MEETING: Governing Body

Item Number:

8.1

DATE: 24th May 2016

REPORT TITLE:

Governing Body Assurance Framework (GBAF)
Quarter 4

CORPORATE
OBJECTIVES
ADDRESSED:

All four (see pages 5&6 of Framework)

REPORT AUTHOR:

Tim Collins, Assistant Director, Governance

PRESENTED BY:

Julie Southworth, Director of Quality & Safety

RECOMMENDATIONS/
DECISION REQUIRED:

Approve

EXECUTIVE SUMMARY:
The CCG is required to have a GBAF. It is referred to in our published Risk Management
Strategy & Policy and the attached presentation follows the Department of Health
template. This document, together with the Corporate Report, are the two primary tools to
be used by the Governing Body to scrutinise our performance and risks. We have drawn
on the content of NHS England’s assurance framework to populate the GBAF as we are
assessed on our delivery against the framework.
The attached iteration of the GBAF is effective as at year end 31/03/16. There is
commentary on pages 5 and 6 on the CCG’s achievement of its corporate objectives. The
document was scrutinised by the Corporate Governance Committee on 10th May 2016.
The 2016/17 GBAF will be introduced at the end of Quarter 1.

FURTHER ACTION
REQUIRED:

Ongoing review by Committees and Governing Body

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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1. Background
1.1 The Governing Body Assurance Framework (GBAF) is one of a suite of documents which evidences
the position of the CCG in relation to the achievement of its corporate objectives. The other principal
documents are the monthly Corporate Report and the quarterly Finance Report. The CCG’s Risk
Management Strategy & Policy includes the following section:
1.2 The GBAF is a means of identifying and quantifying strategic risks within the organisation and is the
means by which the Governing Body monitors and controls the risks which may impact on the
organisation’s capacity to achieve its objectives. The GBAF identifies the corporate objectives of the
organisation and the principal risks related to the delivery of these objectives. Key controls are made
explicit together with the assurances on these controls. In addition, the GBAF will identify linkages
with inter-related areas of assurance. It also provides a structure for the evidence to support the
Annual Governance Statement.
Corporate Objectives

What the organisation aims to deliver

Principal Risks

What could prevent the objectives and workstreams being achieved –
these are rated 1 to 5 dependant on impact/consequence

Key Controls

What controls/systems we have in place to assist in securing delivery of our
objective – the likelihood of the risk occurring is also rated 1 – 5 following
identification of the controls actively in place

Gaps in Control

Where we are failing to put controls/systems in place or where we are
failing in making them effective

Positive assurances

Where we can gain evidence that our controls/ systems, on which we are
placing reliance, are effective

Gaps in assurance

Where we are failing to gain evidence that our controls/ systems, on which
we place reliance, are effective

Mitigating Actions

An action plan to improve key controls that will manage principal risks, and
gain assurances where required

3
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2. Risk Assessment Matrix
The following principles should be applied when rating individual risks:
First Stage: Qualitative Measures of Risk (The Consequence or Impact)
LEVEL

IMPACT

1

Almost None

2

Minor

3

Moderate

4

Major

5

Catastrophic























EXAMPLES OF DESCRIPTORS
(please refer to local policy)
No injuries (No treatment/intervention required/given, no time off work)
Patient Safety Incident resulting in ‘no harm’ (including near miss event)
Insignificant impact upon service provision (Loss/interruption not exceeding 1 hour)
None or minimal financial loss/cost
Minor injury or illness (First aid treatment, time off work not exceeding 3 days)
Patient Safety Incident resulting in ‘low harm’ (as defined by the NPSA)
Minor impact upon service provision (Loss/interruption not exceeding 8 hours)
ow financial loss/cost
Moderate Injury (Medical attention required, time of work 4 -14 days, RIDDOR)
Patient Safety Incident resulting in ‘moderate harm’ (as defined by the NPSA)
Small patient numbers affected
Moderate impact on service provision (Loss/interruption not exceeding 24 hours)
Moderate financial loss/cost
Major injuries/long term incapacity/disability (Time off work in excess of 14 days)
Patient Safety Incident resulting in ‘serious harm’ (as defined by the NPSA)
Major impact upon service provision (Cancellation of service or loss/Interruption not
exceeding 1 week
Major financial loss/cost
Death/permanent injuries/irreversible health effects
Patient Safety Incident resulting in death or major permanent incapacity
arge numbers of patients affected
Catastrophic impact upon service provision (loss/Interruption exceeding 1 week/
or/permanent loss of a service or facility)
Huge financial loss/cost

Applicable/
Non-applicable


Second Stage: Qualitative Measures of Risk (The Likelihood of Occurrence)
LEVEL

LIKELIHOOD

1

Rare

2

Unlikely

3

Possible

4

Likely

5

Almost Certain

EXAMPLES OF DESCRIPTORS
(please refer to local policy)
This will probably never occur/recur - not expected to recur for years
(Adequate level of control. E.g. effective policy, training, supervision etc. is in place)
Not expected to happen/recur - not expected to occur more than annually
Defined safe systems of work, occasional exposure etc.
Might happen or recur - expected to occur at least monthly
Poor supervision, non-secure controls etc.
Will probably happen/recur - expected to occur at least weekly
Poor training, lack of supervision or ineffective controls etc.
Will undoubtedly happen/recur, - expected to occur at least daily
No control measures, constant exposure etc.

Applicable/
Non-applicable

Third Stage: Qualitative Measures of Risk & Action Required (Risk Analysis & Rating)
IMPACT

Rare (1)

LIKELIHOOD OF A REPEAT
Unlikely (2)
Possible (3)

(((((ikely ()

Almost Certain (5)

Almost None (1)
1

2

3

4

5

2

4

6

8

10

3

6

9

12

15

4

8

12

16

20

5

10

15

20

25

Minor (2)
Moderate (3)
Major ()
Catastrophic (5)

EXTREME RISK
HIGH RISK

15 – 25
8 - 12

Immediate Action Required by Director – Reportable to the Governing Body
Attention Needed By Senior Management – Reportable to Governing Body
Committee
MEDIUM RISK
4-6
Management by Line or Service Manager
LOW RISK
1-3
Manage By Routine Policies/Procedures/Processes/Systems
(Adapted from: AS/NZS ISO 31000:2009 Risk Management Standard)

4
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3. Corporate Objectives 2015/16
The assessment of achievement below should not be read in isolation but reviewed alongside the CCG’s Annual Report which includes
further detail on financial, operational and quality performance:

CORPORATE OBJECTIVES
1. Supporting our population stay healthy
and live longer in all areas of the
Borough

Page 25
2. Commissioning high quality services
which reflect the population’s needs,
delivering good clinical outcomes, and
patient experience within the
resources available

HAVE WE ACHIEVED OUR OBJECTIVES?
• Compared to other boroughs of a similar size Wigan has the highest
increase in healthy life expectancy for men and women and the largest
reduction in the gap between the borough and the national average for
health life expectancy;
• The life expectancy gap between most deprived and least deprived in the
borough has widened (Public Health England);
• The Borough performs better than the Greater Manchester and national
average for Myocardial Infarction, Stroke & Stage 5 Kidney Disease In
People With Diabetes;
• Community Link Workers are in place across the borough working with
hard to reach people who might be socially isolated but inappropriately
accessing clinical services; and
• Primary Care Link Workers based at GP Practices are assisting patients
in finding the right services at the right time for them.
• Of the two standard hospital mortality rates, Wrightington, Wigan & Leigh
FT (WWL) performs well on the HSMR indicator, however the SHMI
weekday and weekend indicators are a continuing focus for attention;
• Year-to-date scores for each of the Friends & Family Test patient
experience metrics – A&E, Inpatients and Maternity – at our local
secondary care trust exceeded 2014/15 scores, as at February 2016;
• The CCG continues to work closely with healthcare providers to reduce
the number of healthcare associated infections for our patients. The yearto-date number of Clostridium Difficile infections, 88, reflected a small
reduction on the 2014/15 figure of 90; and
• The CCG has worked alongside WWL on the transparency and openness
agenda resulting in the Trust being rated 6th best nationally in this area.

5

CORPORATE OBJECTIVES
3. Function as an effective
commissioning organisation that puts
the patient first
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4. Function as an organisation that
consistently delivers its statutory
duties and participates fully in Greater
Manchester (GM) Devolution

HAVE WE ACHIEVED OUR OBJECTIVES?
• The risk relating to the urgent care system rated high at the end of
Quarter 3 has been managed effectively and removed at year end. The
95% 4 hour target was achieved, WWL were 6th nationally in the
performance measure and Wigan was the only health economy in
Greater Manchester to achieve the target;
• Waiting times for the patients we refer to local hospitals continue to
achieve the national standard of 92% to be waiting less than 18 weeks;
• All cancer treatment targets are being met for what is one of the most
vulnerable patient groups we care for;
• Across the full North West Ambulance Service area, only the Red 1
standard (75% of calls for immediately life threatening incidents attended
within 8 minutes) was achieved in the year to February 2016; and
• Patients on the Winterbourne View Register have experienced delays in
being placed into community settings which may result in adverse
publicity for the CCG.
• As the local leader of NHS services in Wigan Borough the CCG has:
 Achieved operational financial balance and reported a planned
surplus of £4.5 million which can be carried forward to spend on
healthcare in Wigan in future years;
 Achieved its cash target;
 Maintained the costs of CCG administration (£7.1m) below its budget
of £22.50 per head of population which was reduced by 10% in year.
• A Strategic Plan for Greater Manchester (GM) been developed, setting
out a framework for long-term health and social care reform. The plan
has been endorsed by all 37 organisations involved in the devolution
partnership including GM CCGs, together with other partners, such as
primary care providers.
• It provides a framework to direct the application of the £450m GM
transformation fund. This fund provides GM with the ability to make
strategic investments to support the creation of a sustainable and
successful health and social care system by 2021. From 1 April 2016,
Greater Manchester has taken responsibility for Health and Social Care
spending in excess of £6bn.
6

4. Summary of Extreme Risks
There are no risks rated extreme at the end of Quarter 4. The one risk rated extreme at the end of Quarter 3 relating to the
Winterbourne View Register patients has been managed down by the CCG (details on page 10)
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5. Assurance Framework
1. Supporting our Population to Stay Healthy and Live Longer in All Areas of the Borough

There were no risks rated extreme or high which threatened the achievement of Corporate Objective 1 at the end of Quarter 4.

7

2. Commissioning high quality services, which reflect the population’s needs, delivering outcomes and patient experience
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WWL Mortality
CQUIN agreed for
2015/16;
Quality, Safety &
Safeguarding
(QSSG) bimonthly meetings
held with WWL;
Discussion at
Executive level;
CCG clinicians
attending WWL
Quality & Safety
Committee;
Establishment of
a ‘Task and
Finish’ Group to
report to WWL’s
Quality & Safety
Committee;
Multi-disciplinary
Mortality Review
Group now meets
weekly.

4

WWL
internal
audit
report
provided
limited
assurance
.

Seven day
working funded
as a quality
initiative will also
facilitate
consultant handovers;
Revised SHMI
improvement
plan was
presented to
Governing Body
in January 2016
and subsequent
Quality, Safety
& Safeguarding
Group;
Advice has been
sought by WWL
from SHMI
experts from
NHS England
and Advancing
Quality Alliance
to support WWL
to improve its
benchmarked
position.

8

Gaps in
Assurance

12

Closing
Rating

3

Positive
Assurance

Rating at
end of Q3

If Wrightington,
Wigan & Leigh
(WWL) FT’s
performance
underpinning
patient safety
and quality
around hospital
mortality
indicators
(HSMR & SHMI)
does not
improve,
patients will not
receive the
expected
standard of care
and harm may
result.

Gaps in
Control

Rating at
end of Q2

Julie
Southworth/
Sally
Forshaw

Key Controls

Rating at
end of Q1

Principal Risks

Likelihood
Rating

Exec
Lead

Impact
Rating

within the resources available

12

12

12

Mitigating Actions

Weekly ‘Modified
Early Warning
System’ (MEWS)
audit at WWL to
improve early
identification of
deteriorating
patients;
Pneumonia and
Sepsis care
pathways will
improve outcomes.
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4

Patients
registered
with CCG
Practices
not
covered
by
continuing
healthcare and
funded
nursing
care
arrangements.

Local Quality
Surveillance
Group chaired
by CCG shares
intelligence on
nursing home
facilities;
Collaborative
working.

Insufficient
data;
Limited
capacity to
visit homes
but an
improving
position
due to the
new post in
place.

9

12

Closing
Rating

NHS contract in
place for
continuing
healthcare and
funded nursing
care patients;
Individual patients
reviewed
annually;
Local quality
surveillance group
including CQC,
Wigan Council
and Healthwatch
monitoring data.

Gaps in
Assurance

Rating at
end of Q3

3

Positive
Assurance

Rating at
end of Q2

If there are
inadequate
Quality
Assurance
processes for
residential and
nursing homes,
patient harm
may occur as a
result.

Gaps in
Control

Rating at
end of Q1

Julie
Southworth/
Sally
Forshaw

Key Controls

Likelihood
Rating

Principal Risks

Impact
Rating

Exec
Lead

12

12

12

Mitigating Actions

Collaborative
working with Wigan
Council Quality
Assurance Team is
progressing well, for
example, Westwood
Lodge Joint Service
Implementation Plan;
The CCG is to
establish a care
support group with
representation from
across the
organisation to
develop a support
offer to care homes
within the borough.
The first meeting will
take place in April
2016.
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Response is
being
coordinated by
NHS England
(GM & Lancs);
New structure
involving Wigan
Council and CCG
on revised
discharge dates;
Chief Officers of
both Bodies
signing off
revised
discharge dates;
Fortnightly
tracker report
being signed off
by CCG Chief
Finance Officer
and Wigan
Council Director
of Adult Social
Care & Health;

4

CCG not
in direct
control of
most
discharge
activity;

Monthly
reports to
Clinical
Governance,
Finance &
Performance
Committees;
Availability Fortnightly
of
patient
alternative trackers with
local
NHS
provision. England;
Regular
Unsatisfac reporting to
-tory
NHS
provider England
performance
resulting in
delayed
discharges

Root Cause
Analysis agreed
with NHS
England
10

Gaps in
Assurance

Closing
Rating

4

Positive
Assurance

Rating at
end of Q3

If the
management of
care for those
patients on the
Winterbourne
View Register is
not delivered
effectively the
CCG may be
subject to
further scrutiny
from NHS
England (NHSE)
and the
Department of
Health and may
suffer
reputational
damage.

Gaps in
Control

Rating at
end of Q2

Mike
Tate/
Kim
Godsman

Key Controls

Rating at
end of Q1

Principal Risks

Likelihood
Rating

Exec
Lead

Impact
Rating

3. Function as an effective commissioning organisation that puts patients first

12

16

20

12

Mitigating Actions

Associate Directors now
lead monthly Joint
Operations Group;
Additional scrutiny from
NHSE has directed that
discharge plans include
added precision on
timings; Locally agreed
action plan is in place for
most patients to be
discharged by September
2017; Learning
Disabilities
Commissioning Policy
agreed by Senior
Leadership Team;
Joint funding
arrangements between
Wigan Council and CCG
agreed for individual
patients;
GM now one of national
fast track sites for LD
services with funding for
case coordinators at local
level – the CCG has
appointed an Assistant
Director, Learning
Disabilities.
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Mike
Tate/
Kim
Godsman

If ambulance
response times
continue to be
breached,
patients will
continue to
experience
delays in
receiving
treatment.

3

Detailed
analysis of
bed supply,
demand
and
utilisation
not yet
completed.

12

Closing
Rating

Monthly System
Resilience Group
(SRG) meetings
and system
updates;
Wigan Live! Bed
status updates.

Gaps in
Assurance

Rating at
end of Q3

4

Positive
Assurance

Rating at
end of Q2

A shortage of
nursing home
provision in the
borough may
have a negative
impact on both
patient care and
the urgent care
system.

Gaps in
Control

Rating at
end of Q1

Mike
Tate/
Kim
Godsman

Key Controls

Likelihood
Rating

Principal Risks

Impact
Rating

Exec
Lead

12

12

12

Mitigating Actions

System-wide bed review
has been completed;
A detailed action plan
must now be drawn up as
a result of the above
review;
Implementation of
Integrated Community
Nursing & Therapy Team
model will ensure that the
full spectrum of
community care is
delivered in care homes
(currently unavailable)

3

Contract
monitoring
process; financial
adjustments/
Incentives;
SRG meetings
and Root Cause
Analyses.

4

Indirect
commissioning
arrangements
through
lead
commissioner
Blackpool
CCG;
Other
health
economies’
performance

NWAS
performanc
e reporting
data.

12

12

12

12

Commissioned utilisation
of Ambulance Liaison
Officer, which has been
extended for the full year
2016/17;
Use of NWAS pathfinder
GP based in Leigh Walkin-Centre to be extended
for a further year;
Response times have
improved slightly but more
focus from the provider is
required including
handover times.

11

4

Corporate
report to
Governing
Body;

Possible
inaccuracies around
provider
performance data
(another
example
has been
reported in
Quarter 4)

‘Exec to
Exec’ focus

Page 32

2 month
time lag in
data
production

12

12

Closing
Rating

Contract
monitoring with
the three
providers
involved in the
service;
Performance
management;
Weekly reporting.

Gaps in
Assurance

Rating at
end of Q3

3

Positive
Assurance

Rating at
end of Q2

If initial access
to and follow up
treatment for
psychological
therapies does
not reduce the
number of
people with
anxiety or
depression,
disorders will
increase.

Gaps in
Control

Rating at
end of Q1

Mike
Tate/
Kim
Godsman

Key Controls

Likelihood
Rating

Principal Risks

Impact
Rating

Exec
Lead

12

12

12

Mitigating Actions

Weekly reporting;
Continuing dialogue with
provider;
Improving Access to
Psychological Therapies
(IAPT) waiting list initiative
funded 50:50 by CCG and
NHS England;
Action plan in respect of
initiative;
Implemented waiting list
initiative until 31/03/16;
This funding has
concluded but the
provider should be on
target to achieve
standard.

4. Function as an organisation that consistently delivers its statutory duties and participates fully in Greater Manchester
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Groups
established;
Programme
Board; Health &
Social Care
Partnership
Board; Joint
Commissioning
Board; Provider
Forum; Standing
Conference;
Standing
Conference
Executive;

3

Terms of
reference
of groups
not all
finalised.

Signed
memorandum of
understanding;
Terms of
reference
being
developed
and signed
off

Reporting
flows not yet 12
fully
established

Closing
Rating

4

Positive
Gaps in
Assurance Assurance

Rating at
end of Q3

If the required
governance
structures and
work
programmes
within the
Greater
Manchester
devolution of
budgets and
powers are not
established
effectively the
CCG’s various
healthcare
strategies for
the borough’s
population will
not be realised.

Gaps in
Control

Rating at
end of Q2

Trish
Anderson

Key Controls

Rating at
end of Q1

Principal Risks

Likelihood
Rating

Exec
Lead

Impact
Rating

Devolution

12

12

12

Mitigating Actions

Governing Body, Chair
and Chief Officer to
regularly review
governance
developments for start on
st
1 April 2016;
Borough Locality Plan
forms part of ‘Taking
Charge of our Health &
Social Care in Greater
Manchester – The Plan’
effective April 2016;
The GM Commissioning
Strategy has been
developed under the
direction of the Joint
Commissioning Board
(JCB), working with its
executive and working
group. Input has been
gained from the Strategic
Partnership Board and the
Association of Greater
Manchester Clinical
Commissioning Groups.

13

Appendix 1

Corp.
Objective

Principal Risk

Rating at
end of Q3

Exec Lead

Rating at
end of Q4
Direction of
travel

Risks Currently Rated between 8 and 10 being Monitored at Committees
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Julie
Southworth

4

Greater Manchester Shared Services do not have the resource to complete the migration of the CCG to Windows 7, resulting
in the operating system in use by all CCG PCs and laptops being no longer supported by Microsoft. This could potentially
leave security holes and increase the risk to CCG data.

10

10

→

Mike Tate

3

If WWL staffing issues and demand from cancer campaigns leads to increased pressure on resources, more than 1% of
patients will wait longer than 6 weeks for a diagnostic test.

9

9

→

Julie
Southworth

2

If 5 Boroughs Partnership FT does not fully address NHS England’s action plan following the legacy cluster review around
serious incidents, patient harm may result.

9

9

→

Julie
Southworth

3

If there is a lack of capacity within main or reserve list of domiciliary care providers this may result in the Continuing
Healthcare Team having to commission domiciliary care from care agencies with whom they are not familiar.

9

9

→

Julie
Southworth

2

If the CCG does not receive accurate information from care providers to support the quality monitoring of independent care
home and domiciliary care providers there is a risk of the CCG being unable to identify any area of potential concern

9

9

→

Julie
Southworth

2

If Healthcare Acquired Infection (HCAI) rates are not managed then patients may suffer harm and there may be financial
penalties.

8

8

→

Trish
Anderson

1

If implementation of the integrated care strategy to develop out of hospital is not achieved there will not be a reduction in
hospital activity and associated costs.

8

8

→

Mike Tate

3

The Child & Adolescent Mental Health Service (CAMHS) Tier 4 Bed Shortage may result in patients receiving care in
inappropriate settings and not being properly safeguarded.

12

8

↓
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DATE:

24 May 2016

REPORT TITLE:

Item Number: 8.2

Quality Safety and Safeguarding Report
Report period: Quarter 4 2015 / 2016
(1 January 2016 to 31 March 2016)

CORPORATE OBJECTIVE
ADDRESSED:

1. Supporting our population to stay healthy and live longer
in all areas of the Borough.
2. Commissioning high quality services, which reflect the
populations' needs, delivering outcomes and patient
experience within the resources available.
3. Function as an effective commissioning organisation
that
puts patients first.
4. Function as an organisation that consistently delivers its
statutory duties and participates fully in Greater
Manchester Devolution.

AUTHOR:

The Quality Team, Wigan Borough CCG

PRESENTED BY:
RECOMMENDATIONS/DECISION
REQUIRED:

Julie Southworth
Director for Quality and Safety
Wigan Borough CCG
Wigan Borough CCG Governing Body is requested to
review and approve the Quality Safety and Safeguarding
Report (Quarter 4: 2015 / 2016)

EXECUTIVE SUMMARY
The purpose of the report is to provide Wigan Borough CCG Governing Body and Clinical
Governance Committee with an overview on the Quality, Safety and Safeguarding activities in the
Quarter 4 2015 / 2016 reporting period. The report is structured to highlight any areas of concern
relating to our Providers and seeks to evidence the actions that are being taken to drive the
required improvements in quality and safety.

FURTHER ACTION REQUIRED:

None to note

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.

Page 35

This page is intentionally left blank

Page 36

QUALITY, SAFETY
&
SAFEGUARDING
Report Period: Quarter 4: 2015 / 2016
1 January 2016 - 31 March 2016

1
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1

INTRODUCTION

1.1

The Quality Safety and Safeguarding report is intended to inform and provide
assurance to the Wigan Borough Clinical Commissioning Group (WBCCG)
Governing Body and Clinical Governance Committee regarding the quality of its
commissioned services.

2

QUALITY INFORMATION SOURCES

2.1

The report is derived from information received from varied sources; for example;
Commissioner and Provider quality assurance reports from the Quality, Safety and
Safeguarding Groups; Medicines Management Group; Quality Indicators identified
by Contract Monitoring and Performance Groups; NHS England Greater
Manchester and Lancashire Team Quality Collaborative and Quality Surveillance
Groups; the Care Quality Commission (CQC), Monitor and also via incident
reporting mechanisms such as the Serious Incidents and Never Events reported via
STEIS.

3

QUALITY MONITORING

3.1

Under the NHS Contract each Provider is required to attend a Commissioner
led quality review group. In WBCCG the Quality Safety and Safeguarding
Groups (QSSGs) are responsible for receiving quality assurance data and
information from each of the local NHS Foundation Trusts identified below for
scrutiny and challenge.




5 Boroughs Partnership NHS Foundation Trust (5BPFT)
Bridgewater Community Health Services NHS Foundation Trust (BCFT)
Wrightington Wigan and Leigh NHS Foundation Trust (WWLFT)

3.2

This data is triangulated with information available to WBCCG and also with soft
intelligence from the Service User Experiences of Care data. External scrutiny
is provided through the Care Quality Commission (CQC) inspections and in the
case of Foundation Trusts through Monitor.

3.3

The QSSG meetings evidence assurances on the quality and safety of
commissioned services in line with the provider quality assurance schedules.
They also allow for discussion on quality and safety issues that may be affecting
the Trusts. The QSSG Chairperson reports directly to the WBCCG Clinical
Governance Committee.

3.4

The information within the following sections of this report outline the key issues
raised and discussed at the QSSGs that have taken place during the Quarter 4
2015 / 2016 reporting period (1 January 2016 - 1 March 2016). Additional
information in respect of other services i.e. Out of Borough NHS Providers;
Intermediate Care (IC) and Community Bed Providers has also been included.

4

NHS FOUNDATION TRUSTS

4.1

The Quality Team have held QSSGs meetings with the Provider in this report
period. The key areas of focus have been highlighted below.
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2

Wrightington, Wigan and Leigh NHS Foundation Trust (WWLFT)
4.2

Lowlights


Deaths Review 2015: The Annual Deaths Audit for 2015 identified that
approximately 3.4% of inpatient deaths were preventable. Areas for improvement
included timely administration of medication, fluid balance management,
escalation of the deteriorating patient and the management of off ward cardiac
arrests.
The Trust has provided a report to inform the WBCCG of actions taken to
address the areas of concern. An example is the establishment of an Emergency
Response Team (ERT).
The Team is led by a Medical Registrar and Senior House Officer and responds
to deteriorating patients on wards. The Team has a dedicated bleep and can be
contacted through the Trusts switchboard 24 hours a day.



Venous Thromboembolism (VTE) Prevention: In December 2015 NHS
England wrote to all CCGs to advise there was evidence of severe harm and
death due to failure to act on measures put in place to reduce the risk of venous
thromboembolism (VTE) in hospitalised patients.
WWLFT provided WBCCG with a summary of the work being undertaken to
reduce harm from hospital acquired VTE which is being led by the Trusts
Thrombosis Committee. The Trust has agreed thromboprophylaxis will be a
Trust quality priority in 2016 / 2017.

4.3

Highlights


Trust Response to the Commissioner Visit to Maternity: The response to
Commissioner Visit to Maternity was reviewed at the February QSSG. The
Maternity Service accepted all 24 recommendations made by the Visiting Team.



Sign Up to Safety (Su2S) - Progress against objectives: The Su2S objectives
were reviewed at the February QSSG. Highlights have included:
- The Quality Champions programme. There are currently 260 bronze, 42
silver and 8 gold Quality Champions undertaking 69 live programmes.
- The delivery of Human Factors training.
- Executive led safety walk rounds to all areas and departments.
- The NHS Safety Thermometer consistently demonstrating 99% harms free
care.

Bridgewater Community NHS Foundation Trust (BCFT)
4.4

Lowlights


Safeguarding Training: Compliance with Safeguarding Children Level 1 and
Prevent (WRAP) training remains a concern. The Trust has been advised that
WBCCG would impose a performance notice for non-compliance in relation to
Safeguarding Training if improvements
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provided at the QSSG meeting in May 2016. The Trust has confirmed that an
appointment has been made to the post of Adult Safeguarding Lead which will
support the related sections of this work.


Workforce Capacity and Demand Management: A number of services have
reported reduced activity due to vacancies i.e. Falls Service, Walk in Centre and
Community Nursing. Recruitment activities are continuing and the Trust has
advised that the Vacancy Authorisation and Management Process (VAMP) had
improved the recruitment process. In the interim the shortfall continues to be
supported through a combination of additional hours, bank and agency staffing.



Open and Honest Care Report (January 2016) Staff Friends and Family
Test (FFT): On review of the above report the FFT figure reported for staff
recommending the Trust was noted as 42%.
The Trust confirmed that an action plan was in place to address the issues
raised within the Staff Survey. This will be require further scrutiny to understand
interrelation and emergent themes before WBCCG can be assured that the
current action plan is sufficiently robust. This will continue to be monitored by
the QSSG.

4.5

Highlights:


Commissioner Visit - Podiatry Services: this visit was viewed as very positive,
by both the Provider Staff and the Commissioner. All the required actions have
been captured within an action plan and presented by the Manager of the
Service at the QSSG. All actions have been addressed in a timely fashion and
the learning shared has been shared with the teams.



CQUIN 2015 2016 Progress against these CQUINs has been very positive and
all are on track to achieve by the end of Quarter 4 2015 / 2016 as detailed within
section 8 of this report.

5 Boroughs Partnership NHS Foundation Trust (5BPFT)
4.6

4.7

Lowlights:


CQC Inspection: The CQC Inspection report was published on 1 February
2016. The CQC found that the 5BPFT was performing at a level which led to a
judgement of requires improvement overall. In mental health services, the CQC
rated nine of the ten core services inspected as good, with the forensic service
rated as requires improvement (see section 15).



Audit of Handover Communications: An audit of handover communications
between first on call doctors did not reflect well for Wigan compared to other
boroughs. The audit highlighted that for 69% of cases audited there was no
evidence to suggest a handover occurred. 5BPFT advised the audit report
would be presented to the Trusts Audit Committee in March 2016 and a
response would be provided following this.

Highlights:


Values Based Recruitment: At the January (2016) QSSG the Trusts
Resourcing Manager delivered a presentation on the work the 5BPFT is
undertaking around Values Based
Recruitment (VBR). VBR seeks to select
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candidates on the basis of their behaviours, values and attitudes and assesses
candidates’ views on care, compassion, quality improvement and leadership.
Service users also participate in staff interviews as part of the process.
Physical Health Initiatives: At the March QSSG the Trusts Physical Health
Lead delivered a presentation on how physical health competencies for nursing
and medical staff are assessed. The presentation highlighted the training and
support available to staff and how the Modified Early Warning Score (MEWS) is
being used on inpatient wards. The presentation also considered recent
initiatives around Tissue Viability including the appointment of a Tissue Viability
Nurse for Mental Health and Learning Disabilities.



Acute Services NHS Foundation Trusts - Out of Borough
4.8

It is important to note that the activities relating to the Acute Trusts located outside
of the Wigan Borough are performance managed by their respective Clinical
Commissioning Group(s). The information below has been provided as some Wigan
Borough residents access services provided by the Trusts.


Salford Royal NHS Foundation Trust (SRFT):
- Accident and Emergency: Performance against the 4 hour wait target at
SRFT has been below the 95% standard since September 2015.
- Cancer: Performance has improved in recent months at SRFT with all targets
being achieved for November, December and January following a period of
underperformance earlier in 2015.
- Cancelled Operations: The number of operations cancelled on the day
remains a concern, with cancellations increasing in quarter 3, partially related
to pressures on bed capacity at the Trust.



Bolton NHS Foundation Trust (BFT):
- The CQC inspection is scheduled for week commencing 21st March 2016.
- Accident and Emergency: In March performance against the 4 hour wait
target was 92.7% and the system was under significant pressure.
- Ophthalmology: Bolton NHS FT has now addressed the follow-up backlog
issue which was identified in summer 2015 and has provided assurance to
Bolton CCG that no patients came to harm as a result of delays in their
pathway. This work has, however, impacted on capacity available to see new
referrals and as such wait times to first appointment have increased, with a
corresponding impact on RTT timeframes. The department have put in place
measures to ensure that urgent patients are prioritised and seen in a
clinically appropriate timeframe.

5

INTERMEDIATE CARE (IC) AND COMMUNITY BED (CB) PROVIDERS
Alexandra Court (IC)

5.1

The WBCCG Care Homes Quality Assurance (CHQA) Lead has continued to visit
the provider a bi-weekly basis to provide clinical support and advice.
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5.2

Care Quality Commission (CQC): The CQC report was published on 15 January
2016. The provider received an overall rating of ‘Requires Improvement’ with
Regulatory Breaches in the following areas:






Regulation 18 Regulation 12 Regulation 09 Regulation 17 Regulation 13 -

Staffing
Safe Care and Treatment
Person-centred care
Good Governance
Safeguarding

5.3

The CQC placed an enforcement action on the provider and issued a warning
notice for the breach of Regulation 12 ‘Safe Care and Treatment’ with regards
to the management of medicines.

5.4

The Provider has responded to the CQC and is developing improvement plans to
encompass the areas identified within the CQC report. The plans will be monitored
monthly by the WBCCG Contract Management Group (CMG).

5.5

The WBCCG Medicines Management Team has commenced a review of the
provider’s policies and procedures. Initial areas of concern requiring further
exploration include:


Medicines Management Policy: this requires revision to include comprehensive
guidance for the reporting of medication errors.



Review of the medications on receipt of patient post - acute hospital transfer.



Review of the systems in place for medication changes and ordering of
prescriptions to include liaison with the patients GP.



Clarification regards the supply of blister packed medications on patient
discharge.

5.6

Preventing Future Deaths (PFDs) - Regulation 28: During February 2016 the
provider reported they were in receipt of a Coroner’s Letter (PFD) relating to the
management of medications. The Provider responded to the Coroner detailing the
actions they had taken. The Coroner has since agreed to close the case.

5.7

Safeguarding: The provider is receiving support and advice from the WBCCG Adult
Safeguarding Lead.

5.8

Discharge / Transfer: Alexandra Court and WWLFT are continuing to work
together to revise and improve the discharge / transfer documentation. At the time
of reporting there has been a noticeable improvement in the information utilised to
ensure the safe transfer of patients between the providers.

5.9

Improvements to Date: the following improvements have been observed and
reported by the CHQA Lead.


Workforce Capacity and Demand: Appointment of an additional full-time
Registered Nurse has been made. There is still a vacancy for a part-time
Registered Nurse this gap is currently being filled by existing staff.



Patient Survey: The current results have been reviewed and they represent a
favourable view of the provider.
On the
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majority of patients and their families being overall ‘satisfied’ and ‘very satisfied’
with all aspects of care and information at Alexandra Court and also ‘very
satisfied’ with the outcome of rehabilitation and discharge plan.


CQC Notifications: Consistency in reporting has been observed by the CHQA
Lead. However; this will require ongoing monitoring.



Staff Training: Additional training has been sourced from the Acute Trust
(WWLFT) on Acute Kidney Injury (AKI), Sepsis and Oxygen Therapy.



Internal Audits: a programme schedule has been developed and work
has commenced, again this will require ongoing monitoring and progress
reported thorough the WBCCG CMG.



Consultant Access: Alexandra Court staff now have access to Consultants at
WWLFT for clinical advice and support.

5.10 New Developments: The provider is planning to engage in the National Campaign
‘React to Red’ which aims to reduce the prevalence of pressure ulcer development
and has appointed a ‘Champion’ to promote awareness and provide the cascade
training required
Richmond House (IC)
5.11

The CHQA Lead has visited the provider on a monthly basis. The visits have
continued to focus on; Governance, Workforce Capacity and Demand and Training.

5.12

The provider undertakes monthly audits of the areas reviewed and can evidence
the actions taken to address the areas identified as requiring improvement.

5.13

The provider is monitored on a quarterly basis by the WBCCG CMG.

5.14 The CHQA Lead attended the Wigan Council - Quality Surveillance Social Care
Sub-Group and WBCCG CHC, LD and MH Contract Performance Group, there
were no concerns raised regarding this provider at the time of reporting.
Westwood Lodge Nursing Centre (CB)
5.15

Westwood Lodge Nursing Centre is a 76 bedded unit providing Nursing and
Dementia Care. The Acute Trust (WWLFT) is currently commissioning 20
Community Step-down Beds to assist patient flow and mitigate against Delayed
Transfers of Care (DTOCs).

5.16

The CQC Report was published on 27 January 2016. The provider received an
overall rating of ‘Inadequate’.
The provider has also been served with warning notices covering the following
breaches of the Regulations:

5.17






Regulation 12 - Safe Care and Treatment
Regulation 13 - Safeguarding
Regulation 17 - Quality Monitoring
Regulation 18 - Staffing
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5.18

The report also notes that due to the overall rating of ‘Inadequate’, the provider has
been placed under ‘special measures’. The purpose of the CQC placing providers in
special measures is to:


Ensure that providers found to be providing inadequate care significantly
improve.



Provide a framework within which the CQC use their enforcement powers in
response to inadequate care and work with, or signpost to, other organisations
in the system to ensure improvements are made.



Provide a clear timeframe within which providers must improve the quality of
care they provide or the CQC will seek to take further action, for example
ultimately to cancel their registration.

5.19 Prior to and post the publication of the CQC report the WBCCG CHQA Lead has
engaged fully with Wigan Council and WWLFT in order to support the Provider in
achieving the required quality improvements.
5.20 On publication of the CQC report and in response to lessons learned from
recent Safeguarding Investigations Wigan Council Senior Management Team took
the decision to replace the existing ‘Westwood Lodge Integrated Support Group’
with a ‘Quality Oversight Group’ to place the provider under what is intended to be a
higher level of scrutiny.
5.21 At February 2016 following an internal reorganisation within Wigan Council’s Market
Oversight Team, the Group was revised. The Quality Oversight Group is led by
Wigan Council’s Senior Management Team and is chaired by their Assistant
Director. It is important to note that the tripartite agreement remains with support
being provided by local Commissioners; WBCCG and WWLFT.
5.22 Wigan Council hosted their initial meeting of the revised group on 4 March 2016.
Westwood Lodge namely the HC-One Senior Management Leads were briefed on
the change of focus and the overall commitment required in achieving the
quality improvements.
5.23 On review of the lessons learned from recent safeguarding allegations reported to
and investigated by Wigan Council, it was agreed by the Quality Oversight Group
that the following additional would be included with the quality improvement
process:



Leadership, Management and Governance
Personal Care

5.24 Given the breadth and depth of the work being supported by all agencies involved,
the initial Quality Improvement Plan has been devolved into ‘subject specific’
individualised plans for ease of monitoring and review. Each plan is now monitored
by an identified reviewer with a specialist interest / competence in the subject.
5.25 The reviewer is responsible for monitoring provider progress against the assigned
improvement plan and also; for ensuring the updated plan is submitted for inclusion
on the Quality Oversight Group. A table detailing the current improvement plans has
been included at appendix one.
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5.26 In addition to the above following a reported environmental incident relating to pest
control the WBCCG Quality Improvement Manager visited the site on 3 March 2016.
Following the visit a Building Inspection Summary Report was completed and
shared with the Quality Oversight Group and the provider on 4 March 2016.
5.27 Improvements to Date: the following improvements have been observed and
reported by the Reviewers.


The provider has contracted a dedicated Project Team and Manager to enable
them to evidence progression against their CQC action plan. The HC-One plan
has been submitted to the Quality Oversight Group.



All Provider safeguarding incidents reported in compliance with the Wigan
Council Safeguarding procedures have been concluded at the point of reporting.



The Infection Prevention and Control (IPC) Audit undertaken by Wigan Council
Public Health was in the main ‘positive’. TOUCH e-learning training for all staff
on infection control in place currently 97.1% staff have completed the
training. However IPC remains under review as part of the above monitoring
process.



A daily medication audit is being completed by the provider. However given the
significant focus this also remains under further scrutiny and additional actions
are highlighted within the Medicines Management Improvement Plan.



Staffing has improved including the appointment of a Deputy Manager / Clinical
Lead. However; further progress is required.



Personal Care Plans are currently in the process of being reviewed. This will
ensure that going forward each resident will have plan of care in place that
meets their individual personal and clinical needs. On completion of this work it
is intended that a Care Plan Audit will be undertaken.

5.28 WBCCG HC-One - GP Engagement Event: the event is planned to take place on
28 April 2016. All Practices who have Patients residing at Westwood Lodge have
been contacted personally by the CHQA Lead to update the Practice Manager on
the current collaborative working. The Quality Team also forwarded a formal invite
letter to each Practice.
5.29 The purpose of this event is to improve communications between the Home and the
Practice, and to provide the Practices with an opportunity for discussion with the
HC-One Team.
5.30 Site Visits and Contacts: the following activities have also been undertaken in this
report period.


Wigan Council: The QPOs stepped up their inspection visits during March
2016. Several focused visits were undertaken both in and out of hours and at
weekends.



WBCCG: The CHQA Lead has continued to visit bi weekly; the Medicines
Management and Adult Safeguarding Leads have also visited site to undertake
their individual reviews.
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WWLFT: The Trust has advised that it will continue to hold their Monthly
Stakeholder meetings with the Provider in relation to the community beds
commissioned at site. This will be fed into the Quality Oversight Group.

5.31 Given the extent of the activities involved it should be recognised that whilst there
have been quick wins in relation to some activities this work should be viewed as
requiring longer term investment in terms of support if we wish to attain long term
sustainable improvements in the delivery of safe compassionate care.
Bedford Care Home (CB)
5.32 Bedford Care Home is a 180 bedded Home providing Residential and Nursing Care.
WWLFT has also commissioned 20 Community Beds from this Provider.
5.33 The CHQA Lead continues to visit on a bi-weekly basis. The visits focused on the
actions taken by the Provider to meet the required improvements in relation to;
Workforce Capacity and Demand; Leadership, Management and Safeguarding.
5.34 The CQC Inspector has shared information with Wigan Council further to the
inspection at December 2015 which detailed the identification of additional areas of
concern: Mental Capacity Act and Deprivation of Liberty Safeguarding’s. As a result
of this the CQC, Wigan Council and CHQA Lead held an informal meeting
on 7 January 2016 to discuss the above and review the current action plan in place
for robustness.
5.35 The CHQA Lead and Wigan Council received notification in February 2016 that the
Home Manager had resigned from post and that a new Manger had been
appointed. The new Home Manager commenced in post on 29 February 2016.
5.36 The CQC Report was published on their website on 15 March 2016. The provider
has received an overall rating of ‘Requires Improvement’ with Regulatory Breaches
in the following areas:





5.37

Regulation 11 - Need for Consent
Regulation 12 - Safe Care and Treatment
Regulation 13 - Safeguarding
Regulation 18 - Staffing

The Provider is also in receipt of warning notices in relation to the breaches of
Regulations 12, 13 and 18.

5.38 The CHQA Lead and Wigan Council completed a joint introductory visit to meet the
new Home Manager on 10 March 2016. The Manager has produced a Service
Improvement Plan to address the warning notices.
5.39 The WBCCG Medicines Management Team has commenced a review of the
policies and procedures currently in use. This review is occurring on a scheduled
basis due to the size and layout of the Home.
5.40 The WBCCG Adult Safeguarding Lead is providing support and engaging in joint
working with Wigan Council Safeguarding Teams regarding Safeguarding and
Mental Capacity Act / Deprivation of Liberty Safeguarding’s incidents.
5.41 Improvements / Actions to Date: the following improvements have been observed
and reported to date.
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All resident personal care plans have been reviewed and the related risk
assessments updated.



All Unit Managers attend the daily meeting with the Home Manager for debrief
and to ensure staffing capacity and skill mix against service demand.



Peer review of Medication charts and 121 staff supervision has commenced.



Updated photographs of residents are now in situ on the Residents Medication
Charts.



Recruitment of additional Registered Nurses is taking place.



Safeguarding competencies under review to identify training gaps.



All Deprivation of Liberty Safeguarding applications reviewed and completed

5.42 A ‘Service Improvement Process meeting’ led by Wigan Council is scheduled for
6 May 2016 to discuss and review the future planning required to ensure that quality
improvements are observed, measured and fulfil the needs of the residents.
6

PRIMARY CARE - GENERAL MEDICAL PRACTICE

6.1

Care Quality Commission (CQC): There have been 10 CQC inspection reports
published in this report period. The findings in these are mainly positive with just
2 out of the 10 Practices visited having 1 area requiring improvement. A table
detailing the practice information has been included for reference at appendix two.

6.2

Primary Care Committee: Primary Care CQC regulation and compliance is
reported through and monitored by the Primary Care Committee. The Quality Team
is represented on the Committee.

6.3

Primary Care Quality Support: The following areas of work continue to be
supported by the Quality Team.

6.4

Quality Peer Reviews: The reviews have taken place between November 2015
and January 2016. The meetings were chaired by Dr Gen Wong (Primary Care
Education Lead),

6.5

The Peer Review process provides an informal learning opportunity to allow Primary
colleagues to share good practice on a number of subject areas for example;
Asthma; Diabetes, Heart Failure, Dementia.

6.6

All of the meetings were well attended and have been well evaluated by the
Practices.

6.7

The Practices were also encouraged to select areas for 2016 / 2017 where there
was room for improvement. A comprehensive report entitled ‘Commissioning for
Quality Improvement Primary Care Quality Peer Review Summary Report
2015/2016’ will be received by the Clinical Governance Committee on 4 May 2016.

6.8

Primary Care Education Group (PCEG): This brings together representatives
from both Primary Care and the CCG to support the development of the General
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Practice Workforce. The training investment opportunity / bid from the Forerunner
Fund has been successful a small sub group will be formed to progress
implementation. The work of this group is reported via the Primary Care Committee.
6.9

Primary Care Assurance Dashboard: An initial planning meeting has taken place
and work on the dashboard is in progress led by the Assistant Director for Primary
Care. A Primary Care reporting database is in the early stages of development.

6.10 Locality Practice Nurse Champions: The Nurse Champions are continuing to
support the education and development of the Primary Care workforce. The
following training has been organised made available to staff during this report
period.
DATE
January 2016
February 2016
March 2016

EVENT
Behaviour Change - Cancer Research UK
Liver Disease - Alcohol Liver Nurse Specialist, WWLFT with Age Well & Fuel Poverty
GPs MCA, DOLS IMCA & EPACCS - Joint Event

6.11 Deputy Nurse Champions: Leads are now in place to support and promote
succession planning for the Nurse Champions within each locality.
6.12 Clinical Supervision: Work has progressed and training for 14 clinical supervisors
has taken place during January 2016. This will now support the delivery of the
Group-Based Clinical Supervision for the Nursing workforce from April 2016.
6.13 Primary Care Mandatory Training: The following training continues to be offered and
delivered to all staff within the member Practices and to date the feedback received has
been very positive. An annual position will be reported within the Quality and Safety
Annual Report for 2015 / 2016.






Conflict Resolution
Equality and Diversity
Health and Safety
Manual Handling
Prevent (WRAP) Training

7

WIGAN BOROUGH - CARE HOMES

7.1

The Quality Surveillance Subgroup for Social Care and the Continuing Healthcare;
Mental Health and Learning Disabilities Contract Performance Group have identified
the following four providers for inclusion in the current monitoring framework.

7.2

The overall is aim is to hold the providers to account for the delivery of safe
compassionate care.





7.3

Westleigh Lodge Care Home
Dean Wood Manor
St Georges Care Home
High Peake Lodge Care Home

The providers continue to be supported in driving improvements in clinical care by
the WBCCG CHQA.
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Dean Wood Manor


The CQC Report was published on 8 February 2016 and rated the service
overall as ‘Inadequate’ with Regulatory breaches in the following areas:
-

Regulation 12 – Safe Care and Treatment
Regulation 18 – Staffing
Regulation 15 – Premises and Equipment
Regulation 13 – Safeguarding
Regulation 10 – Dignity and Respect
Regulation 09 – Person-centred care



The Home has been placed in ‘special measures’ and is currently closed to
admissions. The CQC attended the monthly Provider meeting on 22 February
2016 and advised that issue of a ‘Notice of Proposal’ was imminent to restrict
admissions under CQC Legislation.



The Wigan Council Quality Performance Officers (QPOs) continue to visit the
Home supported by the WBCCG CHQA Lead. An agreed Service Improvement
Plan in place which is monitored by the QPOs.



WBCCG Adult Safeguarding Lead continues to support and has worked jointly
with Wigan Council Safeguarding Leads on the safeguarding agenda.



WBCCG Medicines Management has completed their review of Medicines
Managements policies and procedures. Support is ongoing with bi-weekly visits
to monitor progress and sustained improvements.



A new Home Manager has been appointed and has been in post since 14 March
2016. Since commencing in post the Manager has embarked on a full review of
care files, review of staff training and 121 supervisions with staff.
The Home is currently engaged in the ‘Hospice in Your Care Home’ Project and
has received positive feedback. For example the Hospice Team has reported
‘they are receptive to our team and we meet with them monthly to discuss their
residents and do some action planning. Staff appear to be extremely dedicated
to their residents and we certainly have been impressed with their attitude to
learning.’





The WBCCG CHQA Lead is continuing to attend on a bi-weekly basis to review
and monitor progress against the Service Improvement Plan.

High Peake Lodge Care Home


Wigan Council QPOs are undertaking visits to the Home and are responsible for
the monitoring the Service Improvement Plan agreed following recent
safeguarding incidents regarding pressure area care prevention and
management. Given the clinical nature of the reported events this work is being
supported by the WBCCG CHQA Lead.



The Home Manager post is currently vacant and leadership is being provided by
both the Regional and Area Managers whilst the recruitment process is
underway.



The WBCCG CHQA Lead has attended the Wigan Council Quality Surveillance
Social Care Sub-Group andPage
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Performance Group, no additional concerns raised regarding this provider at the
time of this report.
St Georges Nursing Home


The CQC completed their inspection on 16, 18 and 20 November 2015.
Provisional informal feedback to the provider highlighted a number of potential
breaches relating to; Care Files (the provider uses both paper and electronic);
Medication Management; PEG feed administration; PEEPs (personal
emergency evacuation plans); Infection Prevention and Control and lack of
Audits.



The Provider was served with Warning Notices in February 2016 in relation to a
failure to comply with the following regulations:
- Regulation 17 – Good Governance
- Regulation 12 – Safe Care and Treatment



The final report is still awaiting publication by the CQC.



Based on the provisional feedback as provided by the CQC a Service
Improvement Plan has been developed by the Wigan Council QPO supported
by the WBCCG CHQA Lead.



The provider has also recently appointed a Business Manager which
compliments and supports the Clinical Manager.



WBCCG Medicines Management has completed their review of Medicines
Managements policies and procedures. Support remains ongoing with bi-weekly
visits to monitor progress and sustained improvements.
The CHQA Lead is also continuing to visit on a monthly basis to review and
monitor progress against the agreed Service Improvement Plan.



Westleigh Lodge Care Home


The CQC Report was published on 2 February 2016 and the Home received an
overall rating of ‘Good’.



The CHQA Lead has attended the Wigan Council - Quality Surveillance Social
Care Sub-Group and WBCCG CHC, LD and MH Contract Performance
Group, no concerns were raised regarding this provider.

8

COMMISSIONING FOR QUALITY AND INNOVATION (CQUIN) SCHEMES

8.1

An overview of both the National and Local CQUIN schemes for the three local NHS
Providers has been detailed within the following tables.
Wrightington, Wigan and Leigh NHS Foundation Trust
SCHEMES 2015 - 2016
National
Acute Kidney Injury
Sepsis
Dementia

Q1 (RAG)
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Urgent and Emergency Care - Reducing the Proportion of
Avoidable Emergency Admissions to Hospital
Urgent and Emergency Care - Improving Recording of
Diagnosis in A&E
Local
Sepsis Awareness and Management in Primary Care
Maternity Safety Thermometer Improvements
Discharge Summary Improvements
Mortality
Integrated Digital Care Records
Hospital information System (HIS)

8.2

Outcomes/Achievements: During quarter 3 (2015 / 2016) the Trust achieved all
CQUIN targets apart from sepsis screening in A&E which was 79% against a target
of 80%. Successes have included:


A 3% reduction in avoidable admissions.



Sepsis training for Primary Care staff.



Over 90% of inpatients aged 75 and over screened for dementia.



New Junior Doctor training to include discharge communication from April 2016.



GPs invited to test new Discharge Summaries prior to launch of the new
Hospital Information System.



An increase in the percentage of patients with Acute Kidney Injury (AKI) whose
discharge summary includes each of four key items: stage, medicines review,
blood tests on discharge and frequency of blood test for monitoring.

Bridgewater Community NHS Foundation Trust
BCFT - SCHEMES 2015 - 2016
National
Integrated Care Digital Record
Electronic Document Transfer
Local
OOH Antibiotic Stewardship
Frail Elderly
Family/Child reported outcomes
Creative Support Planning and Enhanced Data Set
Podiatry Off-loading in Plantar Foot Ulcerations
Podiatry OOH Diabetic Foot Screening
Patient Safety Incidents

8.3

Q1 (RAG)

Q2 (RAG)

Q3 (RAG)

Q4 (RAG)

Outcomes/Achievements: During quarter 3 (2015 / 2016) the Trust achieved all
the CQUIN targets. Successes included:


Integrated Care Digital Record: The MIG Primary Care views are tested and
operational with full integration into the Bridgewater SystmOne EPR system.
The CQUIN progress reported at quarter 3 was in advance of the requirement at
that time.
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Electronic Document Transfer: Both Leigh Walk in Centre (WIC) and Ashton,
Leigh and Wigan GP Out of Hours (OOH) Service are sending fully integrated
discharge summaries to Wigan Borough GP’s. Wigan OOH SystmOne are
sending OOH reports via NHS mail to the same NHS mail addresses that are
used by the Extended Hours Federations. Feedback remains positive from
Practices. The issues faced last quarter around the complexity of the
installation/upgrade capabilities of the Document Capture have continued but
Bridgewater Project/IT Teams have worked closely with PCTi’s resolution team,
resulting in successfully going live with MSK Physio week commencing 18
January 2016.



Out of Hours Antibiotic Stewardship: At the end of Quarter 3 100% of GPs
and GP Registrars have received meeting minutes and Team bulletins inclusive
of Antibiotic Stewardship. The service reported a decrease in antibiotic
prescribing in Quarter 3 at 26.38% in year against the 2013 / 2014 mean.



Podiatry: Good uptake continues for the OOH Podiatry appointments. Early
indications show that; out of the 573 slots made available only 9.45% did not
attend the OOH appointments, which is a reduction on Quarter 2 position.

5 Boroughs Partnership NHS Foundation Trust
5BPFT - SCHEMES 2015 - 2016
National
Physical Health of Mental Health Patients
Urgent Emergency Care - Reduction in A&E MH Re - Ad
Local
Employment and Mental Health
Mental Health First Aid
Smoking Cessation
CAMHS - Eating Disorders Children and Young People

8.4

Q1 (RAG)

Q2 (RAG)

Q3 (RAG)

Q4 (RAG)

Outcomes/Achievements: During quarter 3 (2015 / 2016) the Trust achieved all
CQUIN targets. Successes included:


The Eating Disorders CQUIN has been particularly well received nationally and
put forward by the Department of Health (DH) as a service case study and
exemplar.



All young people with an eating disorder are given a care plan on the initial
assessment. This incorporates the package of care provided by the MultiDisciplinary Team (Psychiatry, Care coordination, Family Therapy, Dieticians,
Paediatrics / Physical Health).



The establishment of a daily Mental Health Nurse Led Clinic in A&E for
re-attenders, offering a review within 7 days to ensure the client crisis is being
managed and resolved and to reduce the risk of further self-harm and readmission.



The development of protocols and integrated pathways to refer and/or signpost
service users to appropriate local employment support services.



An update to the Mental Health Self-Help Directory.
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9

SERIOUS INCIDENTS AND NEVER EVENTS

9.1

The CCG holds the responsibility for the performance management of Serious
Incidents and Never Events reported by the local NHS Providers.

9.2

The CCG Quality Team also liaises with the Lead Commissioner for Mental Health
(NHS Knowsley CCG) in respect of any 5BPFT SIs & NEs involving Wigan Patients.
Serious Incidents (SIs)

9.3

18 new SIs have been reported during the Quarter 4 2015 / 2016 report period.
INCIDENT TYPE

WWLFT

Sub-optimal care of the deteriorating patient meeting SI criteria

1

Medication incident meeting SI criteria

1

HCAI/Infection control incident meeting SI criteria

1

Pending review (a category must be selected before incident is closed)
Unexpected / potentially avoidable death
Adverse media coverage about the organisation or the wider NHS
Maternity/Obstetric incident meeting SI criteria
Apparent/actual/suspected self-inflicted harm meeting SI criteria
Slips/trips/falls meeting SI criteria
Abuse/alleged abuse of adult patient by third party
Totals

2
1
1
1

BCFT

5BPFT

2

1
8

1

5
1
1
9

Never Events (NEs)
9.4

There have been no (0) reported Never events during quarter 4 2015 /2016.

9.5

The chart below details ALL the reports in year to date by Provider.

9.6

The table below details the overall position as reflected on StEIS at 31 March 2016.
The 5 breaches relating to 5BPFT are all historic breaches, with the last breach
occurring in April 2015. We have also seen a reduction in this number quarter on
quarter.
ORGANISATION
Reports Open on StEIS
60 Day Breaches

9.7

WWLFT
12
1

BCFT
5
0

5BPFT
26
5

TOTAL
43
6

For each of the breaches a comprehensive investigation report has been received
by WBCCG. The reports that remain open are now either awaiting closure by NHS
Knowsley / NHS England or the CCG is awaiting further assurances.
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9.8

Incident Investigation and Review Process: Investigations are undertaken by the
Trusts. The subsequent investigation reports and related action plans are reviewed
at the CCG SINE Panel meetings that are held on a monthly basis.

9.9

Key Themes/Trends:


WWLFT: Anticoagulation appears to be an emergent theme within the Trust
SI investigation reports. The Trust has agreed anticoagulation will be a quality
priority for 2016/17. Further details on initiatives will be included within the Trust
Quality Account for 2016/17.



BCFT: Pressure Ulcers (Grades 3 & 4) remain the most commonly reported
events. The Trust has implemented the use of a 72 Hour Review reporting
template within the Wigan Borough Community Nursing Teams at January 2016.
Progress on the overall effectiveness in use will be reported via the QSSG.



5BPFT: There have been a number of inpatient ligatures at the Leigh Infirmary
site. The Trust has developed a ligature risk action plan. Actions include:
- Reviewing current risks to ascertain if control measures are appropriate
- Assigning a Senior Officer as overall lead to provide leadership and a point of
focus in relation to ligature risks.
- Including ligature risks within a revised environmental self-assessment
toolkit.

The CCG Quality Team is also planning to visit Atherleigh Park the new state of the
art Mental Health Facility currently under construction (in Leigh) during April 2016.
One of the actions will be to follow up on the discussions and assurances provided
by the Trust at the QSSG meetings on the mitigation of risk by building design.
Progress will be monitored via the Trust Quality Committee and the QSSG.
9.10 Shared Learning


WWLFT: The Trust held a themed Serious Incidents Requiring Investigation
(SIRI) Panel on 17 March 2016. The Panel considered:
-

How and why Trust Never Events occurred?
Has the Trust learned lessons?
Is there more to learn?
What else can be done to reduce Never Events?

The Trust is in the process of developing an action plan following the themed
SIRI Panel and is holding a ‘Theatre Summit’ which will examine the safety
culture within the Trusts Operating Theatres. Progress will be monitored at the
QSSG.


5BPFT: A shared learning event for staff at Leigh Infirmary was held on
24 February 2016. The event updated staff on themes and actions from incidents
that have occurred Trust wide and in the Wigan Borough. The Trust has advised
they are planning to host a further event for commissioners.
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10

HEALTH CARE ASSOCIATED INFECTIONS (HCAI)

10.1 A high level view of the HCAI position reported at the end of Quarter 4
is detailed below.
Clostridium difficile (C.difficile)
10.2 Wigan Borough Health Economy Cases (Non Acute): Cases reported to end of
year period 2015 - 2016 as published by Public Health England are detailed below.
(This data remains subject to change the final position will be reported in the
annual report).
WBCCG
2015/2016
Objective =
81

10.3

Monthly
Actual
In Year
to Date

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

2

13

11

7

10

8

9

10

8

5

5

5

2

15

26

33

43

51

60

70

78

83

88

93

WWLFT (Acute): Confirmed cases at the point of reporting.
WWLFT
2015/201
6
Objective
= 19

Monthly
Actual
In Year
to Date

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

0

2

0

1

1

3

2

0

2

1

0

0

0

2

2

3

4

7

9

9

11

12

12

12

10.4 There were 24 reported cases of C.difficile relating to Wigan Borough Patients that
had received care Out of the Borough, this equates to 25.8% of the overall total at
the point of reporting.
Meticillin Resistant Staphylococcus Aureus (MRSA)
10.5

The in-year position at point of reporting has been detailed below.
WBCCG
Attributed
Cases

Assigned
Cases

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Monthly

Apr
2

May
1

0

0

0

0

0

0

1

0

0

0

In Year
to Date

2

3

3

3

3

3

3

3

4

4

4

4

Monthly

0

0

0

0

0

0

0

0

0

0

0

0

In Year
to Date

0

0

0

0

0

0

0

0

0

0

0

0

10.6 On completion of the National Post Infection Review (PIR) process two of the cases
were ‘assigned’ to the following Out of Borough Acute Trusts.



Royal Liverpool and Broadgreen University Hospitals NHSFT.
The Walton Centre NHSFT.

10.7 The two further cases were ‘assigned’ to Third Party. Third Party is an
acknowledgement of the complex nature of MRSA and indicates that there were no
identified failings in patient care.
10.8 All cases are assigned following a robust National and Local PIR process. The final
assignment identifies the organisation best placed to ensure that any lessons
learned are acted upon.
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10.9 The 4 reviewed cases will however remain in the CCG ‘attributed’ figure as they
have occurred within the registered / resident population of the Wigan Borough.
This is not the same as ‘assignment’ and should not be viewed as cases assigned
to Wigan Borough CCG.
HCAI – Management and Prevention
10.10 Shared Learning following Root Cause Analysis (RCA) for C.difficile infection:
Cases reported in March 2016 continue to be subject to the WBCCG RCA Review
Process and will be included within the Quality Annual Report 2015 – 2016 and
shared in the quarterly feedback to providers, including General Practice.
10.11 The table below provides the themes from the learning that has been
shared with individual providers during quarter 4.
Appropriate management of suspected Urinary Tract Infection (UTI) within Primary and Secondary Care
Providers, including Community Care and Health and Social Care. Providers requested to review current
practice to ensure they provide care in line with National and Local Guidance i.e. urine sampling and
appropriate clinical review, treatment and management and Antibiotic prescribing to known sensitivities.
Adherence to the CCG and Acute Trust Antimicrobial Guidelines by all Providers. To seek advice from
relevant Medicines Management Team and Microbiologist as and when this is required.
Review of the faecal sample to C.difficile treatment process, to avoid delay in diagnosis and ensure prompt
treatment. No clearance samples or test of cure samples.
To ensure an auditable trail from sample request to receipt of results and patient treatment within clinical
systems/records.
Consideration of patient care, post C.difficile infection. Consultation with Microbiologist advised prior to:
Any future antibiotic prescribing, treatment for any further episode/recurrence of C.difficile and stool/
faecal sampling advice.
The importance of engaging with the RCA Process, specifically during the information gathering stage to
ensure all cases can be reviewed and learning shared.
Evidence of commendable engagement with the RCA Review Process noted during quarter 4.

Hospice and Independent Providers - Preventing Infection Together (HIPPIT)
10.12 The established HIPPIT group continues with continued representation from:





Wigan and Leigh Hospice
Alexandra Court (Intermediate Care Provider)
Richmond House (Care Home and Intermediate Care Provider)
Bedford Care Home (Care Home Provider and Community Step/Down Facility)

10.13 The HIP PIT Programme aims to enable Independent Care Providers to meet the
requirements of Regulation 12 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations (DH, 2009b; DH, 2010a), with regard to a specific outcome:
“Outcome 8: Cleanliness and infection control” (CQC, 2009a).
10.14 To date the Hospice and Alexandra Court has fully engaged and has made
significant progress which can start to be embedded in clinical practice.
Progress on engagement from Richmond and Bedford requires improvement.
Going forward the WBCCG IPC Surveillance and Audit Lead will liaise with the
CHQA Lead to seek to improve the level of engagement.
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General Practice – Preventing Infection Together (GP PIT)
10.15 The GP PIT programme continues with a small group of Practices, practice visits
and the commencement of a new group. Engagement with the Programme is
extended to all Wigan General Practices.
10.16 It is important to recognise the value of collaborative working as an enabler to
support shared learning and the delivery of safer care both locally and regionally.
11

SERVICE USER EXPERIENCE OF CARE

11.1

A total of 640 reports have been submitted onto Safeguard Ulysses by Member
Practices in this report period, against the overall objective set at 638.

11.2

On analysis of the reports 26 were Neutral, 152 was Positive and 462 was
Negative.

11.3

It is anticipated given that the NHS deals with over one million patients every 36
hours (Data Source: NHS Choices) that the majority of reports will tend to capture
negative experiences.

11.4

On analysis the data the emergent ‘Top 3’ themes were:
1. Communication
2. Appointments/Referrals
3. Discharge Procedure/Letter

11.5 Following the review of the data the WBCCG Quality Team have addressed
the following issues with our local Providers.
Wrightington, Wigan and Leigh NHS Foundation Trust (WWLFT)


Discharge Communication: this has continued to be significant concern. It has
been agreed that as part of the Junior Doctor training programme GPs will
deliver an educational session on discharge from a primary care perspective.
The Trust and Primary Care Clinicians have undertaken a joint audit of the
discharge summaries. The results of the audit will influence the development of
a new discharge summary that will be launched as part of the new Hospital
Information System.
Discharge Improvement CQUIN for 2016 / 2017: In light of the continued
Service User feedback noted over the whole period the CCG has also engaged
the Trust in the development of a CQUIN scheme to seek to drive a sustained
improvement in respect of communication at transfer of care.
The CQUIN will incentivise improvements in nurse to nurse documentation for
patients transferred to non-acute providers, improvements in meeting the
expected date of discharge and a self-assessment against the NICE guideline
“Transition between inpatient hospital settings and community or care home
settings for adults with social care needs”.



Staff Attitude and Behaviour: Reports received have been shared
anonymously with the Trust and relevant Teams for reflection and learning.
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Bridgewater Community Healthcare NHS Trust (BCHT)


Ear Care: Appointments and waiting times continue to be reported. The Trust
has responded to advise WBCCG and the Member Practices that the service is
under review as part of the ICNT work and that the Trust has commenced an ear
syringing service in addition to the ear suction process to address the current
back log.



Community Nursing Service: Workforce issues and lack of appointments have
been reported. These have been discussed at the WBCCG Quality Safety and
Safety meetings and at the Contract and Performance meetings, assurances
have been received from the Trust that vacancies are being actively addressed
by recruitment and in the interim additional hours are being provided by the use
of Bank and Agency staff.



Choose and Book: Appointments and e-Referral System issues continue to be
reported. This has been highlighted and on the agenda of the WBCCG Contract
and Performance Group meetings to seek a resolution.

5 Boroughs Partnership NHS Foundation Trust (5BPFT)


WBCCG continues to receive a small number of reports that relate to 5BPFT
services. All reports received have been shared with the Trusts Assistant
Clinical Director and relevant Trust Teams for review and to identify the potential
for learning.

11.6 A feedback report is drafted and circulated to all Practices and is also included
within the WBCCG Practice Newsletter.
12

PATIENT OPINION

12.1

Patient Opinion is the UK’s leading independent feedback website, enabling
patients/service users to share their experiences of healthcare services.

12.2

The NHS Providers locally (WWLFT/BCFT/5BPFT) are each signed up to Patient
Opinion which is a positive and all are reactive to the feedback. Some stories are
positive and therefore will not always require a response.

12.3

The CCG also has access to Patient Opinion reports which assists to provide an
additional insight into the feedback about the services we commission.

12.4

The Patient Opinion reports support the patient experience data that we already
collate and review for example; Service User Experience of Care (Ulysses) and
Commissioner Quality Visits.

12.5

The Patient Opinion reports received continue to be small in number which makes it
difficult to identify any specific themes and trends.

12.6

A total of 18 stories were received by the Quality Team during this report period that
related to the following local NHS Trusts.




WWLFT: = 14
BCFT: = 0
5BPFT: = 4
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12.7

Positive Feedback: Service Users described ten positive experiences relating to
WWLFT Services for example; Suite 5; Richmond Urology Unit, Pemberton Ward;
Endoscopy Department. One positive experience was received relating to 5BPFT;
this was regarding Ashton and Golborne CMHT (Older Persons) Service. There
were no positive experiences to note relating to BCFT in this period.

12.8

Negative Feedback: Service Users described four negative experiences relating to
care received at WWLFT. These included the Breathlessness Clinic; Children’s A&E
and the Head & Neck Ward. There were 3 negative experiences relating to 5BPFT.
Service Users described concerns relating to a lack of CBT support, and being
given the wrong number to the Out of Hours service. There were no negative
experiences relating to BCFT to note.

12.9

Any patient safety concerns noted by the Quality Team at the point of receipt are
followed up with the Provider at the earliest opportunity. Where appropriate specific
reports highlighting both positive and negative feedback are highlighted and
discussed with the provider at the relevant QSSG.

13

COMMISSIONER QUALITY VISITS
5 Boroughs Partnership NHS Foundation Trust (5BPFT) - Home Treatment
Team (HTT) Wigan Borough

13.1

The Quality Team undertook an announced visit to the HTT on 29 January 2016.

13.2

The visit was in the main very positive and a number of areas of good practice were
observed during the visit, examples included:

13.3



Service Users reported that staff were caring, supportive and professional.



Service Users reported that the HTT staff visited them when they had said they
would.



Service Users felt they had been involved in decisions about their care and
treatment.



Staff reported there was a good level of support from colleagues and managers.

However, as is always the case following this type of visit, there are areas that can
be improved, for example:


An urgent concern was raised regards the Consultant Consultation Rooms.
Members of the Visiting Team who were in the waiting room could clearly hear
conversations taking place in the room. At the feedback meeting this was
reported to the Trusts Senior Management Team and immediate actions were
taken to relocate the rooms. The Trust was asked to confirm with the Quality
Team on Monday 1 February 2016 that the actions being taken to address this
issue.



Service Users were given phone numbers to ring if they needed help out of
hours but they were unsure what that help would look like.



Most Team Members felt that staffing levels had not been safe over the past 12
months but reported an improving picture.
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Most staff reported that clinical supervision had not been taking place for
approximately 9 to12 months.



Staff who were aware of the HTT Operational Policy stated that it was out of
date and was not fit for its intended purpose.



Staff reported that the monthly ‘Full Team’ meetings had not been taking place.

13.4

The Quality Team made 17 recommendations following the visit. The report has
been shared with the Trust and a response was received at the QSSG meeting held
on 10 March 2016.

14

EXTERNAL REVIEWS
Wrightington Wigan and Leigh NHS Foundation Trust

14.1 Cancer Screening Programme: The Screening Programme undertook a
Quality Assurance visit to the Colposcopy Unit located on the at Leigh Infirmary site
on 24 February 2016.
14.2 The Visiting Team was unable to quality assure the service due to poor governance
structures and a lack of leadership. Findings included:


There was no named hospital based programme co-ordinator for the service
which is fundamental requirement.



Guidelines were outdated.



Audit data presented was out of date.



The service required more leadership.



The service only holds ad-hoc meetings.

14.3 Progress will be monitored by NHS England and reported through the QSSG.
5 Boroughs Partnership NHS Foundation Trust (5BPFT)
14.4 As reported within section 4.6, the Trusts CQC Inspection report was published on
1 February 2016. The CQC found that the 5BPFT was performing at a level which
led to a judgement of requires improvement overall.
14.5 In relation to the Trusts Mental Health services, the CQC rated nine out of the ten
core services inspected as ‘good’, with the forensic service rated as ‘requires
improvement’.
14.6 Overall the CQC findings highlighted that:


Learning from incidents and complaints was not consistent across the Trust
which meant that the same problems could potentially recur. The Trust has
taken steps recently to address this but the actions taken are not as yet
embedded sufficiently to deliver a robust learning culture across all services.



Governance systems were not always identifying shortfalls or variations in
quality of care. There was a lack of consistency of quality of care across
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services which meant that patients could have different experiences of care
depending on which ward they were admitted to. This was seen in the acute
wards for people of working age and in the forensic service. Risks were not
always identified and acted upon.


Policies and procedures that should have ensured that all staff delivered a
similar safe, caring, effective and responsive service were not always ratified or
in date.

14.7 The Trust took immediate action to reduce risks in response to concerns raised at
the time of the inspection and has subsequently developed action plans, which have
been approved by the CQC, to address the areas where improvements were
needed were.
14.8 The action plans have been shared with the CCG and the Trusts Medical Director
has been invited to attend the April 2016 Governing Body meeting to provide a
summary of the inspection findings and an update on implementation of the action
plans.
14.9 The CQC has committed to re-inspect the Trust within the next six months and if it is
satisfied the areas of concern have been addressed it will review and revise the
overall rating.
15

SAFEGUARDING

15.1 The WBCCG Safeguarding Team ensures that WBCCG meets its statutory
safeguarding responsibilities. The Team works in partnership with key stakeholders
to monitor the safeguarding arrangements of commissioned health services; to
respond to adults and children who are at risk or harm, or who have been harmed,
with the intention of delivering improved outcomes for the most vulnerable.
Safeguarding Training - NHS Provider Trusts
15.2 Training compliance continues to be monitored on a bi-monthly basis via the QSSG
meetings with each of the NHS Providers.
PROVIDER
Quarter 4 2015 - 2016
Safeguarding Children - Compliance at
Level 1 (%):
Safeguarding Children - Compliance at
Level 2 (%):
Safeguarding Children - Compliance at
Level 3 (%):

BCFT
Jan

Feb

5BPFT
Feb

WWLFT

March

Jan

March

Jan

Feb

88.09

88.06

91.53

91.62

92.8

96.78

97.03

84.59

89.46

8.3

96.74

94.76

81.82

87.5

69.1

Safeguarding Adults Training (%):

88.09

88.06

93

94

No
Data

Mental Capacity Act Training (%):

88.09

88.06

90

92

89.7

Prevent Health Wrap Training: Working
towards 85% compliance by end 2015/16

42.00

54

52.72

No
Data

84.2

March

Safeguarding Children - Serious Case Reviews (SCRs)
15.3 The current local position in relation to Serious Case Reviews is outlined in the
following table.
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ID

INCIDENT
DATE

ORG

STATUS
WSCB report published 4 June 2015. All Health Providers actions
completed and evidence validated at WSCB Scrutiny Panels. CCG
Safeguarding Team have completed all outstanding actions
regarding Child C and are scheduled to present evidence to a
WSCB Scrutiny Panel on 26 April 2016.
WSCB report published 18 August 2015. All Health Providers
actions completed and evidence validated at WSCB Scrutiny
Panels. CCG Safeguarding Team have completed all outstanding
actions regarding Child D and are scheduled to present evidence
to a WSCB Scrutiny Panel on 26 April 2016
WSCB report published on 27 October 2015. The action plan was
reviewed at the November WSCB Meeting by Board members
WSCB Learning and Improvement Sub Group has been tasked with
overseeing progress. After reviewing the action plan for Child E
Sub Group members felt that the format didn't provide clarity and
are currently reformatting the document to assist partners to
better see the evidence they need to provide. WSCB plan to hold a
Scrutiny Panel to review evidence in relation to the action plan.
A WSCB SCR Consideration Panel was held on 30 September 2015,
the Panel recommended that the case met the criteria for a SCR.
The WSCB have appointed an Independent Author and the 1st SCR
Panel meeting was held on 14 December 2015. A SCR Learning
Event was held on the on 15th March, the Independent Author is
now drafting her SCR Overview Report which will be discussed at
the next SCR Panel meeting on 11th May 2016.

CHILD
C

21/02/2013

Health
Economy

CHILD
D

26/02/2013

Health
Economy

CHILD
E

23/10/2013

Health
Economy

CHILD
F&G

30/09/2015

Health
Economy

StEIS
Reference
NA

2015/22132
StEIS closed
by NHSE on
11/11/2015
2013/37007
2014/18544
StEIS closed
by NHSE on
11/11/2015

2016/1388

Safeguarding Adult Reviews
15.4 The current local position in relation to Safeguarding Adult Reviews and Local Case
Review is outlined below.
ID
Adult
8 MB
Adult
9 JW

INCIDENT
DATE
July 2014
Nov 2014

ORG
Health
Economy
Health
Economy

Adult
10 WT

May 2015

Health
Economy

Adult
11 DH

May 2015

Health
Economy

STATUS

StEIS Ref No
(if applicable)

Complete. WSAB have reviewed and agreed the Action Plan.
IMR complete and forwarded to Chief Officer for sign off.
Draft copy forwarded to Local Authority to assist chronology.
Panel Meetings held on 17/02/16 and 06/04/16.
Third panel Meeting scheduled for 11/05/16.
IMR complete and forwarded to Chief Officer for sign off.
Draft copy forwarded to Local Authority to assist chronology.
Panel meeting held on 23/02/16. Systems Thinking Event held on
23/03/16 to review IMR’s. Further Panel Meeting scheduled for
03/05/16.
IMR to be completed by 24/04/16 (chronology already complete).
Systems Thinking Event scheduled for 26/04/16.

Domestic Homicide Reviews (DHRs)
15.5 A DHR is conducted to review the circumstances in which the death of a person
aged 16 or over has, or appears to have, resulted from violence, abuse or neglect
by a person to whom he was related or with whom he was or had been in an
intimate personal relationship, or a member of the same household, held with a view
to identifying the lessons to be learnt from the death.
15.6

The current local position in relation to the DHRs is outlined below.
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ID

INCIDENT
DATE

DHR 2

25/07/2014

DHR 3

13/11/2014

DHR 4

16

01/02/2015

StEIS Ref No
(if applicable)

STATUS
Change in status. The Home Office Quality Assurance Group have
reviewed the Overview Report and as a consequence requested
further information which has been provided by the Chair. A further
response from the Home Office Quality Assurance Group is awaited.
Change in status. The Home Office Quality Assurance Group have
reviewed the Overview Report and as a consequence requested
further information which has been provided by the Chair. We
currently await a further response from the Home Office Quality
Assurance Group.
The Overview Report has been sent to the Home Office Quality
Assurance Group for scrutiny and approval. It is scheduled to be
reviewed on 27/04/16.

2015/14834
StEIS entry closed
by NHSE 11/11/15
2015/20709
StEIS entry closed
by NHSE 11/11/15
2015/20763
Stop clock request
agreed by NHSE

SAFEGUARDING CHILDREN CRITICAL INCIDENT PANELS

16.1 The Wigan Safeguarding Children Board (WSCB) convenes Critical Incident Panels
to consider whether any ‘Critical Incidents’ notified to them meet the criteria for an
SCR. This decision should normally be made within one month of notification of the
incident. The final decision rests with the Independent Chair of the WSCB.
16.2

In the Quarter 4 period there was one Critical Incident Panel held by the WSCB.
The current local position in relation to the Critical Incident Panels is outlined below
ID

DESCRIPTION

CIP
EK

Child Death: RTC

StEIS Ref
(if applicable)
NA

OUTCOME
WSCB held a Critical Incident Panel (CIP) meeting in October 2015. The
CIP were unanimous in their recommendation to the WSCB Independent
Chair that the case met the criteria for a Serious Case Review (SCR). The
Independent Chair however, felt that a Local Case Review (LCR) would be
more appropriate. Comments received from the National SCR Panel and
the subsequent publication of an Independent Police Complaints
Commission (IPCC) Report prompted WSCB to convene a further CIP.
nd

A 2 CIP was held on 26/03/16, Panel Members came to a majority
decision in recommending that the case met the criteria for a SCR. The
Independent Chair agreed with this decision and an Independent Author
has been appointed. The SCR will be referred to as ‘Child H’.
This has been entered onto StEIS with a ‘stop the clock’ requested and an
SCR Notification Form submitted to NHS England in accordance with GM
Safeguarding Protocol. WBCCG Assistant Director Safeguarding Children
will be the CCG representative on the SCR Panel, attending the 1st SCR
Panel Meeting on 20th May 2016.

17

LOCAL AUTHORITY SAFEGUARDING ADULT ALERTS

17.1

The current local position in relation to the Local Authority safeguarding alerts that
require enquiry or investigation by WBCCG Safeguarding Team is outlined below.
ID

INCIDENT
DATE

GP/01
MM/02
MF/05

19/08/13
22/06/15
28/10/15

DR/07

12/2015

DESCRIPTION

STATUS

No further actions for WBCCG. Case closed.
No further actions for WBCCG. Case closed.
This case relates to the death of an elderly patient. Rapid Review
completed as per WWLFT policy followed by a comprehensive investigation.
The Police originally showed an interest in this case but have now passed
the matter back to WWLFT who continue to work with the family of the
deceased to resolve the matter. No further actions for WBCCG.
Safeguarding Conference held on 15 March 2016 to review and consider the

Closed
Closed
Closed
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18

JI/08

30/10/16

JMc/09

17/01/16

PC/10

19/01/16

MS/10

29/01/16

investigation report of the Assistant Director of Safeguarding – Adults.
Actions Agreed from Lessons Learned shared with all parties. No further
actions for WBCCG. Case closed.
Case Conference held on 7 March 2016 to review and consider the
investigation report of the Assistant Director of Safeguarding – Adults.
Actions Agreed from Lessons Learned shared with all parties. The family of
the deceased have appealed the decision taken at Case Conference
although this process has yet to conclude. Unlikely to have any further
actions for WBCCG.
This case relates to the death of a male patient who lived in a nursing home.
A Strategy Meeting was held on 25/01/16 to discuss the circumstances of
the death with particular reference to the care and treatment provided by
the nursing home in respect of the patient’s pressure ulcer. Assistant
Director of Safeguarding Adults requested to review the said care and
report back to the Police. This action is complete. The Police have sent a file
to the Coroner for consideration. Currently awaiting a response.
This case relates to the death of a female patient who lived in the
community with minimal support from a Third Sector Provider. She was
found dead on the floor of her flat although after examination of the flat
and surrounding area her death was not believed to be suspicious.
Concerns were expressed as to whether the individual had capacity or not
and whether she had been compliant with her medication. A Strategy
Meeting was held on 19/01/16 and the decision taken that it was not a
criminal matter. A Critical Incident/Rapid Appraisal was completed by the
Assistant Director of Safeguarding Adults and forwarded to the Local
Authority. A Critical Incident Meeting was held on 22 February 2016 and
the decision taken to progress the matter to a Local Case Review.
This case relates to the pressure area care provided by a nursing home to a
female patient further to discharge from Winstanley Ward, WWLFT. The
Assistant Director of Safeguarding – Adults has reviewed the care provided
and drafted a report which is due to be considered at Case Conference (to
be scheduled).

Open

Open

Open

Open

SAFEGUARDING CHILDREN MULTI-AGENCY ACTIVITY

18.1 The Assistant Director Safeguarding Children continues to be actively involved in a
range of multi-agency activities. In Quarter 4 these have included:

19



Planning Multi-Agency Locality Briefings to disseminate ‘lessons learned’ from
SCR Child E to frontline practitioners.



Organising ‘Task and Finish’ Groups to review safeguarding children training
packages and the WSCB Training and Development Brochure.



Reviewing and updating the WSCB Escalation Policy.



Reviewing and updating the WSCB Injuries in Non-Mobile Children Protocol.



Delivering a presentation regarding the WSCB Injuries in Non-Mobile Children
Protocol to the Early Years Conference.

GREATER MANCHESTER (GM)
SERVICES - SAFEGUARDING

THEMATIC

REVIEW

OF

MATERNITY

19.1 The Assistant Director Safeguarding Children has taken part in a ‘Safeguarding
Task and Finish Group’ following a request from the GM Quality and Surveillance
Group.
19.2 The GM Quality and Surveillance Group is a forum by which commissioners of
services, regulators, NHS England, Health Education England and Health Watch
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representatives can receive information from all stakeholders in order to gain
assurance that services are safe.
19.3 Following the publication of the Kirkup Report, a National Maternity Review was
launched in March 2015. NHS England North subsequently established a Regional
Maternity Review Group which oversees a number of related work programmes
aimed at improving quality.
19.4 In addition, each local Quality Surveillance Group was asked to undertake its own
thematic review of maternity services. A local thematic review of maternity services
across GM commenced in July 2015.
19.5 The GM Safeguarding Collaborative were asked by the Quality and Safety Group to
lead on a work stream as part of this thematic review to look at safeguarding issues
in maternity and identify potential solutions.
19.6 The Safeguarding Task and Finish Group had a wide ranging discussion on the key
concerns and the impact on safety and well-being unborn and new born babies.
A number of ‘Key Performance Indicators’ were devised by the group and
suggested for inclusion in the GM Maternity Specification.
19.7 The group decided that the outcome they wanted from any systematic approach to
safeguarding within maternity services was: ‘Safeguarding issues will be identified
early and risk managed by the mobilisation of appropriate services and resources to
maximise the opportunity to maintain a safe family unit.’
20

SAFEGUARDING ADULTS MULTI-AGENCY ACTIVITY

20.1

The Assistant Director Safeguarding Adults continues to be actively involved in a
range of multi-agency activities. In Quarter 4 these have included:


Cases generated by alerts to the Local Authority, Central Duty Team;



Leading an investigation on behalf of the Local authority regarding the
suspicious death of an elderly patient;



Working with colleagues regarding the suspicious death of a Wigan patient who
was in receipt of out of borough services (in Chester);



Attending the Winterbourne View Operational Meetings to provide oversight on
the key actions required to ensure the safe discharge of this cohort of patients.

21

GENERAL PRACTICE (GP) SAFEGUARDING ASSURANCE

21.1

During Quarter 4 the Assistant Director Safeguarding Children has supported the
WBCCG Quality Team in the ‘Quality Peer Reviews’.

21.2

A key area for discussion was the WBCCG ‘GP Safeguarding Assurance Toolkit’
which provides Practices with a framework for integrating safeguarding children and
young people into existing practice systems and processes for delivering primary
care.

21.3

Each GP Practice has self-assessed themselves using a ‘red’, ‘amber’ or ‘green’
(RAG) rating against 18 safeguarding standards. As part of the Quality Peer review
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process each Practice was provided with their completed RAG rated toolkit and a
copy of the dashboard developed by the WBCCG Safeguarding Team.
21.4

As captured within Section 6 a comprehensive report entitled ‘Commissioning for
Quality Improvement Primary Care Quality Peer Review Summary Report
2015/2016’ will be received by the Clinical Governance committee on 4 May 2016.

21.5

The Safeguarding Team are planning to hold three GP Safeguarding Lead
Meetings in Quarter 1 2016/17. The meetings will focus on:



Key themes and lessons learned from the three recent Domestic Homicide Reviews
conducted in Wigan.



Female Genital Mutilation (FGM) mandatory reporting legislation and statutory
Department of Health dataset.



Key themes and lessons learned from Child E Serious Case Review.



Recently published intercollegiate document and impact on Safeguarding Adult
Training.

22

WBCCG ANNUAL PROVIDER VALIDATION

22.1 WBCCG and NHS England have a statutory responsibility to ensure that the
organisations from which it commissions services from provide a safe system that
safeguards children, young people, and adults at risk of abuse and neglect.
22.2 The WBCCG Safeguarding Team monitors all commissioned services against the
standards identified within the ‘Greater Manchester Commissioning Safeguarding
Children, Young People and Adults at Risk Policy, February 2015’. These standards
are based on CQC Essential Standards and Section 11 of the Children Act (2004).
22.3 In Quarter 4 the Safeguarding Team produced formal reports for each NHS Provider
entitled ‘Validation of Evidence Submitted - NHS Provider Safeguarding Audit
Toolkit’. These reports gave an overview of:


The evidence each Provider presented to WBCCG to demonstrate compliance
against the agreed standards.



The Safeguarding Teams comments following a review of the evidence and the
rating which had been given.



Any actions required by the Provider in order to address any ‘AMBER’ or ‘RED’
standards.

22.4 The reports were tabled for discussion at the QSSG meetings held with each
Provider and have been agreed. These formal reports have helped the
Safeguarding Team to further strengthen the current governance arrangements in
relation to this process.
23

MERSEY INTERNAL AUDIT AGENCY (MIAA)

23.1 The WBCCG Safeguarding Team have continued to work with MIAA during
Quarter 4 as they conduct a review of WBCCG arrangements for ‘Safeguarding
Children and the Protection of Vulnerable
Page 67Adult.
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23.2 The Team have prepared a comprehensive table of evidence which has been
shared with the Auditor. A draft MIAA Report in relation this this review is planned to
be presented by MIAA to the Safeguarding Team on 7 April 2016.
24

CONCLUSION AND RECOMMENDATIONS

24.1 This report provides a summary update on the actions that have been undertaken in
this reporting period by the WBCCG Quality Team and Safeguarding Team to
ensure in so far as is reasonably practicable the effective monitoring of provider
quality and safeguarding standards.
24.2 The established quality monitoring systems and processes enable WBCCG to strive
for continuous improvement across its commissioned services. This is an evolving
process and will continue to be shaped and developed.
24.3 The WBCCG Governing Body and Clinical Governance Committee are
requested to review and approve the content of the report and assurance that
mechanisms are in place which monitor the quality, safety and effectiveness of
commissioned services.

Report Prepared by
Date

The Quality Team - Wigan Borough CCG
Safeguarding Team - Wigan Borough CCG
22 April 2016
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Appendix 1

WIGAN BOROUGH QUALITY OVERSIGHT GROUP
Westwood Lodge Nursing Centre
Quality Improvement Plans
QUALITY IMPROVEMENT ACTIVITY
Medicines Management
2
Infection Prevention & Control
3
MCA / DOLs
4
Safe Staffing
5
End Of Life Care
6
Tissue Viability
7
Hydration & Nutrition
8
Patient Experience & Engagement
9
Training & Education - Care Staff
New areas of work agreed at 4 March 2016
10
Governance and Leadership
11
Personal Care
1

QUALITY OVERSIGHT GROUP - LEAD REVIEWER
Senior Medicines Management Pharmacist, WBCCG
Health Protection/Specialist Nurse IPC, Wigan Council
Assistant Director Safeguarding, WBCCG
Care Homes Quality Assurance Lead, WBCCG
Care Homes Quality Assurance Lead, WBCCG
Care Homes Quality Assurance Lead, WBCCG
Senior Medicines Management Pharmacist, WBCCG
Lead Market Oversight Manager, Wigan Council
Lead Market Oversight Manager, Wigan Council
Lead Market Oversight Manager, Wigan Council
TBC - In development
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Appendix 2

CARE QUALITY COMMISSION (CQC) PUBLISHED REPORTS
WIGAN BOROUGH MEDICAL PRACTICE
1 January 2016 - 31 March 2016

CARE PROVIDER

SAFE

EFFECTIVE

CARING

RESPONSIVE

WELL-LED

Dr Ollerton

Good

Good

Good

Good

Good

Overall
rating for this
service?
Good

Drs D'Arifat, Elislam,
Wan & Saroha

Good

Good

Good

Good

Good

Good

Ashton Medical Centre
Dr Pitalia & Partner

Good

Good

Good

Good

Good

Good

Astley General Practice

Good

Good

Outstanding

Good

Good

Good

Drs Anis & Anis

Requires
Improvement

Good

Good

Good

Good

Good

Lower Ince Surgery (SSP)

Good

Good

Good

Good

Good

Good

Brookmill Medical Centre

Good

Good

Good

Good

Outstanding

Good

Dr Zaman

Good

Good

Good

Good

Good

Good

Dr Pal
(Ashton)

Requires
Improvement

Good

Good

Good

Good

Good

Dr Pal
(Golborne)

Good

Good

Good

Good

Good

Good
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MEETING:

Governing Body

DATE:

24 May 2016

REPORT TITLE:

Item Number: 8.3

Nursing Home Quality Support: May 2016
CO 2: Commissioning high quality services, which reflect
the populations' needs, delivering outcomes and patient
experience within the resources available.

CORPORATE OBJECTIVE
ADDRESSED:

CO 3: Function as an effective commissioning organisation
that puts patients first.
CO 4: Function as an organisation that consistently delivers
its statutory duties and participates fully in Greater
Manchester Devolution.

REPORT AUTHOR:

Lynn Mitchell
Assistant Director for Quality

PRESENTED BY:

Julie Southworth
Director for Quality and Safety

RECOMMENDATIONS/DECISION
The Governing Body is requested to receive and review the
REQUIRED:
information and to provide any comments / feedback.
EXECUTIVE SUMMARY
The report provides the Wigan Borough Clinical Commissioning Group (WBCCG) Governing Body with
an overview of:





Lessons learned from the Westwood Lodge Nursing Home with regard to the quality and
safety of care.
The actions that have been and continue to be undertaken by WBCCG in support of Wigan
Care Homes to deliver improving provider quality and safeguarding standards.

FURTHER ACTION REQUIRED:

Actions are noted within the main body of the briefing paper

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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Briefing Paper
Nursing Home Quality Support
Lessons Learned from Westwood Lodge
Nursing Centre
Position Update: May 2016
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1

Introduction

1.1

Care Homes play a vital role in providing health and social care services within the
wider health economy. It is therefore important for all commissioners to ensure
there are robust mechanisms in place to gain assurances regarding the safety and
quality of those services.

1.2

Registration and monitoring of Care Homes is the responsibility of the regulator, the
Care Quality Commission (CQC). The CQC are required to check that standards
are being met across all Care Home services in England.

1.3

However; on a local footprint Care Home quality oversight and monitoring also sits
within the remit of Wigan Council. The Councils quality assurance framework forms
the basis of their monitoring visits.

1.4

In recognition of the increasing complexity of the care needs of Care Home
residents Wigan Borough Clinical Commissioning Group (the CCG) has taken a
positive initiative in working in partnership with Wigan Council to support quality
improvement within Wigan Borough Care Homes.

2

Background

2.1

Westwood Lodge Nursing Centre is a 76 bedded unit providing Nursing and
Dementia Care. The Acute Trust (WWLFT) is also commissioning Community (Step
Down) Beds from this provider to assist patient flow and mitigate against Delayed
Transfers of Care (DTOCs).

2.2

The Westwood Lodge Nursing Centre Care Quality Commission (CQC) Report was
published on 27 January 2016. The Home received an overall rating of
‘Inadequate’.

2.3

The provider has also been served with warning notices covering the following
breaches of the Regulations:





2.4

Regulation 12 - Safe Care and Treatment
Regulation 13 - Safeguarding
Regulation 17 - Quality Monitoring
Regulation 18 - Staffing

The report also notes that due to the overall rating of ‘Inadequate’, the provider has
been placed in ‘special measures’. The purpose of the CQC placing providers into
special measures is to:


Ensure that providers found to be providing inadequate care significantly
improve.



Provide a framework within which the CQC use their enforcement powers in
response to inadequate care and work with, or signpost to, other organisations
in the system to ensure improvements are made.



Provide a clear timeframe within which providers must improve the quality of
care they provide or the CQC will seek to take further action, for example
ultimately to cancel their registration.
Page 75
2

3 Potential for Risk
3.1

There remains a potential risk that should Westwood Lodge Nursing Centre fail to
achieve the desired quality improvements then the CQC could take further actions.

3.2

Failure to be able to access the services at this site would impact negatively on:



Nursing Home capacity within the Borough; and
Discharges from the Acute Trust

4

The Position - Update

4.1

Prior to and post the publication of the CQC report the CCG Care Home Quality
Assurance (CHQA) Lead has engaged fully with Wigan Council in order to support
Westwood Lodge Nursing Centre in achieving the required quality improvements.

4.2

On publication of the CQC report and in response to lessons learned from
recent Safeguarding Investigations, Wigan Council Senior Management Team took
the decision to replace the existing ‘Westwood Lodge Integrated Support Group’
with a ‘Quality Oversight Group’ to place the provider under what is intended to be a
higher level of scrutiny.

4.3

At February 2016 following an internal reorganisation within Wigan Council’s Market
Oversight Team, the Group was revised. The Quality Oversight Group is now led
by the Senior Management Team at Wigan Council and is chaired by their Assistant
Director. It is important to note that the tripartite agreement remains with support
being provided by the CCG and WWLFT.

4.4

Wigan Council hosted their initial meeting of the revised group on 4 March 2016.
Westwood Lodge Nursing Centre, namely the HC-One Senior Management Leads,
were briefed on the change of focus and the overall commitment required in
achieving the quality improvements.

4.5

On review of the lessons learned from recent safeguarding allegations reported to
and investigated by Wigan Council, it was agreed by the Quality Oversight Group
that the following additional areas would be included within the quality improvement
process:



Leadership, Management and Governance
Personal Care

4.6

Given the breadth and depth of the work being supported by all agencies involved,
the initial Quality Improvement Plan has been devolved into ‘subject specific’
individualised plans for ease of monitoring and review. Each plan is now monitored
by an identified reviewer with a specialist interest / competence in the subject.

4.7

The reviewer is responsible for monitoring the provider progress against the
assigned improvement plan and also; for ensuring the updated plan is submitted for
inclusion on the Quality Oversight Group. A table detailing the current improvement
plans has been included at appendix one.

4.8

In addition to the above, following a reported environmental incident relating to pest
control the CCG Quality Improvement Manager visited the site on 3 March 2016.
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Following the visit a Building Inspection Summary Report was completed and
shared with the Quality Oversight Group and the provider on 4 March 2016.
5

Areas of Improvement

5.1

The following improvements have been observed and reported by the Reviewers.


The provider has contracted a dedicated Project Team and Manager to enable
them to evidence progression against their CQC action plan. The HC-One plan
has been submitted to the Quality Oversight Group.



All Provider safeguarding incidents reported in compliance with the Wigan
Council Safeguarding procedures have been concluded at the point of reporting.
The Infection Prevention and Control (IPC) Audit undertaken by Wigan Council
Public Health was in the main ‘positive’.



A daily medication audit is being completed by the provider. However given the
significant focus this also remains under further scrutiny and additional actions
are highlighted within the Medicines Management Improvement Plan.



Staffing has improved including the appointment of a Deputy Manager / Clinical
Lead. However; further progress is required.



Personal Care Plans are currently in the process of being reviewed. This will
ensure that going forward each resident will have a plan of care in place that
meets their individual personal and clinical needs. On completion of this work it
is intended that a Care Plan Audit will be undertaken.

5.2

Wigan Borough CCG - Westwood Lodge - GP Engagement Event: the event
took place on 28 April (2016). All Practices who have Patients residing at Westwood
Lodge had been contacted personally by the CHQA Lead to update the Practice
Manager on the current collaborative working. The Quality Team also forwarded a
formal invite letter to each Practice.

5.3

The purpose of the event was to improve communications between the Care Home
and the Practice; and to provide the Practices with an opportunity for discussion
with the Westwood Lodge (HC-One) Senior Management Team.

5.4

The event was well supported by the HC-One Team. Whilst attendance from the
Practices was low, on the day the positive engagement from the Practices who
attended resulted in a very positive outcome. There was a commitment to maintain
communication and engagement between the Care Home Manager and the
Practices and importantly to working collaboratively to improve the residents care
and treatment.

5.5

Site Visits and Contacts: the following activities have also been undertaken in this
report period.


Wigan Council: The Quality Performance Officers stepped up their inspection
visits during March 2016. Several focused visits were undertaken both in and
out of hours and at weekends.
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WBCCG: The CHQA Lead has continued to visit bi weekly; the Medicines
Management and Adult Safeguarding Leads have also visited the site to provide
support.



WWLFT: The Trust has advised that it will continue to hold their Monthly
Stakeholder meetings with the Provider in relation to the community beds
commissioned by them at the site. This will be fed into the Quality Oversight
Group.

6

Lessons Learned

6.1

Whilst it is recognised there will be lessons learned, it does need to be recognised
that it is early days in relation to this work. Given the requirements of the agreed
quality improvement plans we have a way to go to before we can be confident
on sharing the wider lessons learned.

6.2

The CCG has taken a positive initiative in supporting Wigan Council and in working
collaboratively with other key stakeholders to support the required quality
improvements at Westwood Lodge.

6.3

The themes covered by the Quality Improvement Plans are not isolated to
Westwood Lodge Nursing Centre and can be used as generic templates for other
Care Homes that may have similar quality concerns.

6.4

An important lesson that has emerged is the need to be more proactive as a health
and social care economy in identifying potential service delivery concerns and / or
poor experiences of care.

6.5

The CCG therefore intends to develop a Care Home Group; the remit of which will
be to identify the available local intelligence to enable the development of an early
warning system.

6.6

By triangulating current data; CQC, Council oversight and soft intelligence from
visitors the CCG will become more proactive and will be able to identify quality
issues within Care Homes at the earliest opportunity.

6.7

The CCG can then support those Care Homes identified as needing assistance, to
improve care and outcomes.

7

Conclusion and Recommendations

7.1

This report provides a summary update on the actions that have been undertaken in
this reporting period by the CCG.

7.2

The established quality monitoring systems of the Local Authority and processes
enable the CCG to support continuous improvement in care homes. This is an
evolving process and will continue to be shaped and developed.

7.3

Given the extent of the activities involved it should be recognised that whilst there
have been quick wins in relation to some areas, this work should be viewed as long
term support if we wish to attain sustainable improvements in the delivery of safe
compassionate care.

Page 78
5

7.4

The Wigan Borough CCG Governing Body are requested to review and approve
the content of the report and assurance that mechanisms are in place which
monitor the quality, safety and effectiveness of commissioned services.

Report Prepared by
Date

The Quality Team - Wigan Borough CCG
11 May 2016
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Appendix 1

WIGAN BOROUGH QUALITY OVERSIGHT GROUP
Westwood Lodge Nursing Centre
Quality Improvement Plans
QUALITY IMPROVEMENT ACTIVITY
1
Medicines Management
2
Infection Prevention & Control
3
MCA / DOLs
4
Safe Staffing
5
End Of Life Care
6
Tissue Viability
7
Hydration & Nutrition
8
Patient Experience & Engagement
9
Training & Education - Care Staff
New areas of work agreed at 4 March 2016
10
Governance and Leadership
11
Personal Care

QUALITY OVERSIGHT GROUP - LEAD REVIEWER
Senior Medicines Management Pharmacist, WBCCG
Health Protection/Specialist Nurse IPC, Wigan Council
Assistant Director Safeguarding, WBCCG
Care Homes Quality Assurance Lead, WBCCG
Care Homes Quality Assurance Lead, WBCCG
Care Homes Quality Assurance Lead, WBCCG
Senior Medicines Management Pharmacist, WBCCG
Lead Market Oversight Manager, Wigan Council
Lead Market Oversight Manager, Wigan Council
Lead Market Oversight Manager, Wigan Council
TBC - In development
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MEETING:

GOVERNING BODY

DATE:

24 MAY 2016

Item Number: 8.5

REPORT TITLE:

Care Homes – Financial Viability

CORPORATE OBJECTIVE
ADDRESSED:

Corporate Objectives 1, 2, 3 and 4

REPORT AUTHOR:

Elaine Sixsmith

PRESENTED BY:

Julie Southworth

RECOMMENDATIONS/DECISION
REQUIRED:

For Information

EXECUTIVE SUMMARY
This paper clarifies the roles and responsibilities of key stakeholders in the event of Care
Home provider failure.
The paper highlights the lead role of the Local Authority and the interface with local
organisations with regard to awareness of potential failure and actions to be implemented
when failure is imminent.

FURTHER ACTION REQUIRED:

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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Care Homes – Financial
Viability

Healthy People, Healthy Place

Page 83

1

Contents
1.0 Introduction

3

2.0

Nursing and Residential Care Homes

3.0

Statutory roles and responsibilities when dealing with potential/provider failures 3

4.0

Overarching Local Action Plan for Provider Failure

4

5.0

Local Procedure/Response to Provider Failure

4

6.0

Quality Assurance Partnership Approaches

6

7.0

Partnership arrangements

7

8.0

CCG Support to Providers

7

Healthy People, Healthy Place

Page 84

3

2

1.0 Introduction
1.1 This paper clarifies the roles and responsibilities of key stakeholders in the event of
Care Home provider failure.
1.2 The paper highlights the lead role of the Local Authority and the interface with local
organisations with regard to awareness of potential failure and actions to be
implemented when failure is imminent.
2.0 Nursing and Residential Care Homes
2.1 In the next 20 years the number of older people (65 and over) will rise significantly
and the number of advanced age (85 and over) is predicted to increase by two thirds.
Nearly 20% of those 85 and over who are high users of health care live in Care
Homes.
2.2 At the point of admission to a Care Home people are increasingly frail with a range of
acute and complex chronic health needs. Care Homes house a large proportion of
frail and vulnerable people who are high users of health care services.
2.3 A substantial proportion of the Care Home population are in the last years of life
2.4 Within the Wigan Borough there are 50 Care Homes providing 2069 beds.
2.5 Care Homes within the Borough have obtained registration with CQC for either the
provision of residential care, nursing care, or they may be dual registered.
2.6 Some Care Homes may also be registered to provide residential or nursing dementia
or Elderly Mentally Infirm (EMI) care.
2.7 If a Care Home is registered to provide nursing care the provider must ensure that the
appropriate numbers of Registered Nurses are on duty over a twenty four hour
period.
2.8 The Care Quality Commission (CQC) are responsible for monitoring, inspecting and
regulating services to make sure they meet fundamental standards of quality and
safety and publish what they find, including performance ratings to help people
choose Care Homes.
2.9 The Local Authority is responsible for monitoring Care Homes within the Borough.
This involves monitoring a range of practices for example, infection control, policies
and procedures, care planning, recruitment.
3.0 Statutory roles and responsibilities when dealing with potential/provider
failures
3.1 Under the Care Act 2014 the Local Authority is responsible for oversight of the
financial health of social care providers. They work collaboratively with the CQC who
have a specific responsibility for assessing the financial health of larger social care
providers and difficult to replace providers.
3.2 The Care Act imposes clear legal responsibilities on local authorities where a care
provider fails, CQC apply this duty to organisations that they regulate, Care Homes
with nursing and Care Homes without nursing.
Healthy People, Healthy Place
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3.3 Market Oversight is a statutory scheme through which the CQC assess the financial
sustainability of those care organisations that local authorities would find difficult to
replace should they fail and become unable to carry on delivering a service.
3.4 The CQC are required to inform local authorities where these services are delivered
as soon as they believe that failure is likely to happen. By giving an early warning of
likely failure, the scheme will help local authorities to carry out their statutory duty to
ensure continuity of care when providers fail.
3.5 The Care Act makes it clear that local authorities have a temporary duty to ensure
that the needs of people continue to be met if their care provider becomes unable to
carry on providing care because of business failure, no matter what type of care they
are receiving.
3.6 Local authorities have a responsibility towards all people receiving care. This is
regardless of whether they pay for their care themselves, the local authority pays for
it, or whether it is funded in any other way.
3.7 In these circumstances, the local authority must take steps to ensure that the person
does not experience a gap in the care they need as a result of the provider failing.
3.8 This duty applies temporarily, until the local authority is satisfied that the person’s
needs will be met by the new provider.
3.9 The local authority has a temporary duty from the moment they become aware of the
business failure and regardless of whether a person is ordinarily resident in the
borough.
4.0 Overarching Local Action Plan for Provider Failure
4.1 Wigan Council has a Provider Failure Policy that provides an overview of the
procedure for Wigan Council’s response to planned and emergency provider failure,
in relation to Section 48 of the Care Act.
4.2 The Policy provides an overview of the procedure for responding to planned and
emergency provider failure, in relation to Section 48 of the Care Act. It is for all
stakeholders who may be involved in the response process.
4.3 The policy has a focus on:
• placing the individual at the centre of the process
• treating individuals affected with dignity, respect and compassion
• offering support to make choices
• supporting family carers' choice and support
• supporting staff retention and continuity, offering employee choice and
support
5.0 Local Procedure/Response to Provider Failure
5.1 Preventing sudden closure of a Care Home is a key focus of Wigan Council’s ongoing Quality Assurance programme. Wigan Council are building supportive
relationships with providers and closely monitor service delivery. Market oversight
activity also includes dynamic service improvement partnerships and regular
monitoring visits to services.
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5.2 Through this approach it is anticipated that there are relationships with local providers
of services that are open and transparent and greatly reduce the likelihood of Care
Homes facing closure informing the Council at short notice. The expectation is that a
provider will liaise with the Council earlier if they are experiencing problems so a
response can be jointly managed.
5.3 When faced with any closure Wigan Council’s first priority is to safeguard the
wellbeing of residents and to ensure continuity of care
5.4 Plans may be triggered in a number of ways, including the following:
• The Council is notified by CQC of the imminent business failure of a regulated
care provider
• The Provider comes forward to notify the Council that their business will
imminently fail
• The Council is advised of the immediate suspension, closure and deregistration of
a regulated care provider by the CQC
• The Council becomes aware that an administrator has been appointed over a
local provider
• The Council’s own monitoring intelligence suggests that failure will be imminent
• The Council is informed of a major and immediate unplanned business
interruption, for example a fire or a flood, and where the care providers own
continuity plan is unable or has failed to address the resulting service impact
5.5 The decision to trigger Wigan’s plan will be taken on a case by case basis by Wigan
Council’s senior management and the Director for Adult Social Care. Information will
be shared with the Elected Member, the Directorate Management Team, the Senior
Management Team, the Safeguarding Board and the Health and Wellbeing Board.
5.6 The first step will be for Wigan Council to engage immediately with all relevant
parties, these include the home owners, administrators, service users and their
families, CQC, the CCG, operational social work teams, safeguarding teams and
health and clinical staff.
5.7 In some cases it may also include agencies involved in emergency planning protocols
such as utility companies and emergency fire, police and ambulance services.
5.8 In the case of a sudden service closure Wigan Council will work alongside other
teams to ensure Wigan’s residents are adequately supported through a relocation
process, this would include social workers, social care assessors, CCG
Commissioning Matrons, health practitioners and any other appropriate professionals.
5.9 Senior Adult Social care staff are on call 24 a hours a day, they will be called upon to
manage situations that arise as and when appropriate, for example, if there was an
emergency out of hours which required the provider failure plan to be triggered.
5.10 Comprehensive staff call out procedures are in place linked to emergency planning
protocols.
5.11 Wigan Council has an in-house service which can provide support staff to a failing
provider if this is required.
5.12 A Wigan Response Team would be assembled in accordance with the Provider
Failure Policy.
Healthy People, Healthy Place
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5.13 The Wigan Response Team would also include colleagues from the CCG, Continuing
Health Care team, GP and Clinical Nursing staff to ensure that the clinical needs of
service users are maintained.
5.14 The Response Team will meet with the provider to develop a contingency plan
5.15 The focus of the contingency plan is to maintain the operation of the service, to
safeguard residents and to allow the planned transition to new ownership or
relocation of existing service users.
5.16 In emergency situations requiring immediate evacuation or a system failure
threatening the home’s continued operation, emergency planning arrangements
would be utilised.
5.17 If the most cost effective way of supporting a service and protecting service users
would be to underwrite some cost, for example payment of utilities, any funding
request would be considered, on a case by case basis, by Wigan’s Directorate
Management Team.
5.18 The Wigan Response Team will remain in place until the situation is satisfactorily
resolved, the team will have the authority to take appropriate actions required in
response to any particular situation.
6.0 Quality Assurance Partnership Approaches
6.1 Wigan Council collects information on an informal and formal basis about quality,
safeguarding and complaints.
6.2 Wigan Council has a Market Oversight team which comprises of 10 Quality
Performance Officers and a Lead Market Oversight Manager, this team provides
quality assurance oversight across all services areas in Wigan, including smaller
providers.
6.3 The CCG has a Clinical Care Home Quality Assurance Lead role who provides
support with regard to nursing within Care Homes. A fundamental element of the role
is to support Wigan Council in the development of a combined ‘Health and Social
Care Quality Assurance (QA) Framework’. This is seen as a holistic integrated
approach and inclusive of both the health (clinical) and the social care (welfare)
needs of the individual.
6.4 WBCCG Commissioning Matrons undertake approximately 800 individual reviews
each year for all patients resident in Care Homes who are being fully funded through
NHS Continuing Healthcare or are in receipt of Funded Nursing Care. These reviews
are undertaken within three months of the initial placement and a minimum annually
thereafter.
6.5 Commissioning Matrons and Social Workers undertake joint reviews for all patients
resident in Care Homes who are being funded jointly with the local authority.
6.6 The Quality Assurance function promotes a culture of information sharing between all
key partners, including the CQC, families and individuals using services.
6.7 There are a number of dynamic provider forums across each service area where
providers are supported and encouraged to lead improvements in their service area,
Healthy People, Healthy Place
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working together to share best practice, pool resources and share initiatives and
ideas.
6.8 The Quality Assurance function puts Wigan Council in a position to have visibility
across all service areas and understand the early warning signs linked to Market
Oversight and Provider Failure, ensuring that, where possible, failure can be
highlighted at the earliest opportunity, prevented and/or managed effectively.
7.0 Partnership arrangements
7.1 Wigan Council’s Quality Assurance Team work with WBCCG and Wigan Council
Safeguarding Teams ensuring that information is shared on provider quality.
7.2 Wigan Council has established a Friends and Family Network to capture intelligence
about quality.
7.3 Quality Surveillance Group - The Quality Surveillance Group brings together
representatives from WBCCG, Wigan Council, CQC and Health Watch whose focus
is on prevention and early intervention of poor performing providers, integrating the
intelligence gathered by each agency.
7.4 Healthwatch – WBCCG and Wigan Council are building strong links with Healthwatch
to establish the service as a critical friend. The service is building on the
opportunities in relation to Enter and View, looking at how WBCCG, Wigan Council
and Healthwatch collaborate and prioritise.
8.0 CCG Support to Providers
8.1 In order to secure high quality health and social care, services must be united around
the individual and deliver against all elements of fair, person-centred, safe and
effective care.
8.2 WBCCG and Wigan Council have a shared vision for the health and wellbeing of the
elderly residents of the Borough and consider that both the NHS and Social Services
should provide ‘better’ care for residents in the community closer to home, improving
quality of life and avoiding unnecessary hospital visit and/or admissions.
8.3 WBCCG recognises that supporting Care Homes to deliver high quality services is
essential to achieving this vision and will work with the Care Home sector to continue
to identify opportunities to enhance care provision.
8.4 The work being undertaken by WBCCG’s Medicines Management team is an
example of support being given to local Care Homes. In addition to individual patient
medication reviews, there has been a focus on improving overall medicines
management within local Care Homes.
8.5 The Team works closely with the CCG’s Care Home Quality Assurance Lead and the
Local Authority Quality Performance Officers to provide more intensive medicines
management input when Care Homes have received negative feedback following
CQC inspections. This has often required a number of visits to the Care Homes over
a period of a few months and liaison with GP practices and Community Pharmacies
when required.
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8.6 The Team has provided input into Quality Improvement Plans when Care Homes
have been rated inadequate by CQC in order to support the work being done by the
Local Authority and CCG Quality Teams.
8.7 The Team have assisted the Local Authority in their investigations following
whistleblowing information regarding medication incidents, particularly involving
controlled drugs (CDs) on the advice of the Accountable Officer for CDs and have
also attended a number of safeguarding case conferences to provide advice when
medication errors have occurred.
8.8 Training has been provided to Care Homes on appropriate nutrition for residents
including the use of food fortification.
8.9 Other examples of current support include Hospice in the Care Home and the Care
Homes Liaison Team.
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General Practice Forward View Executive Summary
GPs and practice teams provide vital services for patients. They are at the heart of
our communities, the foundation of the NHS and internationally renowned. But
services are now under unprecedented pressure and, as set out in the NHS Five
Year Forward View, it has become clear that action is needed so we have a
responsive NHS, fit for the future.
The General Practice Forward View, published in April 2016, sets out a plan, backed
by a multi-billion pound investment, to stabilise and transform general practice.
It has been developed with Health Education England and in discussion with the
Royal College of GPs and other GP representatives.
It commits to an extra £2.4 billion a year to support general practice services by
2020/21. This means spending will rise from £9.6 billion in 2015/16 to over £12 billion
by 2021 – a 14 percent real terms increase.
This investment will be supplemented by a one off five-year £500 million national
sustainability and transformation package to support GP practices, and includes
additional funds from local clinical commissioning groups (CCGs).
The plan also contains specific, practical and funded steps to grow and develop
workforce, drive efficiencies in workload and relieve demand, modernise
infrastructure and technology, and support local practices to redesign the way
modern primary care is offered to patients.
Summary of the General Practice Forward View
Workforce
On workforce it details action to double the growth rate in GPs, through new
incentives for training, recruitment, retention and return to practice. Having taken the
past 10 years to achieve a net increase of around 5,000 full time equivalent GPs, the
aim is to add a further 5,000 net in just the next five years. In addition, 3,000 new
fully funded practice-based mental health therapists, an extra 1,500 co-funded
practice clinical pharmacists, and nationally funded support for practice nurses,
physician assistants, practice managers and receptionists.
Workload
On workload the plan sets out a new practice resilience programme to support
struggling practices, changes to streamline the Care Quality Commission inspection
regime, support for GPs suffering from burnout and stress, cuts in red-tape, legal
limits on administrative burdens at the hospital/GP interface, and action to cut
inappropriate demand on general practice.
Infrastructure
On infrastructure it proposes upgrades to practice premises, new proposals to allow
up to 100 percent reimbursement of premises developments, direct practice
investment technology to support better online tools and appointment, consultation
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and workload management systems, and better record sharing to support team work
across practices.
Care redesign
On care redesign it signals practical support for individual practices and for
federations and super-partnerships; direct funding for improved in hours and out of
hours access, including clinical hubs and reformed urgent care; and a new voluntary
GP contract supporting integrated primary and community health services.
General practice in 2020 will not look the same. It will be able to work at scale
making best use of new technologies. There will be development and expansion of
the workforce and better premises. There will be improved signposting of patients to
the most appropriate service for them or where appropriate supporting them to selfcare. And GPs working as part of a more joined up primary care workforce will be
able devote the greatest amount of time to quality and health improvement for
patients and local communities.
The General Practice Forward View is a substantial package of investment and
transformation. What matters now is getting on and delivering it so that practices can
start to feel the difference. An advisory oversight group with patients and partners
(including the British Medical Association’s General Practitioners Committee and the
RCGP) will steer the implementation of the measures outlined in this General
Practice Forward View. This is a five year programme of work, and it will be important
that we continue to learn and respond to changing circumstances..
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Introduction
There is arguably no more
important job in modern
Britain than that of the family
doctor.
GPs are by far the largest
branch of British medicine. A
growing and ageing population,
with complex multiple health
conditions, means that personal
and population-orientated
primary care is central to any
country’s health system. As a
recent British Medical Journal
headline put it – “if general
practice fails, the whole NHS
fails”.
So if anyone ten years ago had
said: “Here’s what the NHS
should now do - cut the share
of funding for primary care and
grow the number of hospital
specialists three times faster than
GPs”, they’d have been laughed
out of court. But looking back
over a decade, that’s exactly
what’s happened. Which is why
it’s no great surprise that a recent
international survey revealed
British GPs are under far greater
pressure than their counterparts,
with rising workload matched by
growing patient concerns about
convenient access.
A recent report on GP workload
pressures by the Primary Care
Foundation and NHS Alliance said
this:

#GPforwardview

“ The strength of British

general practice is its
personal response to a
dedicated patient list; its
weakness is its failure to
develop consistent systems
that free up time and
resources to devote to
improving care for patients.
The current shift towards
groups of practices working
together offers a major
opportunity to tackle the
frustrations that so many
people feel in accessing care
in general practice.”
So rather than ignore these real
pressures, the NHS has at last
begun openly acknowledging
them. We need to act. This
document sets out exactly
how. It contains specific,
practical and funded steps – on
investment, workforce, workload,
infrastructure and care redesign.
On investment: by 2020/21
recurrent funding to increase by
an estimated £2.4 billion a year,
decisively growing the share
of spend on general practice
services, and coupled with a
‘turnaround’ package of a further
£500 million. Investments in staff,
technology and premises, and
action on indemnity and redtape.
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On workforce: pulling out all
the stops to try to double the
growth rate in GPs, through
new incentives for training,
recruitment, retention and return
to practice. Having taken the
past 10 years to achieve a net
increase of around 5,000 full
time equivalent GPs, aiming to
add a further 5,000 net in just
the next five years. Plus 3,000
new fully funded practicebased mental health therapists,
an extra 1,500 co-funded
practice clinical pharmacists,
and nationally funded support
for practice nurses, physician
assistants, practice managers and
receptionists.
On workload: a new practice
resilience programme to support
struggling practices, changes
to streamline the Care Quality
Commission inspection regime,
support for GPs suffering
from burnout and stress, cuts
in redtape, legal limits on
administrative burdens at the
hospital/GP interface, and action
to cut demand on general
practice.
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On infrastructure: new rules to
allow up to 100% reimbursement
of premises developments, direct
practice investment tech to
support better online tools and
appointment, consultation and
workload management systems,
better record sharing to support
team work across practices.
On care redesign: support
for individual practices
and for federations and
superpartnerships; direct funding
for improved in hours and out of
hours access, including clinical
hubs and reformed urgent care;
and a new voluntary contract
supporting integrated primary
and community health services.
One of the great strengths of
general practice in this country
has been its diversity across
geographies and its adaptability
over time. So one size will not fit
all when it comes to the future
shape and work of primary care.
But in the round, this support
package is likely to herald a
‘triple reinvention’ - of the clinical
model, the career model, and the
business model at the heart of
general practice. In his preface
to this document Arvind Madan
describes what this could mean
from the practice and the patient
perspective.

Thanks go to the many GPs,
other NHS professionals and
patient groups who’ve helped
shape this urgent ‘to do’ list
- including particularly our
partners at the Royal College
of General Practitioners, the
British Medical Association’s
General Practitioners Committee,
Department of Health, Health
Education England, the National
Association of Primary Care,
NHS Alliance, the Family Doctors
Association and in local CCGs
and Local Medical Committees
right across England.
Looking back over nearly seventy
years, there have been key
moments in NHS history when
the health service has stepped
up to support and strengthen
general practice and wider
primary care. Think: the New
Deal for GPs in 1966. Think:
new contractual models in the
1990s and 2000s. If properly
implemented, the wide-ranging
measures in this document may
perhaps come to be seen as a
similar inflexion point.
But be that as it may, the vital
thing is to roll our sleeves up, get
practical, and together begin to
make a tangible difference, now,
for practices and for our patients.

Simon Stevens
Chief Executive, NHS England
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GP services for the future:
Dr Arvind Madan
The public relies on general
practice services for the health
and wellbeing of themselves
and their family. It is one of
the great strengths of the
NHS, and is recognised time
and again in international
comparisons.
Over my 20 years as a GP
demand for appointments, and
particularly their complexity, has
increased beyond recognition.
There has been a steady rise
in patient expectations, a
target driven culture and a
growing requirement for GPs to
accommodate work previously
undertaken in hospitals, or in
social care. This has resulted
in unprecedented pressure on
practices, which impacts on staff
and patients. Small changes
in general practice capacity
have a big impact on demand
for hospital care, so the need
to support general practice in
underpinning the whole NHS has
never been greater.
However, a typical morning
in general practice currently
comprises a long arduous
struggle through appointments,
phone calls, repeat prescriptions,
results, letters and home visits.
Before you get time to look
up, much less take a break,
it is the afternoon and you
have to start all over again.
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Running the practice or having
a meaningful conversation
with staff is relegated to the
edges of the day. Almost every
practice is struggling to balance
rising workload within tighter
financial constraints. Add to
this the strain of recruitment
issues and it becomes easy to
see why morale is so challenged.
Clinicians increasingly feel unable
to provide the care they want
to give, and understandable
resentment of working under this
pressure is growing.
Yet patients rightly expect and
deserve high quality care from
a familiar team of healthcare
professionals they know
and trust. We know these
relationships rest at the heart
of how every general practice
functions. They are fundamental
to what we do, namely personcentred coordinated care of
complex physical, mental and
social issues, within the context
of the individual, their families
and the wider community.
I joined NHS England at the end
of last year, in part driven by
my frustration with how I felt
high quality primary care for
patients was being undervalued.
Since starting I have made three
observations. Firstly, there is
a deep-seated recognition of
how a strengthened version
of general practice is essential
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to the wider sustainability of
the NHS. Secondly, there is
acknowledgement of historic
underfunding in general
practice and the need for this
to be reversed. Thirdly, practices
themselves seem more open to
new ways of working than at
any time I can recall. As much
because we want patient care
to improve, as we recognise our
survival depends on it.
Most observers now agree that
the solution lies in a combination
of investment and reform.
It requires action from NHS
England, clinical commissioning
groups (CCGs), health and care
organisations, and practices
themselves. We know there is
no single cause for the issues we
face, and that no single part of
the system acting in isolation can
fix it either. We need a concerted
approach of initiatives, involving
all stakeholders, across a number
of key areas.
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The General Practice Forward
View represents a step change
in the level of investment and
support for general practice.
It includes help for struggling
practices, plans to reduce
workload, expansion of a wider
workforce, investment in
technology and estates and a
national development
programme to accelerate
transformation of services. NHS
England is committing to an
increase in investment to support
general practice over the next five
years. Furthermore this will be
supplemented by GP-led CCGs as
they act to transform local care
systems. This transformation will
be built around patients, around
the wider workforce, around the
redesign of our workload and
organisation of care, and creating
a satisfying and rewarding career
for everyone working in general
practice.
Some patients want to be
partners in their own care. They
want the knowledge, skills
and confidence to take more
responsibility for their health
and feel more in control of their
outcomes. Channelling this
growing patient appetite for
services that help patients to help
themselves unlocks both a better
patient experience and a way to
alleviate practice workload. No
amount of reform of the existing
system will work unless we also
partner with our patients to
manage demand more efficiently.

The GP is an expert medical
generalist and must be properly
valued as the provider of
holistic, person-centred care
for undifferentiated illness,
across time within a continuous
relationship. These are core
strengths of general practice
and must be preserved within
any change. However, patient
demand and GP shortages
mean that we no longer have
the time to use our expertise on
patient issues that can be safely
and competently managed by
others. Wider members of the
practice-based team will play
an increasing role in providing
day-to-day coordination and
delivery of care. Greater use of
skill mix will be key to releasing
capacity, if we are to offer
patients with complex or multiple
long-term conditions longer GP
consultations.
In the way we currently view
practice nurses as an integral
part of the practice team, the
GP Access Fund schemes are
already showing how a broad
range of healthcare professionals
can contribute to providing
care, for example advanced
nurse practitioners, clinical
pharmacists, physician associates,
physiotherapists and paramedics.
Staff are navigating patients to
a wider range of alternative
services such as primary care
access hubs, social prescribing
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initiatives (including the voluntary
sector) and pharmacy minor
ailment schemes. Pharmacists
remain one of the most
underutilised professional
resources in the system and we
must bring their considerable
skills in to play more fully.
We all accept that we have
a long way to go to hit the
ambitious recruitment targets set
for primary care, but we must use
every effort to try, as this will be
necessary for much of the reform
required. NHS England, alongside
Health Education England and
CCGs, will support a series of
initiatives to grow and train the
workforce in response to this
challenge.
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A common reason for poor
morale is the daily struggle with
growing workload. Much of this
is generated by a fragmented
system, over which practices feel
they have little influence. Our
first and most pressing priority
must be to alleviate this wasteful
burden, which takes away from
direct patient care. We know
we cannot work any harder, so
we have to find ways to work
differently. A key requirement
for wider system change is the
urgent need to identify and
eliminate needless workload.
But this is a challenge when it
is difficult to find time to look
up from the day job. For GPs to
believe in a better future we must
first start to feel the impact of
changes now. Some of the new
measures within this document
are specifically designed to
provide immediate relief to
existing pressures. We need to
tackle issues such as irrelevant
communications, duplicate
reporting, unwieldy payment
systems and streamline oversight
and regulation.
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Teams need support and
space if they are to adopt new
ways of working. This is why
NHS England plans to invest
in a national development
programme at individual, practice
and network or federation
level. I have been struck by how
positively received the recent NHS
England and BMA roadshows
on releasing capacity have been.
However, this should be viewed
as the start of a journey in
supporting practices to build the
capacity and capabilities required
within our teams. We must and
will go much further.
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We will also develop different
ways of managing clinical
demand. In addition to increasing
self-care, use of different
triage methods and a broader
workforce sharing the burden,
we also need to grow capacity
through a network of locality
primary care access Hubs (as seen
in the GP Access Fund areas) and
increase clinical personnel behind
services such as 111, for example,
nurses, pharmacists and dentists.

General Practice Forward View

It is becoming increasingly
normal for general practices
to work together at scale, and
already over half the country
have formed into networks
or federations of practices. In
the future there will be greater
opportunities for practices to
work collaboratively in larger
groupings for the benefit of
more sizeable populations, yet
maintain their unique identity
and relationship with their own
patients. Larger organisational
forms will enable greater
opportunities for practices to
increase their flexibility to shape,
buy or build additional services,
working from a more effective
platform with other local health
and care providers, including
community health services, social
care and voluntary organisations.
GPs must feel confident in the
vision of where general practice
could go and how it will feel
to be a GP in the future. A
significant proportion of demand
must be managed through
helping patients to stay well, selfcare and navigate to other team
members, or alternate services.

GPs’ core role will be to provide
first contact care to patients
with undifferentiated problems,
provide continuity of care where
this is needed, and act as leaders
within larger multi-disciplinary
teams with greater links to
hospital, community and social
care specialists.
Primary care professionals will
increasingly work at different
organisational levels, for
example, their own practice, a
neighbourhood of practices and
across the local health economy.
This will open up opportunities
in pathway design, service
leadership, education, training
and research, or developing areas
of clinical interest. Specialists will
develop more community facing
roles, supporting primary care
colleagues in developing case
management expertise, both in
person and remotely. There will
be greater use of technology to
connect primary care with others,
for the sharing of best practice
and sourcing of timely advice.
These changes will develop a
more unified team approach,
in a variety of career structures,
with satisfying and rewarding
opportunities for both clinicians
and non-clinicians, and a more
coordinated experience of care
for patients.
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The General Practice Forward
View will not solve all the issues
we face immediately, but it
does set a new direction and
opportunity to demonstrate what
a strengthened model of general
practice can provide to patients,
those who work in the service,
and for the sustainability of the
wider NHS. General practice has
risen to challenges in the past
and, with support from leaders
across the system, it will again.

Dr Arvind Madan
GP, Director of Primary Care,
NHS England
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Chapter 1: Investment
We will accelerate funding of primary care

We will increase the levels of
investment in primary care:
• By investing a further £2.4 billion a year by
2020/21 into general practice services. This means
that investment will rise from £9.6 billion a year
in 2015/16 to over £12 billion a year by 2020/21.
• Represents a 14 percent real terms increase,
almost double the 8 percent real terms increase
for the rest of the NHS.
• This is the expected increase nationally.
Investment is likely to grow even further as CCGs
build community services and new care models,
in line with the Five Year Forward View.
• This includes capital investment amounting to
£900 million over the next five years.
• Will be supplemented by a Sustainability and
Transformation package, totalling over half
a billion pounds over the next five years, to
support struggling practices, further develop the
workforce, tackle workload and stimulate care
redesign.
• A new funding formula to better reflect practice
workload, including deprivation and rurality.
• Consult the profession and others on proposals
to tackle indemnity costs in general practice by
July 2016.
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The Five Year Forward View
recognised that primary care has
been underfunded compared
to secondary care, and that
this must change. The historic
strength of general practice is
being weakened by the relative
under-investment in general
practice that has occurred over
the past decade.

Since the creation of NHS
England in 2013, each year there
have been real term increases
in primary care funding. On the
back of the Spending Review,
which committed £10 billion a
year more above inflation for the
NHS by 2020 to back the Five
Year Forward View, we know we
need to sustain and accelerate
growth in investment.

£ BILLION

Real term investment in general practice (figures based on 2014/15 prices)

£9.6 billion

2003/04
2005/06
2007/08
2009/10
2011/12
2013/14
2015/16
2017/18
2019/20
2004/05
2006/07
2008/09
2010/11
2012/13
2014/15
2016/17
2018/19
2020/21
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Package of investment in
general practice1
We are committed to increasing
the proportion of investment
going into general practice
services. This should reach over
10 percent by 2020/21, and will
rise further as CCG investment
in general practice rises also.
Overall investment to support
general practice services will rise
by a minimum of £2.4 billion a
year by 2020/21. This represents
a 14 percent real terms increase,
significantly more than that
anticipated for CCG allocations.
The additional investment we
are making in introducing new
care models will benefit general
practice too – and this will ensure
investment rises at least in line
with the plans set out above, and
potentially even more.
For 2016/17, NHS England has
allocated an additional £322
million in primary medical care
allocations, providing for an
immediate increase in funding of
4.4 percent.

1

Plus local investment
For the first time, the Planning
Guidance for the NHS has made
securing the sustainability of
general practice, and in particular
addressing workforce and
workload issues, one of nine
national ‘must dos’. Every part
of England has been asked to
produce a Sustainability and
Transformation Plan (STP), which
will include plans to secure
and support general practice,
and enable it to play its part in
more integrated primary and
community services. These plans
will be completed by July 2016.
National actions on their own will
not be enough – local leadership
and investment will be vital.
Plus a five year general
practice Sustainability and
Transformation package
We have created a national £508
million five year Sustainability
and Transformation package
for general practice to help
further support struggling
practices in the interim, develop
the workforce, stimulate care
redesign and tackle workload.

As part of agreed devolution arrangements, Greater Manchester has been allocated a
transformation fund which includes an appropriate share of NHS England funding for
primary medical care initiatives. It will be for Greater Manchester to determine how it
is spent in the local area.
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This package will include:
• £56 million, to include a new
practice resilience programme
starting in 2016/17, and the
offer of specialist services to
GPs suffering from burn out
and stress (see chapter 3)
• £206 million for workforce
measures to grow the medical
and non-medical workforce (see
chapter 2)
• £246 million to support
practices in redesigning services,
including a requirement on
CCGs to provide around
£171 million of practice
transformational support and
a new national £30 million
development programme for
general practice (see chapter 5).
We will also continue to support
capital investment in general
practice through a programme
of investment estimated to reach
over £900 million over the next
five years.
Fairer distribution of funding
The Carr-Hill formula applies a
weighting (to General Medical
Services (GMS) contracts only) to
reflect the comparative workload
associated with different patient
groups.
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Many believe that the Carr-Hill
formula is now out of date and
needs to be revised to reflect
changes in the population
and the impact of this on
comparative workload. NHS
England is working with the
BMA to review the Carr-Hill
formula to specifically examine
the impact of deprivation, age
and other factors that influence
practice workload. This work
will be concluded in the summer
of 2016, and form the basis of
discussion with the BMA about
changes that might be needed.
A minority of practices are yet
to undergo their PMS contract
reviews. We are committed
to ensuring this process is
completed in the interest of
equity across all practices.
However, in the interests of
stability, these changes are being
phased over a minimum of four
years, ensuring there is a water
tight reinvestment plan for all
savings in local general practices,
and engaging in individual
conversations with practices that
are particularly challenged.
CCG plans for reinvestment
must be published before the
full impact of Personal Medical
Services (PMS) reviews are
implemented for individual
practices.

Tackling rising costs of
indemnity
Indemnity costs have risen in the
NHS in England significantly in
recent years. This is the result of
the rising number of claims, and
the rising level of awards made
by the courts, with the cost of
care packages doubling every
seven years. This is despite the
fact that on objective measures,
the quality and safety of care
provided by GPs has never been
higher. GPs tell us that these
costs are distorting decisions
about whether to remain in work
(particularly for those choosing to
work part-time), whether to work
in GP out of hours and urgent
care services for non NHS trust
providers, and whether to deploy
the wider clinical workforce
(where costs for nurse indemnity
can be the equivalent of medical
indemnity).
NHS England has taken initial
steps to alleviate these pressures
through:
• the establishment in 2014/15
and 2015/16 of a £2.5 million
‘winter indemnity’ scheme to
help with the costs of those
working out of hours
• taking into account increases in
indemnity costs, amongst other
factors, in agreeing funding for
the 2016/17 GP contract.
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• working with the medical
defence organisations and
indemnity insurers to meet
the needs of new ways of
delivering care. For example,
through products that treat
the delivery of services across
practices outside of core hours
(with shared access to patient
records) as similar to in-hours
working, rather than charging
the out of hours rate. This is
in recognition of access to the
patient record.
Some GPs have called for
general practice to have Crown
indemnity. This would mean it is
not possible to sue for damages
and that the small minority of
patients who had suffered harm
as a result of clinical negligence
would not have recourse to any
financial compensation. We do
not believe that this is the intent
of the profession, and this form
of immunity does not apply to
other health services.
Rather, we believe that the
shared aim of all those working
in the NHS is to bring down
the overall costs associated
with negligence claims in an
appropriate fashion, and ensure
that the way that those costs are
borne does not dis-incentivise
excellent clinical staff from
working in the NHS or restrict
access to justice.

#GPforwardview
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The Department of Health will
be consulting shortly on the
options for introducing a Fixed
Recoverable Cost scheme to cap
the level of recoverable costs
for claimant lawyers on clinical
negligence claims. The aim is
to make the cost of claimant
lawyers more proportionate to
damages and defence costs.

The Department of Health
and NHS England will instead
bring forward proposals in July
2016 for discussion with the
profession, medical defence
organisations, the commercial
insurance industry and the NHS
Litigation Authority. This will
consider potential solutions,
including considering:

We and the Department of
Health are also committed to
reviewing the way in which
costs are funded. Any changes
would have a bearing on
historical claims and handling
of past liabilities. This is
complex with the potential to
create unintended financial
consequences if mishandled.
The Clinical Negligence Scheme
for Trusts (CNST) is a risk-pooling
arrangement for trusts, and
requires every organisation to
contribute funds. The rising costs
of CNST has been an issue for
providers in other sectors, and to
date, we have not seen evidence
that access to CNST would bring
down the costs for practice
partnerships. There would be
significant implications for the
treatment of historical claims, for
the insurance market in general,
and it might increase costs to
practices. So this is not a simple
solution.

• how personal costs of
indemnity and clinical insurance
can be contained, provided
certain clinical governance
standards are met – with the
objective of reducing the
overall costs to the individual;
• reducing indemnity costs
for individuals in particular
circumstances, such as GPs
who wish to remain in the
workforce on a part-time basis
past a certain age; and
• enable new models of
care such as Multispeciality
Community Providers (MCPs)
to take on corporate indemnity,
freeing up individuals working
in those new models from the
burden of personal indemnity
costs.
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In principle, GPs should be no
more exposed to the rising costs
of indemnity than our hospital
doctors, and any solution will
need to address this.
Taken together, this represents a
significant programme of work
to reform indemnity in general
practice, addressing some shortterm pressures whilst looking to
bring down the overall costs to
the system.
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Better Care Fund
The Better Care Fund (BCF)
requires CCGs and local authorities
to pool budgets and to agree an
integrated spending plan for how
they will use their BCF allocation.
In 2016/17, the minimum size of
the BCF has been increased to
£3.9 billion.
From April 2016, CCGs, local
authorities and NHS England will
be able to pool budgets to jointly
commission expanded services,
including:
• additional nurses in GP settings
to provide a coordination role
for patients with long term
conditions;
• GPs providing services in care
and nursing home settings;
• providing a mental health
professional in a GP setting; and
• hosting a social worker in a GP
surgery.

CASE STUDY
Wider integration of health and social
care - Sunderland (MCP vanguard)
Through the Better Care Fund all of Sunderland’s
resources for out-of-hospital care from both the
CCG and local authority are now contained within
a single pooled budget of over £160 million. From
April 2015, a Provider Management Board took on
the leadership for redesigning existing services and
investing new funds in additional GP and nursing
sessions in integrated teams and a 24/7 Recovery at
Home service.
Co-located multidisciplinary teams, working
across several practices, provide an enhanced
level of care to patients with complex needs.
These are often frail older people and/or people
with multiple co-morbidities both at home and
in supported housing, including care homes,
identified via a risk stratification approach.
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Chapter 2: Workforce
We will expand and support GPs and
wider primary care staffing
The General Practice Forward View cannot be delivered without sufficient
recruitment and workforce expansion. Therefore NHS England and Health Education
England (HEE) have set ambitious targets to expand the workforce, backed with
an extra £206 million as part of the Sustainability and Transformation package. We
will also support the development of capability within the current workforce and
support the health and wellbeing of staff.

Expansion of workforce capacity

Plans to double the rate of growth of the medical workforce to create an extra 5,000
additional doctors working in general practice by 2020. This five year programme
includes:
• Increase in GP training recruitment to 3,250 a year to support overall net growth of
5,000 extra doctors by 2020 (compared with 2014).
• Major recruitment campaign in England to attract doctors to become GPs,
supported by 35 national ambassadors and advocates promoting the GP role.
• Major new international recruitment campaign to attract up to an extra 500
appropriately trained and qualified doctors from overseas.
• Targeted £20,000 bursaries in the areas that have found it hardest to recruit into
GP training.
• 250 new post-certificate of completion of training (CCT) fellowships to provide
further training opportunities in areas of poorest GP recruitment.
• Attract and retain at least an extra 500 GPs back into English general practice,
through:
• simplifying the return to work routes further, with new portfolio 				
route, and other measures to reduce the length of time.
• launch of targeted financial incentives to return to work in areas of
		 greatest need.
A minimum of 5,000 other staff working in general practice by 2020/21. This five
year programme will include:
• Investment in an extra 3,000 mental health therapists to work in primary care by
2020, which is an average of a full time therapist for every 2-3 typical sized GP
practices.
• Current investment of £31 million to pilot 470 clinical pharmacists in over 700
practices to be supplemented by new central investment of £112 million to extend
the programme by a pharmacist per 30,000 population for all practices not in the
initial pilot – leading to a further 1,500 pharmacists in general practice by 2020.
• Introduction of a new Pharmacy Integration Fund.
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• A general practice nurse development strategy, with an extra minimum £15 million
national investment including improving training capacity in general practice,
increases in the number of pre-registration nurse placements, measures to improve
retention of the existing nursing workforce and support for return to work schemes
for practice nurses.
• National investment of £45 million benefitting every practice to support the
training of current reception and clerical staff to play a greater role in navigation
of patients and handling clinical paperwork to free up GP time.
• Investment by HEE in the training of 1,000 physician associates to support general
practice.
• Introduction of pilots of new medical assistant roles that help support doctors, as
recommended by the RCGP.
• £6 million investment in practice manager development, alongside access for
practice managers to the new national development programme.
• £3.5 million investment in multi-disciplinary training hubs in every part of England
to support the development of the wider workforce within general practice.
Health and wellbeing
£16 million extra investment in specialist mental health services to support GPs
suffering with burn out and stress, and support retention of GPs, in addition to the
£3.5 million already announced.

Over the past decade, the
number of GPs (full time
equivalents) working in general
practice has risen by over 5,000.
But we know that many practices
now face recruitment issues
and are increasingly reliant on
temporary staff. Moreover, a
higher proportion of older GPs
are signalling that they are
considering leaving the workforce
early.
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Work to date
The Primary Care Workforce
Commission, set up by HEE and
chaired by Professor Martin
Roland, called for a broader
range of staff to be involved in
providing care. Their report, The
future of primary care creating
teams for tomorrow, set out
how we can better deploy the
talents of the wider workforce to
reduce the workload burden on
GPs, meet patients’ needs and
to free GPs up to do what they
do best. The report also set out
recommendations to increase
the role of nursing, advanced
clinical practitioners, medical
assistants, practice pharmacists
and physician associates along
with stronger partnerships with
the voluntary sector and better
use of technology.
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GPs working in primary care (excluding locums)
(source HSCIC)
37,500
37,000
GP FTE (Excluding locums)

We aim to double the rate of
growth in the primary care
medical workforce over the
next five years, to create an
extra 5,000 doctors working in
general practice. This needs
to be supported by growth in
the non-medical workforce
– a minimum of 5,000 extra
staff – nurses, pharmacists,
physician associates, mental
health workers and others.

36,500
36,000
35,500
35,000
34,500
34,000

2010

2011

Last year, NHS England, HEE,
Royal College of General
Practitioners (RCGP) and the
General Practitioners Committee
(GPC) developed an initial 10
point action plan – Building
the Workforce a new Deal for
General Practice - to kick start
initiatives to improve recruitment,
retention and return to practice.
Now that there is significant new
investment for general practice,
we will be working together
– and with other professional
bodies, such as the RCN,
Queen’s Nursing Institute, Royal
Pharmaceutical Society, National
Association of Primary Care and
NHS Clinical Commissioners
to step up actions to grow the
workforce and stimulate a more
diverse range of workforce
models within primary care.
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2012

2013

2014

Through the 10 point action plan,
together we have:
• delivered a marketing campaign
to encourage foundation year
2 doctors who are applying
for specialty training to choose
general practice;
• launched a scheme to offer up
to £20,000 bursaries for 109
GP trainees to attract doctors
to parts of the country where
there have been consistent
shortages of trainees;
• established new post-CCT
fellowships to provide further
training opportunities in areas
of poorest GP recruitment that
encourage new CCT holders
to work as GPs in those areas,
whilst pursuing special interests
and meeting local need such
as urgent care and learning
disability care;
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• committed to invest £3.5
million in 13 new multidisciplinary training hubs
(Community Provider Education
Networks) across the country
to support the development
of the wider workforce within
general practice, including
placements in general practices,
development for current staff
and workforce planning;
• created a national induction
and refresher (returner)
scheme, offering a new £2,300
per month bursary to doctors
looking to return to general
practice to help with costs
and improving entry routes –
leading to an increase in the
number of applicants and
improving coverage, given
previous local variation;
• invested an extra £1.75 million
nationally to support practice
nurse development;
• invested in leadership
development and coaching for
individual GPs; and
• piloted new ways of working
including the development
of Primary Care Physician
Associates.
For the wider workforce, we
agreed a major £31 million
scheme to pilot the deployment
of over 470 clinical pharmacists
in just over 700 practices over
the next three years, helping
practices with the costs of
employment and training. We
have published a practice and
community nursing education
and career framework, and

are developing a strategy for
supporting the practice nursing
workforce.
Building the workforce
for 2020
To double the rate of growth
of the medical workforce, and
accelerate use of the wider
workforce, we set out below
the new programmes of work
that will be needed. This will be
backed by an extra £206 million
over the next five years on top of
previously announced initiatives.

This represents a welcome
increase of around 7 percent
on last year’s first round of
recruitment.
HEE will in partnership with
the RCGP, and the profession
continue refining and developing
GP specialty training to provide
greater career flexibility while
maintaining standards in order to
maximise recruitment.

Recruiting doctors into
general practice
HEE has increased GP training
capacity and increased
recruitment to 3,250 doctors
per annum recurrently. In the
first round recruitment for 2016,
2,296 posts - 70 percent - have
already been filled.
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We know we need to improve
the number of medical school
graduates choosing to join
general practice. There is a strong
correlation between training
placements in general practice
and eventually working in general
practice. HEE is currently working
with the Medical Schools Council,
higher education institutions, the
RCGP and the GPC to increase
the profile of general practice
in medical schools and in their
curricula.
A working group, chaired by
Professor Valerie Wass OBE, will
publish recommendations in
summer 2016 about recruitment
and selection, finance and
curriculum and the promotion of
general practice as a speciality.
The recommendations will
improve the medical school
experience of general practice
through greater exposure to the
diverse and stimulating reality of
general practice professionally
and personally. More graduates
will be encouraged to make a
positive choice of general practice
as a career.
HEE and the RCGP will
continue to develop the current
recruitment campaign to raise
the profile of general practice
as a career. The campaign
showcases the variety of different
opportunities and the flexibility
of the specialty, as well as
the central role that GPs play
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in the community and their
patients’ care. HEE has recruited
and trained 35 campaign
ambassadors and advocates to
support and promote national
and regional activities including
attendance at recruitment events
and through social media.
We will supplement this
with a major international
recruitment drive, to attract up
to 500 appropriately trained and
qualified doctors – and possibly
more - from overseas over the
next five years.
Working with HEE we will
evaluate its £20,000 bursary
scheme to attract trainees into
hard to fill areas and identify if
more needs to be done.
HEE will roll out a total of 250
post CCT fellowships by
summer 2017 to offer wider
and more varied training
opportunities in areas of poorest
GP recruitment.
Retaining the current medical
workforce
One of the strengths of general
practice as a career is its flexibility,
with the chance to work parttime or combine general practice
with work in other settings. We
want to make it easier and more
attractive for GPs to return to
work in English general practice.
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Already, the new induction and
refresher (returner) scheme has
seen:
• the end to multiple different
policies, with one single
national policy, supported by
single website, a consistent
set of written guidance to
applicants, and a new single
point of contact;
• a significant increase in NHS
England bursaries for the
period of time that the doctor
is in a supervised placement £2,300 per month – up from a
range of £0 to £500 per month
previously depending on which
part of the country you are in;
• the end to requiring doctors
working overseas to return to
England to start the application
process, with the ability to
hold interviews now via Skype
and sit initial assessments in
countries all round the world;
and
• a review of the appropriate
and relevant content of all
assessments, leading to a
doubling of pass rates in the
last nine months.

General Practice Forward View

As a direct result, we have seen
a significant rise in the number
of doctors applying to return to
work in general practice, with
an increase of 40 percent in the
number of doctors booking to
sit the multiple-choice questions
(MCQ), one of the routes for
returning to practice, in 2015/16
compared to 2014/15.
We need to accelerate this
further so that we can attract
at least an extra 500 doctors
over the next five years back into
general practice. The RCGP has
sought feedback on some of
the main barriers experienced by
returning doctors, and this has
formed the basis of our action
plan for improvement. Our aim
is to start measuring the time
it takes for a doctor to return
to work, and halve the average
time.
We will build on the
improvements to establish a
straightforward route for doctors
to return to work in England.
In addition, we will:
• from April 2016, introduce a
new Portfolio Route (2016)
for GPs with previous UK
experience, continuing to
work in equivalent primary
care roles outside the UK,
removing the need for them to
sit the current exams to return
to practice;

• create a central contact point
for any doctor wishing to
return to work in English
general practice, so that
doctors are supported in
navigating any regulatory issues
and to support and guide them
through the process;
• address delays in securing
Disclosure and Barring Service
checks – taking several weeks
and sometimes months –
and sort out information
governance issues to enable
checks to be valid across
different parts of the system;
• increase the financial
compensation available
through the current GP
retainer scheme from 1 May
2016; and introduce a new GP
retainer scheme more fit for
purpose from 1 April 2017; and
• offer targeted financial
incentives to GPs from May
2016 for returning to work
in areas of greatest need.
We also need to find ways to
attract GPs to remain in practice
towards the end of their career.
The published evidence on
retention suggests that the single
biggest enabler would be to
address concerns over workload,
and create a greater sense of
‘status’ for general practice
within society. The totality of the
General Practice Forward View
is aimed at addressing these
fundamental issues.
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In addition, we will invest further
in leadership development,
coaching and mentoring skills for
experienced doctors – enabling
them to build on their skills and
offer the value of their experience
to younger doctors. We will take
stock of the findings of evidence
on retention, and address any
further issues identified.
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Building the wider workforce
The success of general practice
in the future will also rely on
the expansion of the wider
non-medical workforce –
including investment in nurses,
pharmacists, practice managers,
administrative staff and the
introduction of new roles such as
physician associates and medical
assistants.
Our ambition is to use some of
the extra investment going into
general practice to support the
employment of a minimum of
5,000 extra staff.
To achieve this, at a national
level, NHS England and HEE, over
the next five years, will:
• invest an extra £15 million
nationally in general
practice nurse development,
including support for return
to work schemes, improving
training capacity in general
practice for nurses, increases in
the number of
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pre-registration nurse
placements and other measures
to improve retention;
• extend the clinical pharmacists
programme with a new £112
million offer to enable
every practice to access a
clinical pharmacist across
a minimum population on
average of 30,000 - leading
to an extra 1,500 pharmacists
in general practice. Appetite
for the original pilot scheme
was high. We will need to
learn more from the evaluation
but early indications suggest
clinical pharmacists may
have a role in streamlining
practice prescription processes,
medicines optimisation, minor
ailments and long term
conditions management. We
will roll this out further across
the country over the next five
years, so that every practice can
benefit. We will also open up
the clinical pharmacist training
programme to practices that
have directly funded a clinical
pharmacist;
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• introduce a Pharmacy
Integration Fund, worth £20
million in 2016/17 and rising by
a further £20 million each year,
to help further transform how
pharmacists, their teams and
community pharmacy work
as part of wider NHS services in
their area. Subject to a separate
consultation, our proposals
include better support for GP
practices, for care homes and
for urgent care for the use of
the fund;
• invest in an extra 3000
mental health therapists to
be working in primary care by
2020 to support localities to
expand the Improving Access to
Psychological Therapies (IAPT)
programme;
• provide £45 million extra
funding nationally over five
years so that every practice
in the country can help their
reception and clerical staff
play a greater role in care
navigation, signposting
patients and handling clinical
paperwork to free up GP
time. This builds on successful
pilots tested through the
Prime Minister’s GP Access
Fund schemes and vanguard
sites where the majority of
clinical correspondence can be
managed through trained staff;
• pilot new medical assistant
roles that help support doctors;
• pilot the role of primary care
physiotherapy services;
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• invest an extra £6 million
in practice manager
development;
• roll out the recently published
HEE Community (District)
and General Practice Nursing
Service Education and
Career Framework and the
accompanying HEE Education
and Career Framework;
• implement the Queen’s Nursing
Institute Voluntary Education
and Practice Standards for
District and General Practice
Nursing; and
• work with general practice to
ensure general practice nurses
have access to mentorship
training.
This also needs to be
supplemented at a local level,
and for the first time - through
the Planning Guidance – the NHS
locally has been asked to produce
plans to address workforce issues
in general practice. We will
review these plans in the summer,
and identify any further actions
that need to be taken or ideas
that can be spread nationally to
accelerate the growth, retention
and development of the general
practice workforce.

The vanguard sites that are
testing new integrated models
of care and the GP Access Fund
schemes are already developing
many different ways of using the
wider workforce, and proving
that this can be better for
patients and free up GP time.
A balanced GP workforce
The model of independent
contractor status and partnership
has proved a valuable foundation
for general practice. Partners
provide leadership and continuity,
and in recent years this has been
invaluable as general practice has
come under pressure.
We also recognise that a more
flexible workforce better enables
practices to secure short-term
support to cover sick leave,
parental leave or transition
periods between leavers and
joiners. However many practices
now report that a shift to reliance
on locums is undermining service
continuity and stable team
working.
It is therefore in the interests of
GPs and practices to improve the
relative attractiveness of partner
and salaried positions versus
a shift to a more unstable and
short term workforce.
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First, we will work with the
profession to introduce
new measures entitling GPs
who want flexible working
but who can commit to
working in a practice or an
area for a period of time,
additional benefits relative to
undertaking a rolling series
of short term locum roles. In
other words, while continuing
to incentivise partnerships
and salaried commitments to
practices on the one hand,
we also want to create an
alternative to day-by-day or
week-by-week locuming for
those at a point in their career
or family life who need more
flexibility.
Second, NHS England will set
indicative rates for locums and
will ask practices to indicate
in the annual e-declaration
information where they are
having to pay above those rates.
This is to understand the scale
of the issues practices are facing
and help plan how we can target
workforce support to areas facing
the greatest pressures.
Third, we envisage ‘at scale’
working in larger practice
groupings will create
opportunities to embed a more
locally focused team based
approach which incorporates
locums.
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Promoting health and
wellbeing to combat burnout
A new national service is
being established to improve
GPs’ access to mental health
support. Support for GPs
suffering mental health problems
is part of NHS England’s plans
to retain a healthy workforce.
NHS England has already
committed to spend up to £3.5
million in this new service,
and will now increase that
investment by a further £16
million. The procurement will
start in June 2016 and the service
is expected to be available across
England from December 2016.
This means all GPs will be able
to access free, confidential local
support and treatment for mental
health issues, supporting GPs
who are at risk of suffering stress
or burnout.
Implementation
We will establish a new
Workforce 2020 oversight
advisory group, with
representation from national
bodies, to steer the delivery of
this ambitious programme, and
review where further actions
need to be taken in light of
progress nationally and locally
over the next five years.
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CASE STUDY
Multidisciplinary workforce - West
Wakefield Multispecialty Community
Provider (MCP)
West Wakefield Health and Wellbeing Ltd is a GP
Federation in West Yorkshire serving a population
of 65,000 and is a wave one GP Access Fund site.
It is now leading one of the new care models
MCP vanguard sites with two other GP networks
covering a total population of 152,000 people.
Among a series of initiatives designed to relieve
pressure on GPs, they are training care navigators
to break down the automatic assumption that a
GP appointment is the best first place to go for
any problem.
As well as reduce the number of patients needing
to access their GP, care navigators are able to
‘queue bust’ at reception by offering patients who
arrive at the practice advice to signpost them to
the most appropriate solution for their needs.
Over 70 staff have received training on available
resources, services and innovations within the
practice and MCP programme, and in the wider
voluntary and third sector.
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Chapter 3: Workload
We will reduce practice burdens
and help release time
Support for general practice with the
management of demand, diversion
of unnecessary work, an overall
reduction in bureaucracy and more
integration with the wider health and
care system including:
• Major £30 million ‘Releasing Time for Patients’
development programme to help release
capacity within general practice (see also
Chapter 5).
• New standard contract measures for hospitals
to stop work shifting at the hospital/general
practice interface.
• New four year £40 million practice resilience
programme, starting in 2016.
• Move to maximum interval of five yearly CQC
inspections for good and outstanding practices.
• Introduction of a simplified system across NHS
England, CQC and GMC.
• Streamlining of payment processes for practices,
and automation of common tasks.

Workload was identified by the
2015 BMA survey as the single
biggest issue of concern to GPs
and their staff. Latest research,
published in the Lancet, suggests
that there has been an average
increase in workload in general
practice of around 2.5 percent
a year since 2007/8, taking
account of both volume and
acuity. Whilst some of this rise
can be addressed by increasing
the workforce, we also want to
support practices in moderating
demand and reforming how we
support and organise services.
The Primary Care Foundation
and NHS Alliance have identified
the changes that will have the
biggest impact in reducing
bureaucracy and reshaping
demand. Their report, Making
Time in General Practice,
identified a number of practical,
high-impact ways to remove
unnecessary pressures on general
practice and free up time for
patient care.
The report found that the top
three sources of bureaucracy
experienced in general practice
are: the processes used to make
and claim payments; keeping up
to date with information from
commissioners and national
bodies, and reporting for contract
monitoring or regulation.
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The report also estimated
that around 27 percent
of appointments could
potentially be avoided if there
was more coordinated working
between GPs and hospitals, wider
use of primary care staff, better
use of technology to streamline
administrative burdens, and
wider system changes.

Potentially avoidable GP appointments
Other in
practice - 7%
Self-rating by GPs

Practices have identified that
one way of doing this is to assist
patients in managing a greater
proportion of their minor selflimiting illnesses for themselves.
We will therefore use some of
the funding for workforce and
technology, outlined elsewhere
in this document, to support
practices in doing so.

Outpatients
- 3%

Potentially
avoidable GP
appointments

NHS England is therefore taking
immediate action in the following
areas:
Managing demand more
effectively
NHS England is investing in a
major new £30 million ‘Releasing
Time for Patients’ development
programme to support practices
release time (see Chapter 5).

Self-care/
Pharmacy
- 6%

Sick notes/
appeals - 3%

Other - 3%

Unavoidable
74%

5,128 GP consultations

In addition, by September
2016, we will have launched a
national programme to help
practices support people living
with long term conditions
to self-care. Practices will be
offered tailored support to offer
high quality care planning to
patients who have low levels of
knowledge, skills and confidence
to manage their own health and
wellbeing. The aim is to equip
the workforce with the tools and
skills to do this. This should help
improve patient outcomes, and
over time, reduce the demand
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Care naviagtion
- 3%
Organisation
in practice - 2%

in general practice. We will
design this in conjunction with
the wider national development
programme for general practice.
GPs can also influence the
commissioning of local pathways
for community pharmacy to help
patients with self-care and minor
ailments. The developments
in digital interoperability and
access to a shared primary care
record provide practices with
an opportunity to harness this
potential for reducing demand
for urgent appointments.

#GPforwardview
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Alongside a reformed 111
service, we will also work with
CCGs to ensure they institute
plans to address patient flows in
their area using tried and tested
ideas such as access hubs, social
prescribing and evidence based
minor ailment schemes.
Building practice resilience
In 2015, NHS England
committed to invest £10 million
to support vulnerable practices.
Eligible criteria for accessing this
additional support was developed
with NHS Clinical Commissioners
and other national stakeholders,
with around 800 practices
identified as meeting the criteria.
This support is designed to
build resilience in primary care
and to support delivery of new
models of care. RCGP support
for inadequate rated practices
will continue as part of this
programme. A multi-supplier
(call off) framework will be
available to commissioners from
September 2016 to support
the programme. This is likely
to include a range of local and
national providers and may be
expanded over time. In order
to maximise the impact of this
support, from April 2016, NHS
England will offer support to
eligible practices that are willing
to match fund this additional
support, or offer the equivalent
resources commitment ‘in kind’.
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In addition, a further £40 million
will now be committed to
develop a practice resilience
programme, starting with a £16
million boost in 2016/17. We
will work with the RCGP and the
BMA to develop this programme
as quickly as possible, and
consider introducing practice
resilience teams.
New standards for outpatient
appointments and interactions
with other providers
We have introduced a number
of new legal requirements in
the NHS Standard Contract
for hospitals in relation to the
hospital/general practice interface
from April 2016. These should
relieve some of the administrative
burden on practices.
The changes include:
• Local access policies: hospitals
will not be able to adopt
blanket policies under which
patients who do not attend an
outpatient clinic appointment
are automatically discharged
back to their GP for re-referral.
Also a new requirement on
hospitals to publish local access
policies and evidence of having
taken account of GP feedback
when considering service
development and redesign.
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• Onward referral: unless a
CCG requests otherwise, for a
non-urgent condition related
to the original referral, onward
referral to another professional
within the same hospital is
permitted, and there is no
requirement to refer back
to the GP. Re-referral for GP
approval is only required for
onward referral of non-urgent,
unrelated conditions.
• Discharge summaries:
hospitals will be required to
send discharge summaries
by direct electronic or email
transmission for inpatient, day
case or A&E care within 24
hours, with local standards
being set for discharge
summaries from other settings.
Furthermore, the hospital
should provide summaries in
the standardised format agreed
by the Academy of Medical
Royal Colleges, so GPs can find
key information in the summary
more easily.
• Outpatient clinic letters:
hospitals to communicate
clearly and promptly with GPs
following outpatient clinic
attendance, where there is
information that the GP needs
quickly in order to manage
a patient’s care (certainly no
later than 14 days after the
appointment). For 2017/18,
the intention is to strengthen
this by requiring electronic
transmission of clinic letters
within 24 hours.

General Practice Forward View

• Results and treatments:
new overarching requirement
on hospitals to organise
the different steps in a care
pathway promptly and
to communicate clearly
with patients and GPs.
This specifically includes a
requirement for hospitals to
notify patients of the results
of clinical investigations and
treatments in an appropriate
and cost-effective manner,
for example, telephoning the
patient.
• Medication on discharge: a
new requirement on providers
to supply patients with
medication following discharge
from inpatient or day case care.
Medication must be supplied
for the period established in
local practice or protocols, but
must be for a minimum of
seven days (unless a shorter
period is clinically necessary).
These changes apply to all acute
and community providers. GPs
should notify their CCG in the
event that the contract is not
being followed. The CCG is
responsible for holding providers
to account for the contract
changes.
A new NHS England, NHS
Improvement, RCGP and GPC
Working Group will drive action
to improve the current interface
between primary and secondary
care. The Group’s work will

include practical steps to enable
better communication between
GPs and consultants, and how to
improve GP access to consultant
advice on potential referrals, and
managing complex cases in the
community.
As part of this, NHS England
has established a Rapid Testing
Programme in three sites
across the country to review
ways of better managing
outpatient demand. This
will include assessment of the
practical application of consultant
hotline and advice services,
enabling GPs to get rapid advice
rather than referring the patient.
In light of the outcome of this
programme, the most effective
measures will be rolled out for
use by CCGs from late summer
2016 onwards. Alongside this,
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work is underway to make the
current functionality of the
Choose and Advice system more
functional for use by GPs.
New software to automate
common tasks
Clinicians are frequently required
to undertake a series of tasks on
the computer when putting a
care plan in place or responding
to incoming correspondence.
We will work with innovative
practices, federations and
software suppliers to develop,
test and implement the technical
requirements for a new task
automation solution to reduce
workload. It is expected that
practices will have access to the
new automation function in
2017/18.
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Streamlining Care Quality
Commission (CQC) practice
oversight
In October 2014, the Care Quality
Commission (CQC) began to
inspect general practice services.
CQC ratings have, for the first
time, provided a comprehensive
assessment of the quality of care
provided by practices. By April
2016, they had inspected over
a third of practices (35 percent)
and found that the vast majority
(87 percent) are providing care
that is good or outstanding.
The CQC will complete its first
round of comprehensive
inspections of all practices in
2016/17. CQC is consulting on
changes to its regulatory model
for its work thereafter.
These proposals will reduce the
workload related to inspection
for those practices that deliver
good or outstanding care, while
encouraging improvement and
ensuring a proportionate
approach that protects patients
from the risks of poor care.

What can practices expect
nationally?
• A reduction in inspections
from CQC. This will apply once
all GP practices have been
inspected later this year. CQC
will tailor its inspection activity,
taking a more risk-based
approach where it monitors
and acts on intelligence and
information. It will reduce the
frequency of some inspections,
so that it targets its resources
on those practices where there
is a risk of poor care. CQC will
agree with NHS England and
local CCGs a shared framework
to understand and report on
quality. Practices rated good
and outstanding - currently
the vast majority - will move
to a maximum interval
between inspections of five
years, subject to the provision
of transparent data, available to
CQC, NHS England and CCGs;
and also to CQC remaining
assured that the quality of care
has not changed significantly
since the previous inspection.
Where CQC has concerns, it
may revisit sooner.

Another issue related to CQC has
been that of the fees increase for
registration. In recognition of this,
NHS England agreed with the
GPC to reflect these costs in the
2016/17 GP contract settlement
to address this cost pressure for
practices.
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• New streamlined approach
to inspection for new care
models and federated or
super-partnerships practices.
CQC will continue to develop
the way it inspects to take
account of changes to the
way the sector is organised
and delivered, for example,
through new models of care
or federated practices – with
a focus on the leadership,
governance and learning
culture of the provider, not
necessarily on inspecting every
single site.
• Funding for CQC. NHS
England will discuss with the
GPC how best to recognise
any further fee increases
and will ensure practices are
appropriately compensated.
• Improving and simplifying
transparency of information
about general practice.
A report from the Health
Foundation to the Department
of Health made a number of
recommendations on valid
quality indicators for general
practice. A set of key ‘sentinel’
indicators will therefore be
published on My NHS in July
2016.
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There are already areas of
the country exploring local
alternatives to QOF. For
practices opting in to the
proposed new voluntary MCP
contract (see Chapter 5) QOF
will be replaced with more
holistic team-based funding.
NHS England and GPC have
agreed that we will discuss during
the next round of negotiations
the GPC’s wish for avoiding the
unplanned admissions enhanced
service to be discontinued from
April 2017.

A successor to the Quality and
Outcomes Framework (QOF)
QOF has created a more focussed
approach to chronic disease
management and provides a
structured way of engaging in
secondary prevention. However,
some argue that it has served its
purpose and requires review or
even replacement and that it is a
barrier to holistic management of
health conditions. NHS England
has agreed to undertake a
review of QOF with the GPC
in the coming year to address
these issues, whilst recognising
that it is one of the best public
health databases in the world
and, done right, can support
population-based healthcare.

Reporting requirements and
information, and streamlining
the payment system
We will introduce a simplified
system for how GP data and
information is requested and
shared across NHS England, CQC
and GMC. This will be backed by
a programme of work to cut the
bureaucratic burden of oversight.
We are also taking action to
simplify the general practice
payment system. It is
unacceptable for hard-pressed
practices to have to waste time
chasing or reconciling payments.
Where technical issues arise that
may delay payments to practices,
NHS England has introduced
failsafe procedures that allow
practices to submit activity data
manually into CQRS, therefore
ensuring practices cash flow is
maintained.
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In addition, based on a recent
review of the payment processes
and systems for general practice,
we will now work with the
payment providers to focus on:
• improvements in the
consistency and accuracy of
payments;
• increasing the transparency and
availability of information to
support them; and
• the feasibility of a single
payment vehicle as a single
view with an itemised bank
statement like reconciliation of
claims and payments.
Accelerating paper free at the
point of care within general
practice
General practice already has the
most computerised records in
the NHS, and many practices
are already considered to be
paperless. However, owing to
a lack of interoperable systems
across the NHS, its dealings
with other providers are often
on paper, creating risks and
inefficiencies that we are
committed to reducing.
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Examples include tackling the
significant workload involved
in every practice receiving,
checking and processing many
prescriptions every day. Rolling
out electronic prescriptions is
speeding up processes for
practices and helping to reduce
clinical risk for patients. Work is
almost complete which removes
the need for practices to print
paper copies of records when
a patient moves practice. This
is already in place for practices
using the most up-to-date
software, and final testing of
updates for the remaining
systems is expected to be
completed in May 2016.
A major programme is also
underway to ensure that by
2020 all incoming clinical
correspondence from other NHS
providers is electronic and coded.
This will reduce practice
workload and the risks of errors
in data entry, as well as improve
the usefulness of incoming
information and facilitate more
seamless patient care.
Promoting best practice and
monitoring improvements
We hosted a series of BMA and
NHS England workshops to share
evidence and examples with
practices of the opportunities
to release staff capacity. 9598 percent of practices that
attended reported that these
gave them new practical ideas to
release staff time.

#GPforwardview

We will continue to support the
spread of good ideas. We will
monitor the impact of work to
reduce pressure on practices, and
we want to empower practices
to also do this. We are therefore
commissioning a new audit tool
to be available for all practices
that will allow practices to
identify ways they could reduce
appointment demand. This will
use the same methodology as
in the ‘Making Time in General
Practice’ report and allow
practices to compare themselves
with the national data.
Practices in the GP Access Fund
are about to begin testing of
an automated appointmentmeasuring interface to give them
detailed information about
their activity and how it varies
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over time. This will help practices
match their supply of
appointments more closely
to demand. We will make it
available for every practice from
2017/18.
Mandatory training
Practices have told us that there
seems to have been a growth in
mandatory training requirements
for clinicians and other practice
staff. Examples include basic
life support, safeguarding,
information governance, health
and safety, complaints handling,
fire safety, fridge procedures
etc. Whilst it is easy to see the
justification behind each one,
the sum of them all creates a
significant burden on staff, and
crowds out the more targeted
training needs of individuals.
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NHS England will work with
relevant bodies to review and
reduce these requirements to
ensure a far more proportionate
approach is taken. We will also
keep in mind the impact of
appraisal and revalidation
requirements in the analysis.
Support for more integration
across the wider health and
care system
Social support
Voluntary sector organisations
can also play an important role in
supporting the work of general
practice. For example, local
models of social prescribing can
enable GPs to access practical,
community-based support for
their patients, including access to
advice on employment, housing
and debt. Some areas have
developed call-off services for
specific groups such as carers.
Local leadership
We want all local Health and
Wellbeing Boards (HWBs) to
recognise the centrality of primary
care in integrating their local
health and care systems and
the need to ensure access to all
relevant support services. The
Department of Health will issue
guidance to Health and Wellbeing
Boards asking them to ensure
that joint health and wellbeing
strategies (JHWSs) include action
across health, social care, public
health and wider services to build
strong and effective relationships
with general practice services.

This will ensure that they
understand our vision for general
practice and how they can and
should support it.
Work and health
There is clear evidence that good
quality work is good for health
and, conversely, being out of
work has significant negative
impacts on health. The Five Year
Forward View set out a vision for
the NHS to play a stronger role in
prevention, including a focus on
helping people at risk of falling out
of work. Easier access to health
services for people in employment
should help individuals to seek
help at an early stage, and general
practice staff have a role to play
in recognising when early referral
or treatment may be indicated for
someone at risk of falling out of
work.
This means that GPs will have
greater access to treatment
pathways, especially for
conditions that have an impact
on the ability to work for large
numbers of people, such as
mental health conditions (IAPT)
and musculoskeletal problems.
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Over the last year, the
Government has set up Fit for
Work and will continue to
develop this approach. Fit for
Work offers a free advice,
assessment and case
management service for people
who are employed and off sick. It
is intended to help GPs by
improving outcomes and
reducing demands on them for fit
notes and detailed work-related
advice.
In addition, the Government
will now consider whether
‘early dialogue on work and
health’ and the resulting
sickness certification (fit note) currently restricted to registered
medical practitioners - could be
undertaken by other healthcare
professionals.
To promote the development of
social prescribing, a key measure
by which patients can benefit
from wider support, NHS England
are appointing a new National
Champion for Social Prescribing.
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CASE STUDIES
General practice and community collaboration managing patient
demand and making a difference to people’s wellbeing - Robin
Lane Medical Centre MCP
Robin Lane Medical Centre in Leeds has nine doctors, employs 50 people, has 13,000
patients and is growing. It also has a wellbeing centre, a cafe and 19 groups run
by over 50 volunteer champions every week. By taking a new approach they have
seen no increase in demand for primary or secondary care consultations despite
patient lists increasing by 4,500 people. The practice has now established a charity to
support the wellbeing centre which is run by a board of volunteer champions.

Redirecting administrative tasks away from GPs to release
capacity - Brighton and Hove
In Brighton and Hove some practices have developed a robust protocol to allow
clerical staff to read, code and where appropriate take action on incoming clinical
correspondence, rather than the GP having to deal with every letter. Forty eight
practices have now been trained and implemented workflow redirection with
substantial changes demonstrated. On average, only 20 percent of letters previously
directed to a GP required their direct input. This is saving an average of 40 minutes
of each GP’s time per day, with no significant events in the first 15,000 letters to be
processed. Feedback clearly demonstrates reduced workload pressures and with the
time savings generated, increased opportunity for activities related to direct
patient care.
Training includes clear mechanisms to provide internal governance and auditing of
activity. GPs report being satisfied with the safety of the approach, the improved
quality of coding and the release of their time. Clerical staff report that they are
confident to run the new process and describe renewed job satisfaction.
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Chapter 4: Practice infrastructure
We will develop the primary care estate
and invest in better technology
We will go further faster in supporting
the development of the primary care
estate:
• Investment for general practice estates and
infrastructure – supported by continued public
sector capital investment, estimated to reach
over £900 million over the course of the next
five years. This will be backed with measures to
speed up delivery of capital projects.
• New rules on premises costs to enable NHS
England to fund up to 100 percent of the costs
for premises developments, up from a previous
cap on NHS England funding of 66 percent
(with a proposed date of introduction of
September 2016).
• New offer for practices who are tenants of NHS
Property Services for NHS England to fund Stamp
Duty Land Tax for practices signing leases from
May 2016 until the end of October 2017, and
compensate VAT where the ultimate landlord
has chosen to charge VAT.
• New funding routes for transitional funding
support for practices seeing significant rises
in facilities management costs in the next
18 months, in leases held with NHS Property
Services and Community Health Partnerships.
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Greater use of technology to enhance
patient care and experience, as well as
streamlined practice processes:
• Over 18 percent increase in allocations to CCGs
for provision of IT services and technology for
general practice.
• £45 million national programme to stimulate
uptake of online consultations systems for every
practice.
• Online access for patients to accredited clinical
triage systems to help patients when they feel
unwell.
• Development of an approved Apps library to
support clinicians and patients.
• Actions to support the workload in practices
reduce, and achieve a paper-free NHS by 2020.
• Actions to support practices offer patients more
online self-care and self-management services.
• Actions to make it easier for practices to work
collaboratively, including achievement of full
interoperability across IT systems.
• Wi-Fi services in GP practices for staff and
patients. Funding will be made available to
cover the hardware, implementation and service
costs from April 2017.
• A nationally accredited catalogue and buying
framework for IT products and services,
supported by a network of local procurement
hubs offering advice and guidance.
• Work with the supplier market to create a wider
and more innovative choice of digital services
for general practice.
• Completion of the roll out of access to the
summary care record to community pharmacy,
by March 2017.
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Development of the
primary care estate
In 2015/16, NHS England began
a multi million investment
programme to support primary
care and general practice make
improvements in premises and in
technology, as part of the overall
estates strategy for the local
NHS. This was backed by both
capital and revenue funding,
and will continue as the Estates
and Technology Transformation
Programme. Additional capital
investment will also be flowing
into general practice beyond
this programme, bringing the
estimated overall total of capital
investment in general practice
over the next five years to over
£900 million.
NHS England is inviting CCGs to
put forward recommendations
for investment in primary care
infrastructure in future years by
the end of June 2016. CCGs
are developing commissioning
plans designed to provide health
care services for the future
and producing Local Estates
Strategies, in conjunction with
Community Health Partnerships
and NHS Property Services.
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Investment in the GP estate is
needed not just to improve or
extend existing facilities. We also
need to increase the flexibility
of facilities to accommodate
multi-disciplinary teams and their
training, innovations in care for
patients and the increasing use
of technology. And new premises
may be needed to cater for
significant population growth,
and to facilitate primary care at
scale or enable patient access to
a wider range of services.
Investment in infrastructure can
require planning permissions,
building regulation approvals,
procurements and construction.
Given concerns about delays,
and the handling of revenue
consequences, we have made
some changes in response:
• Firstly, the programme of
capital investment will now
accommodate schemes that
need support over more
than one year.
• Secondly, we will invest in
‘at scale’ project support
for schemes to enable them
to move quickly through the
financial, legal and design
processes.
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• Thirdly, we have discussed
with the GPC changes to the
rules governing the funding
of premises so that over the
next three years NHS England
will be able to increase the
levels of funding for a wider
range of improvements to
practices and new facilities.
NHS England will work with the
Department of Health with the
aim of introducing new rules
from September 2016 which
will enable NHS England
to fund up to 100 percent
of the costs of premises
developments, rather than
the previous cap of 66
percent funding.
NHS England will agree
arrangements to come into
place from 1 May 2016 until
31 October 2016 to provide
additional support to practices
in three areas:
• Stamp Duty Land Tax for
practices
• VAT on premises, where the
ultimate landlord has elected to
charge VAT
• Transitional support where
practices have seen a significant
increase in the costs of facilities
management on leases held
with NHS Property Services
and Community Health
Partnerships. We will work
quickly to clarify the route by
which this new funding support
can be provided.
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NHS Property Services and
Community Health Partnerships
are working with CCGs in local
areas to agree local estates
strategies. CCGs will agree
the improvements that will
be made so that buildings are
used productively and provide
the capacity and flexibility that
is required. While there are
some GP practices that urgently
require improvement, there are
buildings which are unused or
underutilised. Working with
their CCGs and estates advisors,
general practices will need to
help to ensure that buildings
are all used productively and
effectively.
We will also work more closely
with NHS Property Services
using existing premises rules
to unlock opportunities to
transform primary care services,
for example, considering wider
commissioning gains against
underwriting lease arrangements
or buying out GP or third party
owned premises.
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In addition, the Department
of Health is working with
Community Health Partnerships
to mobilise the potential of public
and private sector partnerships in
the development of the primary
care estate, building on the LIFT
programme which covers almost
half the country.
Investment in better
technology
New technology is already
playing an important role in
improving patient care. Practices
round the country are using
technology to move from paper
to digital records, offering
online transactions including
online registration, appointment
booking, ordering of repeat
prescriptions and viewing of
medical records. Some practices
have gone far beyond these more
transactional interactions, and we
now need to support much more
widespread adoption of their
innovations.
A growing number of practices
are introducing new apps and
web portals that help patients
assess and manage their own
health risks. These provide
information, symptom checkers
and sign posting to alternate
services, such as community
services, expert patient groups
and community pharmacies that
also have a large role to play in
health promotion. They also can
include online and telephone
consultations.

What does this mean for
practices?
Our ambition is to support
the adoption and design of
technology which:
• enables self-care and selfmanagement for patients;
• helps to reduce workload in
practices;
• helps practices who want to
work together to operate at
scale; and
• supports greater efficiency
across the whole system.
We will do this in three ways:
• through extra investment
– with an increase of over 18
percent going into allocations
for CCGs for the provision
of IT and technology services
for general practice, and a
specific £45 million multi-year
programme to support the
uptake on online consultation
systems;
• through setting new core
requirements – making it
clear what general practice
should be able to expect from
IT services, and creating a new
framework to assess progress
– the Digital Primary Care
Maturity Index; and
• through national enabling
work – to both stimulate the
development of the supplier
market, and provide certain
functions at a national level
where that makes sense.
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Core GP information
technology (IT) services
NHS England is introducing
a greater range of core
requirements for technology
services to be provided by
vendors to general practice
through the CCG-controlled GPIT
budget. During 2016/17, services
should include:
• the ability to access digital
patient records both inside and
outside the practice premises,
for example, on home visits;
• specialist support including
services for information
governance, IT and cyber
security, data quality, clinical
system training and
optimisation, clinical (systems)
safety and annual practice IT
review;
• outbound electronic messaging
(for example, SMS) from the
practice for direct individual
patient clinical communication;
• the ability for patients to
transact with the practice
through online appointment
management, repeat
prescription requests and access
to their detailed record and test
results, with the aim that at
least 10 percent of patients will
be using one or more online
services by the end of this year;
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• the ability for electronic
discharge letters/summaries
from secondary care to be
transmitted directly into GP
clinical systems – from June
2016; and
• specialist guidance and advice
for practices on information
sharing agreements and
consent based record sharing –
from December 2016.
This will be extended further in
2017/18 with:
• funding for Wi-Fi for staff
and patients within practice
settings;
• the ability to access data
and tools that aid GPs (and
local commissioners) in
understanding and analysing
demand, activity and gaps
in service provision allowing
effective planning, resourcing
and delivery of practice services
- from June 2017;
• a national framework for the
cost-effective purchase of
telephone and e-consultation
tools - from December 2017;.
• funding to support education
and support for patients and
practitioners to utilise digital
services to best effect and
impact - from December
2017; and
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• enhancements to the Advice
and Guidance platform on the
e-referral system to allow two
way conversations between
GPs and specialists, alerts
to let GPs or other practice
support staff know when a
response (or no response) is
received, interoperability with
the clinical software system,
easier conversion from advice
to referral where clinically
necessary, and decision support
tools to help direct referrals
correctly.

• to help practices in
becoming more efficient (for
example,reduced printing and
filing of paper records, online
ordering of diagnostic tests);
and
• to join up pathways between
different healthcare sectors
and professional groups, for
example, pharmacists.

Each locality is different with
its own mix of demographics,
service pressures, commissioning
priorities, and local relationships.
So, in addition to funding for
core GPIT services, CCGs will
also have access to funding for
subsidiary technology services
to support their GP practices.
Over time, some of these local
investments may become core
service offerings once adoption
becomes widespread and
benefits evaluated. These will
include technologies and digital
tools:

• the development of online
access for patients to clinical
triage systems to help patients
when they feel unwell;
• the development of an
approved Apps library to help
GPs to recommend apps that
might best suit patients’ needs
and where there is evidence of
clinical efficacy; and
• a range of technology initiatives
to drive towards improved
practice efficiency and a paperfree NHS by 2020:
• increase uptake of the 		
electronic prescription system
(EPS) and training for batch
prescribing;
• increase electronic transfer of
records between practices
• improve remote data 		
extraction to reduce manual
processes;

• to help practices operate
collaboratively, such as shared
care planning, or telephone
and appointment management
systems;
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At a national level, NHS England
will continue with its programme
of work that supports this
direction of travel. This includes:
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• access to summary care
		 records in community 		
pharmacies;
• accelerate access to patient
		 records across different 		
services;
• interoperability of different
clinical software systems;
• automation of tasks and 		
appointment software 		
to help match appointment
supply to demand.
To stimulate the uptake of new
technologies, NHS England
will be clear that practices can
bid for additional technology
resource as part of the Estates
and Technology Transformation
Programme.
In addition, from 2017/18
NHS England will launch a
new programme to offer every
practice in the country over the
coming years support to adopt
online consultation systems.
Depending on uptake, there
will be up to £45 million extra
investment to support this.
Building on the successes of
existing procurement approaches,
future primary care digital
services will be available through
a national accredited catalogue
with national and regionally
negotiated buying frameworks,
supported by a network of local
procurement hubs offering advice
and guidance.

We expect practices and CCGs to
work closely together to realise
the benefits of this approach
and to exploit the opportunities
of collaboration through GP
federations, locality footprints
and local procurement hubs.
A new system for measuring
the maturity of digital primary
care will help CCGs improve
commissioning.
NHS England has also published
an overarching Interoperability
Strategy that enables information
sharing, based on Open
Application Interfaces (APIs) using
open industry standards (HL7
FHIR) and underpinned by key
digital standards (the GP Connect
project). The standards prioritised
will:
• support federated practices by
enabling appointments in one
practice to be booked from
another or an administrative
hub using different clinical
systems; and
• let healthcare professionals
from different settings inform
and update a practice through
the sending and management
of tasks.
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NHS England will work with
professionals to ensure that these
standards on interoperability
and control of patient data
will become embedded in the
minimum standards required
for accreditation of future
digital primary care systems.
NHS England and HSCIC will
work with the supplier market
to create a wider and more
innovative choice of digital
services for practices, helping
them to improve the way they
work and the care they deliver.
The forthcoming publication of
the National Data Guardian’s
review of data security and
consent/opt-outs will support
GPs by clarifying data security
standards, resolving issues around
data flows, and proposing a new
model for data sharing.
Practices have identified that
one way of doing this is to assist
patients in managing a greater
proportion of their minor selflimiting illnesses for themselves
by using online resources. We
will therefore use some of the
funding for workforce and
technology, outlined elsewhere
in this document, to support
practices in doing so.
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CASE STUDY
Redesign of space to enhance capacity
for clinical consultation - St Helen’s,
Merseyside
NHS England has provided a £63,790 contribution
to support the development of St Helens Rota,
Albion Street. The development, which included
an extension to the existing building, will allow
the practice to create an additional consulting
room plus additional office / meeting room space.
The project will also create an additional Skype
triage room within the current patient waiting
room. This will allow clinicians to undertake more
urgent care such as children’s clinics and general
clinics especially during the day-time, for example,
in hours, particularly during times of increased
winter demand, when urgent care services such as
A&E are under most pressure.

CASE STUDY
Major expansion to practice buildings offering a wider range of
treatment areas and access to care - New Hayesbank Surgery,
Kennington
NHS England funding is being used to fund a major extension of the practice
building, adding seven clinical rooms, a theatre for minor operations, along with
recovery rooms and a larger reception area. The additional treatment areas will
enable the practice to offer more appointments and provide more vital local
treatment. Building work started in November 2015 and the new premises are to be
open to patients later in 2016.
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CASE STUDY
Digital services - Modality
Modality MCP, recognising that Birmingham has the highest proportion of
smartphone users in the UK and that more than 80 percent of people make
transactions on broadband, developed an app through which people can book
appointments, send messages to clinicians and provide real-time feedback.
Individuals with long term conditions who previously might have attended A&E at
the weekend and been admitted to hospital are often now able to avoid a crisis by
‘sending a quick message to their doctor’.
Modality’s call centre handles up to 1,300 calls per day, with most patients now
given advice or treatment without visiting a surgery. Around 90 percent of both
Skype consultations and call-backs by GP partners are closed without a surgery visit.
Salaried GPs and advanced nurse practitioners close nearly half of their telephone
consultations in the same way.
Modality’s work to improve access has seen:
• a 72 percent fall in ‘did not attends’ (because fewer patients book well in advance
as they are confident of speaking to a clinician when they need to)
• the ability to meet increases in demand within existing resources
• average remote consultation times falling to under five minutes
• 70 percent of patients say the new system has improved access
• 100 percent of clinicians agree they would not go back to the old system.
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CASE STUDY
‘My Healthcare’ - Birmingham South and Central
My Healthcare is extending GP opening hours and reshaping how over 120,000
patients, from 23 practices, access health services. The scheme joins up primary care,
community based services and urgent care providers, including local walk in centres,
via a single point of contact. Services can be accessed and delivered physically and
virtually through a hub system, across three sites, seven days a week, from 8am
– 8pm by a multi-disciplinary team, including an advanced nurse prescriber, GPs,
community nurses, pharmacists, a roving doctor and an out-of-hours doctor.
Using digital technologies (once patient consent is obtained), clinicians working
within any hub, have access to patient records from all of the member GP practices.
Interoperability, across the system, enables staff to access clinical records and send
an electronic summary of the consultation to the patient’s registered practice,
enabling continuity of a fully informed healthcare record. With a variety of choices
for patients, including booking appointments and ordering prescriptions online and
telephone or video consultations, the services suit different lifestyles, health needs
and personal circumstances.
A roving doctor service, designed to see patients within two hours of contacting
their GP, has helped reduce the number of patients needing emergency care. The
service, triaged by an on-call GP, is for patients who need a home visit but are not
at the point of needing hospital care. This model of service delivery, when in full
operation, is expected to create over 90,000 additional appointments per year, with
no patient in the area being more than three miles from a hub.
Other future improvements will include a click and collect prescribing service for
prescriptions and a lifestyle app to help GPs gain a holistic view of patient health.
Patients using the app will benefit from video consultations via the app, instant
messaging, a symptom checker, and feedback to/from patients.
Patients and clinicians who have used the service have provided positive feedback.
NHS Birmingham South and Central CCG has already commissioned two extra hubs,
in response to the success of My Healthcare so far. The CCG is now working to
expand the scheme to include all of its 55 member practices.
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Chapter 5: Care redesign
We will provide a major programme
of improvement support to practices
Support to strengthen and redesign general practice:
• Commissioning and funding of services to provide extra primary care capacity
across every part of England, backed by over £500 million of recurrent funding
by 2020/21. This forms part of the proposed increase in recurrent funding of £2.4
billion by 2020/21.
• Integration of extended access with out of hours and urgent care services,
including reformed 111 and local Clinical Hubs.
• £171 million one-off investment by CCGs starting in 2017/18, for practice
transformational support.
• Introduction of a new voluntary Multispeciality Community Provider contract
from April 2017 to integrate general practice services with community services
and wider healthcare services.

A new national three year ‘Releasing Time for Patients’
programme to reach every practice in the country to free up to
10 percent of GPs’ time.
• Building on recent NHS England and BMA roadshows, spread the best innovations
across the country, helping all practices use 10 High Impact Actions to release
capacity.
• Learn from the GP Access Fund and vanguard sites to support mainstreaming of
proven service improvements across all practices.
• Fund local collaboratives to support practices to make implement new ways of
working.
• Provide free training and coaching for clinicians and managers to support practice
redesign.
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Support to strengthen and
redesign general practice,
including delivering extended
access in primary care
Public satisfaction with general
practice remains high, but
increasingly, we are seeing
patients reporting more difficulty
in accessing services. We know
that many practices report
that they would like to offer
better access, but that they are
experiencing increasing pressure
and are having difficulties in
offering their patients timely
appointments. This is frustrating
for practice staff, and for patients
alike.
NHS England will provide
additional funding, on top of
current primary medical care
allocations – over £500 million
by 2020/21 - to enable CCGs
to commission and fund extra
capacity across England to
ensure that by 2020, everyone
has access to GP services,
including sufficient routine
appointments at evenings
and weekends to meet
locally determined demand,
alongside effective access to
out of hours and urgent care
services.

So how is this achievable at
a time of such challenge to
general practice?
Of course, good access is not just
about getting an appointment
when you need it. It is also
about access to the right person,
providing the right care, in the
right place at the right time.
Experience from the £175
million investment over the
last two years in the GP Access
Fund sites covering 18 million
patients has demonstrated
that enhanced access relies on
working across providers and
redesigning the way services are
delivered, working with patients
and making best use of four key
elements:
• enabling self-care and direct
access to other services,
for example, online selfmanagement and signposting
to other services;
• better use of the talents in the
wider workforce, such as
advanced nurse practitioners,
clinical pharmacists, care
navigators, physiotherapists
and medical assistants;
• greater use of digital
technology, for example,
apps connecting patients to
their practice, phone and email
consultations, webcams links
with care homes.
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• working at scale across
practices to provide
extended access collectively,
in a similar way to how many
GPs currently collaborate within
GP co-operatives to provide out
of hours care. These services
are often called Primary
Care Access Hubs and offer
additional clinical capacity
across a group of practices.
Patients are referred there by
the local practices, often after
some degree of triage process
to ensure they are suited. They
are then seen and managed at
the hub, often by a local GP
or nurse, with the benefit of
access to the patient’s medical
record.
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We will now build on the lessons
learned from the GP Access
Fund schemes to support CCGs
in commissioning additional
capacity more consistently across
the country, and in developing
closer links with urgent care
and out-of-hours services. Done
well, this can lay the foundations
for transforming the way in
which other general practice
and community services can be
delivered collectively too.
We have set out below some
of the key questions raised.
Who will be responsible for
commissioning and providing
these services?
CCGs, working in conjunction
with their urgent and emergency
care networks, will be responsible
for commissioning these services
to expand capacity. CCGs will be
required to ensure that this extra
investment in general practice
dovetails with plans to develop
a single point of contact to
integrated urgent care and GP
out of hours services, accessed
through a reformed 111 service.
In addition, we will be seeking
more joined-up services, for
instance, hubs hosting GP out of
hours bases, community nursing
teams and greater access to
diagnostic services. CCGs will
be required to meet minimum
requirements before accessing
the additional funding.
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Does this mean every practice
will have to open at evenings
and weekends?
Delivering improved evening and
weekend access is not about
every GP or every practice nurse
having to work seven days a
week. Nor does it mean that
every practice in the country
needs to be open seven days a
week. It will mean that groups
of local practices and other
providers will be offered the
funding and opportunity to
collaborate to staff improved in
and out of hours services.
The provider could be a
Federation if local GPs decide to
express interest. It could also be
a mix, for example, a Federation
supplying additional capacity on
weekdays and Saturdays, with an
existing urgent care organisation
providing pre-bookable GP
appointments on a Sunday.
Who decides what the service
looks like?
The balance of pre-bookable and
same-day appointments, and
the level of capacity required on
different days of the week, will
be up to individual commissioners
and schemes to determine in
light of patient demand in their
area and to ensure best value for
money.
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There will be some minimum
requirements and these will be
published later in the year. They
will be tested with the current
GP Access Fund sites during
2016/17, ahead of further roll
out to more parts of the country
in 2017/18 and years beyond.
How will it be rolled out?
Waves of increasing recurrent
funding will be made available
each year, linked to CCG plans,
to support the overall
improvements in general
practice. This phased increase
in investment is designed to
match the planned growth in the
workforce.
What support will there be?
This document sets out a
range of national action to
provide support to practices
over the coming years, whilst
the core funding for general
practice increases. In addition,
NHS England will ask CCGs
to provide £171 million of
practice transformational
support.
This is designed to be used to:
• stimulate development of at
scale providers for extended
access delivery;
• stimulate implementation of
the 10 high impact changes
in order to free up GP time to
care;
• secure sustainability of general
practice to improve in-hours
access.
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CCGs have a responsibility to
ensure a balanced financial
position, and will want to target
investment in practice support
where it can have most impact.
What does this do to my
existing workload?
Offering a greater range
of evening and weekend
appointments, for example,
through a local access hub,
should improve overall patient
flow and help reduce avoidable
demand across the system. GP
Access Fund areas are already
reporting improvements and the
intention is that all practices will
benefit from this reduction in
workload as they are rolled out.
It is vital that alongside extending
hours we also strengthen inhours services. In addition to
improving local appointment
capacity, there will be investment
in online resources that will
help patients self-manage,
for example, more self-help
content on NHS Choices,
online consultations and 111
Online, which is currently
in development. As part of
the review into urgent and
emergency care there will also be
a step change in the 111 phone
service.

A new Multispeciality
Community Provider (MCP)
contract
Through the actions in this
document we aim to sustain,
renew and strengthen general
practice. The MCP model is a
fundamental element of this
plan, currently being developed
by 14 MCP vanguards across the
country.

Armed with that larger budget
and the flexibility to deploy it,
the job of the MCP is to focus
on better population health
management, to suit different
groups of the population, and
get away from the treadmill
of the ‘one size fits all’ 10
minute consultation followed by
outpatient referral or prescription.
This means:

Today the range of services
funded within general practice
owes much to history rather than
optimal working arrangements
for GPs or patients.

• a stronger focus on population
health, prevention, and
supporting and mobilising
patients and communities;
• more integrated urgent care as
part of a reformed urgent and
emergency care system;
• integrated community based
teams of GPs and physicians,
nurses, pharmacists, therapists,
with access to step up and
down beds, in reach into
hospitals, for example,
redesigning outpatients,
geriatric care, and diagnostics
as part of extended community
based teams.

The MCP model is about
creating a new clinical model
and a new business model
for the integrated provision
of primary and community
services, based on the GP
registered list, but fully
integrating a wider range
of services and including
relevant specialists wherever
that is the best thing to
do, irrespective of current
institutional arrangements.
At the heart of the MCP model,
the provider ultimately holds a
single whole population budget
for the full breadth of services
it provides including primary
medical and community services.
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NHS England will shortly
publish the MCP Care Model
Framework and contract
elements describing the emerging
model options in more detail.
Six local healthcare systems
are working intensively with us
to complete the design of the
contract, with the aim of going
live, on a voluntary basis, in
April 2017.
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We are working through the
legal, contractual and payment
options, but anticipate that key
features are likely to include:
• the MCP defined as an
integrated provider not
a form of practice based
commissioning or total
purchasing. Its scope is
the services it will itself be
providing, not all acute and
specialised services;
• a choice of different
organisational forms, for
example, a community interest
company, LLP or joint venture
with a local trust. Some GP
federations, working with
partners, may well want to
become MCPs and explore this
as part of the work CCGs are
leading within the STP process;
• a new payment model based
on combining all the existing
relevant budgets within the
MCP service scope;
• a new blended pay for quality
and performance scheme
that replaces CQUIN and
QOF at MCP level, with
the ability for the MCP
to flex its own internal
arrangements according to
local circumstances and the
arrangements it makes with
its constituent clinicians;
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• depending on the degree of
integration of existing practices,
there will be an ability for
some activities/requirements
currently at practice level to
be performed at MCP level,
including potentially elements
of CQC inspections;
• NHS England will develop a
model procurement process
and criteria for commissioners
to let MCP contracts, with a
funding model dependent on
the number of patients on the
registered list of the practices
within the MCP; and
• new employment and
independent contractor
options for MCPs to offer
clinicians, whether GPs or
others, including equity
partnership or salaried roles.
These could be instead of
existing GMS or PMS, with
the right for existing GMS
or PMS practices either to
hold a ‘dormant’ contract
that can be reactivated, or a
right to return. Moving ‘off’
GMS or PMS contracts to
new arrangements within
an MCP will be entirely
voluntary.
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Working at scale
The majority of GP practices are
now working in practice groups
or federations. We are seeing
that these can have benefits for
patients, practices and the wider
system:
• Economies of scale: practices
can create common policies
and procedures once, sharing
the work between all members.
They can also combine their
purchasing power to achieve
best value.
• Quality improvement:
some federations are
becoming a focus for sharing
professional development,
clinical governance and service
improvement, and are building
in-house expertise to benefit all
practices.
• Workforce development:
many are also providing
new opportunities to train
and support staff, improving
resilience and enabling new
ways of working.
• Enhanced care and new
services: the GP Access Fund
and vanguard programmes
are demonstrating how
collaboration at scale makes
it possible to improve access,
introduce new members of
the workforce and provide
innovative care in ways that are
simply not possible at the level
of a single practice.
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• Resilience: a growing number
of federations are helping
practices improve their
resilience through sharing back
office functions, developing
business intelligence systems
and creating shared pools of
staff.
• System partnerships:
establishing a shared identity
across practices makes it easier
for primary care to have a
larger voice in the local health
and care system, and facilitates
partnership working with other
providers. This is key to creating
new models of care for the
future.
These are welcome developments
we wish to see grow in coming
years. We will share these
examples more widely to ensure
that all emerging groups are able
to benefit from opportunities to
expand services, stabilise practice
income and realise the benefits
that working at scale offers.
We will continue to ensure that
national investment programmes,
such as on access and new care
models, support the development
of at-scale infrastructure.

National three year
‘Releasing Time for Patients’
development programme
For many years, the improvement
support offered to other parts
of the NHS such as the acute
sector has not been matched by
equivalent support for primary
care.
In 2014/15, NHS England
established an initial development
programme for general practice,
offering support to practices that
were part of the GP Access Fund
schemes – to enable them to
work together, and to introduce
new ways of delivering care,
such as telephone consultations
or different use of other
professionals in the general
practice workforce. The feedback
on this programme from GPs has
been positive, with 96 percent
reporting that it had a large
impact on their ability to lead
rapid service redesign.
We want to scale up the offer of
support to practices to accelerate
change. So in 2016/17 we
will establish a new national
development programme,
available to all practices, with an
investment of £30 million over
three years.
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The main components proposed
for the programme are:
• Innovation spread: a
national programme to gather
and disseminate successful
examples and measure impact.
This will include support on
implementation of the Ten High
Impact Actions, and a specific
focus on addressing inequalities
in the experience of accessing
services, where there are
national trends.
• Service redesign: locally
hosted action learning
programmes with expert
input, supporting practices
and federations to implement
high impact innovations which
release capacity and improve
patient care.
• Capability building:
investment and practical
support to build change
leadership capabilities in
practices and federations,
enabling providers to improve
quality, introduce care
innovations and establish new
arrangements for the future.
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Ten High Impact Actions to release capacity

1:

6:

ACTIVE SIGNPOSTING

PERSONAL PRODUCTIVITY

2:

7:

Online portal

Reception navigation

Personal resilience

Speed reading
Touch typing

NEW CONSULTATION TYPES

PARTNERSHIP WORKING

3:

8:

Telephone
E-consultations

REDUCE DNSs
Easy cancellation
Reminders
Patient recording

Text message
Group consultations

Read-back
Report attendances
Reduce ‘just in case’

4:

Productive federation
Community pharmacy

Specialists
Community
services

SOCIAL PRESCRIBING
Practice based
navigators

9:

SUPPORT SELF CARE

5:

10:

Therapists
Medical assistants
Paramedics
Pharmacists

PRODUCTIVE WORK FLOWS
Matching capacity
and demand

Productive
environment
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Prevention
Acute episodes

A rapid clinical audit was
developed for the ‘Making Time
in General Practice’ report which
allowed practices to measure
appointment demand. We will
commission a simple online
version of this for all practices,
to allow them to identify ways
they could reduce pressure for
GP appointments and compare
themselves with others.

External service

DEVELOP THE TEAM
Advanced nurse
practitioner
Physician associates

Measuring workload and
improvement
Currently it is difficult for
practices or commissioners to
assess their workload, identify
specific priorities for action or
track improvements. Creating
new tools to measure demand
and activity is therefore important
to empower practices and
monitor progress.

Long term conditions

DEVELOP QI EXPERTISE
Leadership of
change
Process improvement

Rapid cycle
change
Measurement
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Practices in the GP Access Fund
are about to begin testing of
an automated appointmentmeasuring interface to give
them detailed information
about their activity and how it
varies over time. This will help
practices match their supply
of appointments more closely
to demand. We will make it
available for every practice from
2017/18.

General Practice Forward View

Stimulating local support
CCGs have a legal responsibility
to improve the quality of care
in general practice. A growing
number are also focusing on
the need for significant provider
developments in order to meet
the changing needs of their
population and address current
pressures.
CCGs will need to strengthen
arrangements for protected
learning time and backfill to
enable GPs time and space for
development. Many are already
providing significant support
for practices and federations to
redesign care and build more
sustainable organisations for the
future, but the current provision
of support is too patchy. We wish
all practices in England to benefit
from locally funded development.

CCGs who have already been
involved in provider development
are finding that three things
are most effective: creating
space for practices to meet
and plan together, through
funding backfill; providing
expert facilitation to make rapid
progress on reviewing options
and creating improvement plans;
and focusing development
on improving care and ways
of working before addressing
questions of organisational
form. CCGs are encouraged to
ensure their Sustainability and
Transformation Plans contain
details of their approach and
plans for provider development.
NHS England will review these in
summer 2016.

Page 147

Support, consultancy and
capability-building for general
practices are available from
a range of regional and local
bodies. We will work with them
to ensure that practices and
federations have ready access to
credible, relevant and high quality
support for the full range of their
development needs. We will
develop frameworks to enable
practices to choose the support
that is right for them.
This national development
programme will be designed
in collaboration with practices,
professional leaders and
improvement experts. Further
details, including how federations
and practices can join, will be
published in the summer.
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CASE STUDIES
Same day access - Southern Hampshire
In the Better Local Care (Southern Hampshire) vanguard, four practices have created a
Same Day Access Service (SDAS) which pools the same day primary care workload and
workforce for the four practices into a single service, operated from a central location
at Gosport War Memorial Hospital. The SDAS operates from 8am-7pm, Monday – Friday.
Patients call their own surgery and those who require same day advice or care are
managed in the SDAS.
Of 5,500 patients referred to the service in its first six weeks of operation, 3,350 (61
percent) were able to have their needs met on the telephone. The remaining 2,150
patients attended a face-to-face SDAS consultation. The face-to-face consultation service
is staffed by GPs, emergency nurse practitioners, paediatric nurses and practice nurses.
The initiative has contributed to greater GP availability in the practices; better working
conditions for practice staff; longer appointments available for patients with complex
needs; and reduced waiting time for routine appointments.

Providing 8am-8pm access to GP services - Morecambe
This involved five pilot practices where patients at all sites have access to a GP triage
service between the times of 6.30pm-8pm during the week (above usual offering of until
6.30pm) and 8am-8pm on the weekend.
Both the weekday telephone triage and pre-bookable weekend services are provided at
a central site at Morecambe Health Centre, chosen because of its co-location with the
same day service (SDS) and the out of hours (OOH) service.
The service is staffed by existing GPs from the participating practices and is
supplemented by an Advanced Nurse Practitioner (ANP) at weekends. Since the 8am8pm service has been operational, an additional 31 hours of non-core GP time has
been made available per week to provide both access to GP triage calls or face to face
appointments at weekends. Over this period, an additional 16,400 appointments have
been made available of which 79 percent were by telephone. Over the Easter bank
holiday weekend, over 400 calls were received by the service. Of these, 300 were triaged
and resolved and only 5 percent were required to be booked in elsewhere in the system
(SDS or their own GP practice for example).
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Conclusion
General practice is under
pressure. This affects patients,
and it impacts on the wider
NHS. Yet, given the nature of
future health needs, never
have we as a country needed
great general practice services
more.
Implementation
This is a substantial package of
investment and reform. What
matters now is getting on and
delivering it so that practices can
start to feel the difference. An
advisory oversight group with
patients and partners (including
the GPC and the RCGP) will
steer the implementation of the
measures outlined in this General
Practice Forward View. This is a
five year programme of work,
and it will be important that we
continue to learn and respond to
changing circumstances.
Overview of measures
Our priorities will be:
• investing a further £2.4
billion a year by 2020/21
into supporting and
growing general practice
services. This represents a 14
percent real terms increase,
reversing the decline in general
practice funding, and raising
the proportion of investment
in general practice to over 10
percent of the NHS England
healthcare budget. It is likely
to grow even further as CCGs
shift care and resources into the
community;

#GPforwardview

• supplementing this with a
one off Sustainability and
Transformation package of
non-recurrent investments,
totalling over half a billion
pounds over the next five
years.
The package will include:
• £40 million for a new
practice resilience 			
programme starting in
2016/17, and an extra £16 		
million to provide services
for doctors suffering from
burn out;
• £206 million for workforce
measures to grow the
medical and non-medical 		
workforce, including:
• Major national and
		international recruitment
		campaigns to double the
		 growth rate of doctors
		 working in general practice;
• A new offer to every practice
in the country to access a
		clinical pharmacist – 		
leading to an extra 1,500
		 pharmacists in general
		practice;
• Support for every practice
		 to help their reception and
clerical staff play a greater 		
role in signposting patients
and handling paperwork to
free up GP time;
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• Investment in practice nurse
development and return to
work schemes;
• Investment in practice 		
manager development
• Piloting medical assistant 		
roles; and
• Training and investment for
		1,000 new physician 		
assistants, and 3,000 new
		 mental health workers to
support practices;
All supported by a network of
multi-disciplinary training hubs;
• £246 million to support
practices in redesigning
services, including a
requirement on CCGs to
provide around £171 million
of Practice Transformational
Support and a new national
£30 million Releasing Time
for Paatients development
programme for general
practice, to help practice
release capacity and work
together at scale, enable
self-care, introduce new
technologies, and make best
use of the wider workforce,
so freeing up GP time and
improving access to services;
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• Supporting the increased
use of technology backed
by both increases in recurrent
funding for GP IT, and
investment to support the
take up of online consultation
systems in every practice;
• Adopting an intelligent
approach to introducing
extended access through
flexibilities in delivery of
the Government’s access
commitment, enabling
integration with out of
hours provision, the ability
for extended access to boost
overall capacity and reduce
demand in normal working
hours, and an understanding
that no GP will be forced to
open seven days or work
seven days;
• Supporting new models of
care in vanguard sites, to
spread innovative solutions, and
the development of a voluntary
MCP contract for larger GP
groups and community health
services;
• Improving the interface
between hospitals and
general practice, beginning
with changes to the NHS
Standard Contract from April
2016;

• Continuing to make capital
investments, with the
estimated likely capital
investment over the next
five years to reach over £900
million;
• Bringing forward proposals to
tackle indemnity costs; and
• Reducing the frequency of
CQC inspection for good and
outstanding general practices,
whilst continuing to protect
patients and drive up quality.
Taken together, these measures
represent the most far-reaching
support offered to general
practice in a decade.
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England

Get in touch:
www.england.nhs.uk/gp
@NHSEngland
england.gpfv@nhs.net
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