£
£

778,934
721,192
601,337
716,037

£
£
£

579,817
379,008
565,353

£
£
£
£

615,741
767,038
533,321
461,582

14. During our scoping work we considered carefully allocating the funding at a CCG
level. It was decided allocation at the larger local regional team footprint would
allow a more targeted approach to identifying and supporting vulnerable GP
practices in greatest need.
Monitoring and evaluation
15. Local NHS England teams will report on the practices they have identified with
CCGs to support, and for each provide details of that support and assessment of
turnaround progress. There will be a low burden evaluation after the first 6
months of operation so that successes and learning are identified, shared across
regions and built on in this programme. We will discuss and develop these
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arrangements working with local NHS England teams and CCGs over the coming
weeks.
Criteria to identify vulnerable GP practices
16. Identifying General Practice that is running into difficulties and in need of support
for recovery is challenging. There are elements of any assessment which are
subjective and deciding on the severity or weight of issues facing individual
practices is even more problematic to measure. These criteria seek to chart a
middle route between those aspects that are measurable and those less tangible
issues which can have a significant impact of the operation of a practice. The
nature of the issues facing a practice can be grouped generally as follows;
demand, capacity and internal issues.
17. A range of criteria have been identified below that can be used as a screening
tool by local commissioners. Local NHS England teams should utilise the criteria
to guide their assessment with CCGs as to whether any practices of concern
(whether known to the commissioner or practices self-declaring) should access
the support available in order to secure local provision for patients and support
local strategic plans.
18. Based on this assessment Local NHS England teams and CCGs should then use
a standard risk matrix (effectively rating the likelihood and impact of vulnerability).
This can be used to guide the relative ranking of vulnerable practices within a
given geographical area (units of planning) to target support to those practices
that are most likely to benefit from it.
19. It is suggested that local NHS England teams and CCGs will utilise their
judgement when completing the assessment working with local partners, for
example, the LMC. It should be noted that the criteria overlap in some cases, for
example a practice with a high vacancy level may also seek to close their list to
new registrations.
Considerations
20. When undertaking the assessment it may become evident that there are
significant risks that need to be escalated rather than relying on this support to
address issues. Therefore commissioners should be alert to the possibility that a
practice may need to be referred to the CQC or for individual practitioner issues
to be addressed through the usual channels.
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Criteria
Domain
Safety
1.

Criteria

Description and rationale for inclusion

CQC rating – inadequate

A practice rated as inadequate by the CQC is already directed to the RCGP
scheme which is analogous to the proposed approach. It is not proposed that
this is changed but is included within the criteria for the sake of completeness.
A practice rated as requiring improvement where there is greatest concern
(e.g. just short of inadequate) should be offered support. FAQs provide further
guidance. Issues will be more intractable or have significant impact on the
operation of the practice. This also applies to any patient safety issues
identified as requiring improvement.
This reflects that sometimes practices where a professional is having
performance issues can have an impact on the overall performance of the
practice.

2.

CQC rating - requires improvement

3.

Individual professional performance
issues

Page 68

Workforce
4.

5.

Efficiency
6.

7.

Number of patients per WTE GP

Percentage of GP sessions not
routinely filled (include long term
illness)
QOF % achievement

Referral or prescribing performance
compared to CCG average

This criteria is to reflect the significant workload facing a practice in this
situation, which of itself is not an indicator of a vulnerable practice as this may
be ameliorated by a significant number of practice nurses or nurse
practitioners.
This is a key indicator of a practice that is vulnerable.

This is often used as a short hand measure of how well a practice is operated.
The vast majority of practices score well above 90% with average 94%
achievement. Just 500 practices score under 80% achievement, 100
practices score under 65% achievement. 21 practices achieve a score which
is half of England average achievement (47%).
It is proposed that this is flagged as a risk where a practice is in the upper
quartile for aggregate prescribing performance compared to the CCG average
and the same measure for GP referrals.

Patient
Experience/
access
8.

9.

10.
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Organisational
Issues
11.

List closure (including application to
close list)

GP Patient Survey - Would you
recommend your GP surgery to
someone who has just moved to
your local area? (% no).
GP Patient Survey – ease of getting
through by phone (% not at all
easy).

12.

Practice leadership issues (partner
relationships)
Significant practice changes

13.

Professional isolation

External
perspective
14.

15.

This criteria is akin to the practice self-declaring that they have a problem. It is
a crude 'measure' however in that the practice may be struggling to meet an
increase in demand or it may be a struggling practice unable to managing its
current demand. It will be important to consider the reasons for list closure.
This is one of a set of patient experience criteria that could be usefully
included. Patient advocacy is known to correlate with good quality care.

Could be usefully included in that it provides an early indication where
problems with matching capacity and demand are starting to be reflected in
the results.

This is a key criteria but difficult to define so will be for local commissioners to
reflect a risk rating against this and provide justification.
It is self-evident that this increases the vulnerability of the practice where a
practice is splitting, less so for a practice merging which may be to for positive
reasons and may make local practices stronger and more resilient.
This is a self-evident criteria, but there are many resilient single handed
practices that continue to operate successfully. However by definition a
single handed practice has less resilience than a larger practice. Again it
would be for local commissioners to reflect a risk rating against this.

Other external perspectives not
covered in the above criteria, for
example significant concerns from
LMC, CCG or NHS England

This is a key criteria. The risk score increases dependent upon how many
local external bodies have significant concerns.

Primary Care Web Tool – negative
triggers

Using this tool and in particular those practices that trigger 5/6 or more
negative indicators provides an indication of some issues in a practice.
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Vulnerability Risk Matrix
21. Following an assessment of the criteria above local NHS England teams should
agree with CCGs where individual practices should be placed on the risk matrix
below.
22. Placement should be scored between 1-5 for both likelihood of vulnerability and
impact of vulnerability. Descriptions of likelihood and impact scoring are also
provided also.
23. Local NHS England teams will need to ensure there is a record justifying
placement based on their assessment of the criteria and demonstrating a
consistent approach to the assessment of practices.
Risk matrix

Description: likelihood scoring
Category
Likelihood score
Descriptor
Frequency /
What is the
likelihood of the
practice falling
in significant
difficulties?

Likelihood Scoring
1
Rare
This probably
will never
happen/recur

2
Unlikely
Do not expect it to
happen/recur, but
it is possible it
may do so

3
Possible
Might happen
or recur
occasionally

4
Likely

5
Very Likely

Will probably
happen/recur,
but is not a
persisting
issue or
circumstance

Very likely to
happen/recur;
possibly
frequently.

70care for all, now and for future generations
Health and highPage
quality
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Description: impact scoring
Category
Impact
score
Descriptor
How serious
are the
practice
difficulties?

Impact Scoring
1

2

Very low
• Minor
difficulties
• No or
minimal effect
for patients
• No or
minimal effect
for staff

3

Low

Moderate

• Single difficulty
• Low effect for a
small number of
patients if
unresolved
• Low effect on
practice and
staff

• Repeated
difficulties
• Moderate effect
for multiple
patients if
unresolved
• Moderate effect
for practice and
staff if unresolved

4
High
• Ongoing
serious
difficulties
• Significant
effect for
numerous
patients if
unresolved
• Significant
effect for
practice and
staff if
unresolved

5
Very high
• Difficulties
leading to failure to
meet national
standards with
unacceptable
levels of quality of
treatment or
service
• Very significant
effect for a large
number of patients
if unresolved
• Very significant
effect for practice
and staff if
unresolved
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Frequently Asked Questions
1) Do we need to assess all GP practices using the criteria?
No, all practices do not need to be assessed. There will be practices already on local
commissioners’ radar who you will want to assess and prioritise for support under
this programme. In addition, the availability of support may trigger some practices to
come forward to self-declare their vulnerability and who may not be on your radar
currently, and who you will want to assess.
2) Can we devolve funding to CCGs with delegated commissioning
responsibilities?
This is an NHS England initiative to be delivered by local teams. CCGs will need to
be closely involved in the identification and prioritisation of support. This prioritisation
will be at a footprint higher than individual CCG level, using the units of planning
CCGs agreed. CCGs can continue to invest locally in primary care in addition to this
programme.
3) Which practices rated as Requires Improvement are of greatest concern?
GP practices rated as Requires Improvement overall, with one Inadequate rating for
a key question or population group. CQC inspect these practices within six months of
the initial inspection report being published. If they are rated inadequate for any
question or population group they will be placed into special measures. Particularly
in need of support within this group, and potentially higher risk, are those with a
rating of Inadequate for well-led.
GP practices rated as Requires Improvement overall, with four or five key question
rated as Requires improvement (no Inadequate ratings for population groups).
Particularly in need of support within this group, and potentially higher risk are those
with a rating of Requires Improvement for well-led.

4) Prioritisation of vulnerable GP practices requires us to operate at a level
wider than the local NHS England team given the units of planning CCGs
agreed. Is there facility to transfer resources across local NHS England
teams?
The respective Directors of Finance and Directors of Commissioning for Public
Health and Primary Care from the local NHS England teams may jointly agree the
transfer of any resources, with oversight and approval from their region(s).

5) Is there a financial limit on the external support we should offer vulnerable
GP practices?
The value of the support offer is for local NHS England teams to decide on working
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with CCGs to deliver the greatest impact from the available funding. It will be
important to take account of the differing needs of identified vulnerable GP practices
and the matched funding commitment. Local NHS England teams should always
assess if agreed solutions offer good value for money.
6) How long should support last?
This is for local NHS England teams to decide on taking account of the identified
needs of vulnerable GP practices that are seeking to be addressed.
Practices rated inadequate and placed in special measures by CQC are re-inspected
after six months for improvement. This can offer a useful frame of reference although
it is recognised the emphasis there is on securing urgent improvements.
The local offer could be intensive support delivered over a short term or more
developmental delivered over a longer term, within the timescales of this pilot
programme.
The local support offer should make clear the duration of support available.

7) How will I know what support vulnerable practices need?
The problems impacting on vulnerable practices may be clear from the local
intelligence which supported their prioritisation (e.g. former risk assessment or
practice visit, CQC inspection report etc.). If this is not the case or a fuller
understanding of the issues is required a practice diagnostic may be offered as a first
step to developing an effective package of support.
8) Can we set aside the practice requirement to match fund support?
Local NHS England teams are free to set the terms on how and when GP practices
match fund but do not have the flexibility to set aside the requirement for practices to
match fund.
It is recognised practice funding and cash flow can present a barrier to some
practices match funding and taking up the offer of support. However this needs to be
balanced with the need to ensure wise investment in additional support has the full
commitment of a practice to achieve these improvements.
Local NHS England teams are reminded that this funded support is in addition to,
and not a replacement for, flexibilities under Section 96 of the 2006 NHS Act to
provide assistance (including financial assistance) and support to contractors.
9) Can practices in special measures only access the RCGP support scheme
or can we offer other externally facilitated support instead of - or in addition
- to this?
RCGP’s peer support programme is the principle means of support to practices
placed in special measures by CQC.
Other externally facilitated support should ordinarily only be offered to practices who
have exited special measures but remain prioritised for support.
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10) Can NHS England’s £5k contribution to match-fund the costs of RCGP peer
support programme for individual practices, be funded from the £10m pilot
support programme allocations to regions?
Yes.
11) Who can provide support?
The importance of peer support for general practice improvement is widely
understood, particularly if problems underlying a practices’ vulnerability are not
widely recognised or acknowledged in the practice.
Prospective providers could therefore include good local practices, GP Federations,
Local Medical Committees or wider primary care organisations who are able to
organise and deliver a peer support offer. In some instances more specialist advice
and support might be able to be delivered by a range of different types of providers,

12) How can we secure services locally in the absence of a call-off framework?
Local NHS England teams will have previous experience of securing support for
practices. Until we are able to put in place the call-off Framework, which we aim to
have in 3-6 months, we recommend local regions use existing mechanisms to
engage with potential suppliers for each of their requirements.
NHS England is required to follow Standing Financial Instructions (SFIs) when
procuring services; Section 13.24 Requirement to Tender or Obtain Quotes. To
support these processes the following mechanisms may be used in the interim
period:
A. 13.24.9 For procurements that are not subject to European Union or UK law
requirements, and for which a contract does not already exist, with regards to
tendering the following quotation requirements apply:
•
•
•

For Procurements with a full life expenditure of over £50,000 at least five
written quotes should be requested.
For procurements with a full life expenditure of over £10,000 up to and
including £50,000 at least three written quotes should be requested.
For procurements with a full life expectancy of up to and including £10,000
one written quote may be obtained, where it is unlikely that three quotes
would generate a substantially better price (and therefore the cost of obtaining
quotes is likely to exceed any saving achieved), otherwise at least three
written quotes should be obtained.”

B. 13.25.1.1 Where the supply is proposed under a contract or framework
negotiated by the Department of Health or another body, that NHS England is
able to take advantage of, in which event the said contract or framework must be
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complied with, including any requirement to tender amongst parties to a
framework agreement. Where a multi-supplier framework is silent on tendering
requirements, or offers the ability to either run a mini competition or appoint
without running a mini competition, the requirement to obtain quotes detailed in
SFI 13.24.9 apply;
•

Possible appropriate Framework: https://www.england.nhs.uk/lpf/

Regional teams are to use their own judgement on the most appropriate method of
procurement.
13) Do I need to submit a business case for each requirement / procurement?
The Central Primary Care Commissioning team has submitted a business case for
the £10m fund; therefore local NHS England teams will not need to submit their own
business case.
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Debbie Szwandt (Assistant Director Primary Care)
Update to the committee on the CCG Assurance
Delegated functions self-certification Q2 2015/16

EXECUTIVE SUMMARY
The attached paper is the CCG Assurance Delegated functions self-certification for Q2
2015/16, which was submitted to NHS England on the 30th November 2015.
The Quarter 3 self-certification is expected to be completed during quarter 4, with a deadline
for submission to be confirmed.

FURTHER ACTION REQUIRED:

Self-certification Q3 2015/16 submission in Q4
2015/16
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Annex A
CCG Assurance Framework 2015/16
Delegated Functions - Self-certification
CCG Name or joint committee of CCGs
Wigan Borough CCG
Quarter/year to which certification applies Quarter 2 - 2015/16 (July – September
2015)
1. Assurance Level
To support ongoing dialogue, CCGs are asked to provide a self-assessment of
their level of assurance for each Delegated Function (as appropriate) .
Assurance Level
Change since last period
Delegated commissioning
Assured as good
No change
OOH commissioning
Assured as good
No change
2. Outcomes
Briefly describe progress in last quarter towards the objectives and benefits
the CCG set out in taking on delegated functions, in particular the benefits for
all groups of patients
<maximum 200 words>
The CCG has established the Primary Care Commissioning Committee (PCCC)
which has met once during Quarter 2 with one of the areas of focus being to
document a clear terms of reference for its work. An operational group has also been
established which reports to the PCCC and includes NHS England representation.
These bodies will be important in setting the tone and providing leadership for
primary care in the borough.
The PCCC considered the primary care priority areas for 2015/16 which included,
PMS and APMS National reviews, the development of a local Primary Care
Assurance Framework and the development of the Primary Care Commissioning
Intentions for 2016/17.
The Assistant Director of Primary Care who will now lead the co-commissioning
agenda for the CCG is now in post.
The work to align the review of both local and national primary care commissioning;
investment, performance, quality and outcomes, thus ensuring that the whole of
primary care commissioning will benefit the population of Wigan Borough is
progressing.
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3. Governance and the management of potential conflicts of interest in
relation to primary care co-commissioning (this section should be
completed by those CCGs which undertake joint commissioning with NHS
England as well as those that have delegated commissioning
arrangements)
Co-commissioning
No

OOH commissioning
No

Have any conflicts or potential
conflicts of interest arisen during the
last quarter?
If so has the published register been No
No
updated?
Is there a record in each case of how Not applicable
Not applicable
the conflict of interest has or is
planned to be managed?
Please provide brief details below and include details of any exceptions during
the last quarter where conflicts of interest have not been appropriately
managed
<maximum 200 words>
There have been no conflicts of interest arising from the delegated functions in
Quarter 2.
4. Procurement and expiry of contracts
Briefly describe any completed procurement or contract expiry activity during
the last quarter in relation the Delegated Functions and how the CCG used
these to improve services for patients (and if and how patients were engaged).
<maximum 250 words per Delegated Function>
The CCG has worked in partnership with NHS England to commence the review of 7
APMS projects in line with NHS England policy.

Contract holders have been informed, the detailed practice review has been
completed and the pre-consultation exercise has been extended with advice from the
Consultation Institute to include talking to patients that attend the practice and may
not be involved in the GP practice’s patient & participation group.
The APMS review plan has been submitted to the PCCC including planning for the
commissioning decision to procure or disperse the practice lists. The service review
will include the provision of services to patients including quality of services
Nationally, there is a pause on all redesign / procurement of all OOH services as
requested by Dame Barbara Hakin. However, the North West NHS111 procurement
was already completed prior to this notification and it is now live across the whole of
region.
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Local Incentive Schemes
Is the CCG offering any Local Incentive Schemes to GP
practices?
Was the Local Medical Committee consulted on each new
scheme?
If any of those schemes could be described as novel or
contentious did the CCG seek input from any other
commissioner, including NHS England, before introducing?
Do the offered Local Incentives Schemes include alternatives
to national QOF or DES?

Yes
Yes
No

No

Choose an item.
If yes, are participating GP practices still providing national
data sets?
What evidence could be submitted (if requested) to demonstrate how each
scheme offered will improve outcomes, reduce inequalities and provide value
for money?
<maximum 250 words for each Delegated Function>
The CCG is offering 12 locally commissioned services in 2015/16. The 12 locally
commissioned services were implemented following a review of the 2014/15
programme. The CCG shared the 2015/16 commissioning intentions with Wigan
Local Medical Committee.
The CCG is able to submit an uptake by practice of each locally commissioned
service, performance and cost.

5. Availability of services
Briefly describe any issues raised during the last quarter impacting on
availability of services to patients (include if and how patients were engaged).
<maximum 250 words for each Delegated Function>
No issues were identified regarding availability of services in Quarter 2.

How many providers are currently identified
by the CCG for review for contractual
underperformance?
And of those providers, how many have been
reviewed and there is action being taken to
address underperformance?
During the last quarter were any providers
placed into special measures following CQC
assessment?

Delegated
commissioning
0

OOH
commissioning
1

N/A

1

No

No
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If yes, please provide brief details of each case and how the CCG is supporting
remediation of providers in special measures
<maximum 50 words per case>
No GP providers are in special measures
OOH provider did not achieve all National Quality Requirements. This has been
raised via Contract Monitoring Group meetings with the provider and an action plan is
in place and monitored monthly. However, this did not affect the availability of the
service to patients, nor is the provider in special measures.
In the last 12 months has the CCG published benchmarked
results of providers OOH performance (including Patient
experience)
If yes, please provide link to published results:

No

6. Internal audit recommendations
Co-commissioning
No

OOH commissioning
No

Has internal audit reviewed your
processes for completing this selfcertification since the last return?
If so, what was their conclusion and recommendations for improvement?
<maximum 200 words for each Delegated Function>
This quarterly assurance framework process has been discussed with the CCG’s
internal auditors and it is their intention to complete a more detailed review of the
submission during Quarter 3.

Use this space to detail any other issues or highlight any exemplar practice
supporting assurance as outstanding
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7. CCG declaration

I hereby confirm that the CCG has completed this self-certification accurately
using the most up to date information available and the CCG has not
knowingly withheld any information or misreported any content that would
otherwise be relevant to NHS England assurance of the Delegated Functions
undertaken by the CCG.
I confirm that the primary medical services commissioning committee
remains constituted in line with statutory guidance.
I additionally confirm that the CCG has in place robust conflicts of interest
processes which comply with the CCG’s statutory duties set out in the NHS
Act 2006 (as amended by the Health and Social Care Act 2012), and the
NHS England statutory guidance on managing conflicts of interest.

Signed by [insert name] CCG Accountable Officer
Name: Trish Anderson
Position: Chief Officer
Date: 24 November 2015
Signed by [insert name] Audit Committee Chair
Name: Canon Maurice Smith
Position: Chair of Audit Committee, NHS Wigan Borough CCG
Date: 25 November 2015

Please submit this self-certification to your local NHS England team and copy to
england.primarycareops@nhs.net using the email subject ‘Delegated functions selfcertification.’
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