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agenda item: 
 
Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


Any member as general practitioners and providers of primary 
care services in Durham Dales, Easington and Sedgefield and 
North Durham. 


- Winny Jose 
- Rushi Mudalagiri 
- Jonathan Smith 
- Dilys Waller 
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- Joseph Chandy 
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Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


                                   
YES   
 
 


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 
‘ü’ please indicate relevant 
category 
 


The conflicted member(s):   
· Can attend because there is no financial information included in the 


paper that could influence or benefit any conflicted member. 
 


 
Purpose of the report and 
summary of key issues: 
 
 


This report provides the Primary Care Commissioning 
Committees with a summary of the key points in relation to 
quality assurance in primary care in Durham Dales, Easington 
and Sedgefield (DDES) CCG and North Durham CCG in 
quarter 2, 2017/18.  
 
Summary of key points 
 


· The first joint Primary Care Quality Assurance Sub-
Committee is planned for 5 December 2017.  


· Bowburn Medical Centre was inspected by the Care 
Quality Commission in July 2017, with the report 
published on 14 September 2017. Bowburn Medical 
Centre was given an overall rating of ‘inadequate’, North 
Durham CCG are working with the practice to address 
the areas highlighted in the CQC report as ‘inadequate’ 
and ‘requiring improvement’. 


· Safeguard Incidents and Risk Management System 
(SIRMS) - Durham Dales, Easington and Sedgefield GP 
practices were the third highest reporting CCG area 
across the North East and Cumbria in quarter 2, 2017/18 
and North Durham the fifth highest reporting CCG. 
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· This report provides feedback from acute trusts on the 
four top themes and trends identified in the quarterly 
thematic ‘no/low harm’ incident reports following incident 
reporting by GP practices about other providers. 
Examples of incidents reported by GP practices about 
own practice incidents and learning by Durham Dales, 
Easington and Sedgefield and North Durham are also 
included. SIRMSDDES  


· Care Navigation - The County Durham Community 
Education Provider Network has agreed to progress with 
the West Wakefield Model of training. 


 
Consultation and other 
approval routes (including 
outcomes): 
 


Meeting/route 
 
PCCCiC 


Date  
 
21/11/17 


Outcome 
 


 
Supporting documents/ 
Appendices: 


· Appendix 1, Quarterly primary care quality report (quarter 2, 
2017/18) 


 
Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 


(ü) tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
 No  
 Does this report impact on the environment/sustainability of the CCG? 
 No 
 Does this report have legal implications? 
 No 
 Are there any resource implications – finance and/or staffing as a result of 


this report? 
 No 
 Has this report taken into account equality and diversity?  
 No 
 Does this report impact on Quality, Innovation, Productivity and Prevention 


(QIPP)? 
  No 
 Has there been any consultation/engagement (patient, public, stakeholder, 


clinical) with regard to the content of the report? 
 No 
ü Are there any clinical quality/patient safety issues identified in this report? 
 Any key new clinical quality issues to note are outlined in this report. 
 Does this report impact on any information governance issues? 
 No 
 Other implications 
 None 
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STP Delivery Plans 
§ In 2016 STPs developed proposals to close the three gaps (health, 


quality, finance) set out in the Five Year Forward View. 
§ In March 2017 Next Steps on the Five Year Forward View set out the 


deliverables for the NHS to 2020/21 and identified four priority areas 
with STPs as the delivery vehicle: 
o Urgent and emergency care (including improving services for frail elderly) 
o Primary care 
o Cancer services 
o Mental health services 


• This work would be supported by integrating care locally and bringing 
together NHS commissioners, providers and local authority partners in 
formal partnerships that over time would develop as Accountable Care 
Systems. 


• STPs will need to incorporate the Next Steps priority workstreams into 
their own Delivery Plans and these need to be underpinned through a 
number of key enablers: 
o Increasing workforce capacity in the primary care and community setting, 
o Addressing variation in provision and quality of clinical care 
o Greater utilisation of technology to support patients and clinicians  


• Regional teams have been asked to report the aggregate position for 
these priority areas in terms of baseline starting point, planned target 
outturn, milestones and delivery trajectory, and current position against 
that trajectory. 
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STP Delivery Plan for Primary Care 
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• In developing their Primary Care delivery plan, STPs are not expected 
to start from scratch but to ensure existing CCG GPFV implementation 
plans are: 
Ø Coherent – ensuring coordination of delivery across their CCG geography’s  
Ø Consistent – timelines for implementation will maximise their impact to 


improve patient access, reduce demand of acute hospital services and 
enable a shift of resources and care into out-of-hospital setting.  


Ø In aggregate, outcomes will deliver the national commitments 
• Strengthening the capability of General Practice, securing greater 


integration with wider primary,  community and mental health care 
services, will be critical to the wider transformation of any health 
system, as these services provide far and away the largest point of 
interaction that patients have with the NHS each year.  


• Whilst the emphasis for CCGs should be the delivery of the GPFV 
commitments, STPs will also want to ensure that aggregate delivery 
plans enable a planned and sustainable shift in care and activity out of 
hospital.  In assuring CCG, STPs should aim to triangulate data, 
looking at planned changes to activity from acute hospital into primary 
and community out-of-hospital provision which is supported by 
increased workforce capacity delivered in to out-of-hospital services, 
alongside planned sustained growth in investment over the next 2-3 
years. 
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STP Delivery Plan for Primary Care 
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Overview 
Delivery of the GPFV commitments provides systems with the opportunity to 
transform the model of care delivered to patients, building capacity and 
services in local communities, integrating primary and community services to 
support a local population, enabling a shift in care, with a greater emphasis 
on population based interventions - prevention, self-care and pro-active 
management of frail and vulnerable patients within their local community.  
 
There are 6 key components that delivery plans need to clearly cover: 
1. Building sustainable and resilient general practice 
2. Extending access and enhancing services offered to patients in a 


primary care setting 
3. Increasing the primary care workforce 
4. Increasing investment in primary care  
5. Development of ‘at scale’ primary care organisations 
6. Ensure effective communications of STP Primary Care delivery plans  
 
These components are not separate from each other but are mutually 
supporting to enable a new model of provision and to transform care 
offered. 
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STP Delivery Plan for Primary Care 
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1. Ensuring current general practice is sustainable and resilient.   
• General Practice looks after the vast majority of any local population, 


providing holistic undifferentiated care to its registered population. It is 
the bedrock from which the NHS should build a transformed out-of-
hospital care offer. 


• It delivers over 300m patient consultations each year, both routine pre-
bookable and urgent same day appointments and enjoys the highest 
public satisfaction rating of any public service. 


• It also provides great value for money, with a year’s worth of care for a 
patient costing less than two A&E visits 


• Without a sustainable and resilient general practice, the NHS will fail. 
• But primary care should not operate separately from other community 


based provision, as patients with local communities are often equally 
supported by community, voluntary and social care services.  


• Joining up, co-ordinating and integrating the support offered to 
communities will benefit patients, carers, providers and the wider 
community.   


• The overall aim is not simply to sustain general practice as it is now but 
to build upon and enable the transformation in the model of care 
delivered. 
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STP Delivery Plan for Primary Care 
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2. More convenient patient access to GP services. 
• As we increase the workforce in primary care, it will enable more proactive 


care to support frail and vulnerable people, making greater use of technology 
to support people take more  control of their health and will enable clinicians 
to provide preventive advice and intervention, that can reduce future demand 
into hospitals. 


• There is also existing variability in how and when patients can access primary 
care clinicians (not just GPs, but increasingly nurses, therapists, and 
pharmacists with the general practice team) during core as well as out-of-
hours.   


• During daytime surgery hours, many practices are increasingly ‘streaming’ 
patients so as to offer convenient same day urgent appointments, while 
preserving continuity of care for patients with more complex long term 
conditions.  


• For many people with jobs, particularly self-employed and hourly paid 
workers, tackling inequalities in access will mean making available bookable 
evening and weekend appointments. 


• This will require not only an extended provision of primary care into the 
evenings and weekends, but also an enhanced offer of services in a local 
community, with greater access to diagnostics and utilisation of that increased 
capacity to pro-actively manage the support patients within that local care 
setting and not just wait for a patient to request an appointment.    
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STP Delivery Plan for Primary Care 
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3. Increasing the primary care workforce 
• The overall size of the primary care workforce has not kept pace with patient demand 


and is significantly lower than the growth of the clinical workforce within hospital setting. 
• There is also considerable existing variation in the skill mix within general practice both 


in terms of doctor to nurse to HCA as well as the utilisation of the skills of such staff 
within practices.    


• However, whilst steps have been taken to increase the future supply of primary care 
clinicians, the current availability of GPs is insufficient to meet existing demand. 


• Most health systems continue to plan for a reduction or future lower growth in hospital 
provision, this implies further increases in demand for patient care and support in a 
local primary and community based model. 


• Evidence from Vanguards, including Primary Care Homes, operating new model of care 
have demonstrated that integrating primary and community clinical staff on a 
geographical community basis, with support from more specialist services, can deliver 
greater efficiency and better care for segmented populations, without increasing 
workload pressure for these integrated care teams. 


• STPs therefore need to identify and deliver how they can both better integrated existing 
the clinical workforce, develop the capability, capacity and utilisation of existing clinical 
staff, whilst also ensuring the planned increase in the primary care workforce as set out 
in the GPFV. 


• This will require commissioners to ‘contract’ for an increased and transformed 
workforce and not just ‘additional activity’ in primary and community settings.. 


• Finally, STPs are also producing delivery plans, including workforce implications, 
covering U&EC, mental health services, cancer as well as primary care – given primary 
care has a role to play in improving and transforming these other clinical priorities it is 
important that the Primary Care workforce component for securing improvements to all 
these priorities are considered and captured in one primary care delivery plan.  
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STP Delivery Plan for Primary Care 
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4. Increasing the investment in primary care  
• The GPFV sets out clear objectives to increase the proportion of NHS 


expenditure on primary care services by a minimum of £2.4bn per annum by 
2020/21.  This has a number of elements: 


i. A cumulative real terms increase of 14% in allocation of funding into primary 
care revenue budgets (compared to 8% for the rest of the NHS)  


ii. Coupled with continued investment from CCGs into Primary Care services 
iii. One off  non-recurrent investment  of c£500M over 5 years related 


specifically to GPFV programme deliverables 
iv. An expectation that c18% of local Sustainability and Transformation 


investment allocated to health systems will also be invested in supporting 
transformation of primary and community care provision 


v. Increased capital investments to support delivery of technology and 
premises developments that will increase clinical capacity within primary 
care, over 5 years to reach more than £900M  


• Through STPs, the level of investment to secure the necessary transformation 
of Primary Care, implementing the specific GPFV commitments, will 
monitored.  


• This will include, increases in historic levels of CCG investment in primary 
medical care, new additional investment through earmarked funds as well as 
new local spend to achieve delivery of improved out-of-hospital service 
provision. 
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5. Development of ‘at scale’ primary care organisations 
The key characterises of at scale primary care organisation can be defined as: 
• Responsibility for improving the health of the whole population and tackling inequalities through 


utilising the services it provides, including primary medical services. 
• Maximises the opportunities to deliver enhanced primary care by integrating with community and 


mental health, built on list-based general practice as a foundation.  
• Understanding the whole populations health needs and utilisation of care through segmentation 


approach so as to better target support of patients with the highest needs and highest costs.                                                                              
• Accessible and responsive care for people with self-limiting conditions, as part of a coherent local 


urgent and emergency care system. 
• Accessible and responsive routine care, direct access to personal records and greater use of 


technology to support e-consultation and care management ‘at home 
• Empowers and mobilises patients, their families, carers, communities, local employers and the 


voluntary sector  to ensure that the community assets are maximised and utilised effectively, working 
with non-health partners. It builds community resilience. 


The attributes of at scale primary care organisation 
• Takes a whole population health management approach, covering all practices and their 


patients in that geography included 
• An integrated, multi-disciplinary workforce spanning primary care, community care, 


secondary care, mental health, social care and voluntary sector 
• The aims, values, and behaviours are aligned to securing health benefits for the whole 


population  
• A focus and alignment of clinical teams to typically serve a population of 30,000 – 


50,000 people so it is relevant to the needs of the community served and responsive to 
the teams providing care.  
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• Each of the next five sections sets out the specific ask on what is 
wanted from STP Delivery Plans. 


• They provide the overall deliverable to be secured, along with any 
specific component or contributing aspects to that deliverable. 


• STPs are reminded that they are not expected to start from scratch but 
to ensure that existing CCG GPFV implementation plans are consistent 
and coherent. 


• The local NHS England Primary Care team will be able to provide 
relevant local information to STPs on CCGs existing GPFV 
implementation plans and greater context to the National and Regional 
NHS England expectations – including any comparison with other areas 
aspirations.   


• Nationally, through the NHS England assurance and delivery team, a 
reporting tool has been developed which will enable each STP to 
monitor its progress compared to regional and national comparisons. 


• Critically, however, STPs are intended to be the local accountable 
mechanisms to ensure delivery and therefore STPs will want to ensure 
they have sufficient local detail on each of the components of this 
Primary Care Delivery Plan to be able to assess, and manage local 
implementation.        







02 
Extended Access 


05 


03 


Increase General Practice 
Workforce 


04 
Increasing investment 
in  Primary Care  


Developing at scale 
Primary Care 
organisations 







Sustainable and resilient 
General Practice 
 
1. Supporting general practice to free-up capacity 


through: 
i. Implementing 10 high impact initiatives, 
ii. Develop the roles of practice staff as care 


navigators and Clinical Assistants, 
iii. Utilise technology such as online 


consultation systems to support patient care 
2. Utilise capital investment through ETTF to 


improve premises and use of technology in 
primary care   
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Delivery milestones by work stream 
The national delivery milestones for each of the Primary Care priority workstreams will be achieved in the following timeframe:  


2017/18 2018/19 2019/20 


Workstream Activity / initiative Baseline Baseline 
date 


Final 
Target 


Final 
Target 


Deadline 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


Sustainable 
and resilient 
practices 


% of practices who have active care navigation Q1 17-18 100% Mar-20 9 9 50 75 75 10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% of practices with active clinical assistants Q1 17-18 100% Mar-20 0 0 0 0 0 10
0 


% of practices who have a online consultation 
system in use Q1 17-18 95% Mar-20 0 0 10


0 


% population able to access online consultations Q1 17-18 
 95% Mar-20 0 0 10


0 


% practices who have implemented the online 
GPIT digital assurance tool Q1 17-18 100% Mar-20 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% of CCGs who have a validated and prioritised 
pipeline of achievable schemes in place Q1 17-18 100% Mar-21 


% CCGs who have a profile of affordable ETTF 
spend across the programme life Q1 17-18 100% Mar-21 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


Number of completed ETTF schemes 
 


Q1 17-18 
 


Mar-21 3 3 3 7 7 7 7 7 7 7 7 7 


Clinical Assistants- waiting for pilot evaluation- 
September 2018. Online Consultations- waiting for 
funding allocations. 
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Reduce bureaucracy 
Requirement 


• Utilisation of and accurate completion of online reporting tools such as e-Dec and UNIFY to reduce  duplication of reporting to multiple organisations 


 


Progress to date 
 


• All CCGs and practices within the STP 
footprint accurately and within deadline, 
complete online reporting for eDEC and 
UNIFY. 


• Returns are reviewed and utilised in order to 
effectively plan and manage primary care  


 


Assumptions and enablers 
 Assumptions 
• All returns are completed based on guidelines, 


therefore reports produced as a result provide 
accurate information across STP footprint. 


Enablers 
• Reduction of ad hoc requests for reporting same 


information within organisations and across multiple 
organisations  


• Agreement on reporting tools that are considered to 
reflect progress within a STP footprint 


16 


Challenges 
  
•  Ad hoc requests increase risk of multiple 


sources of information and interpretation is at 
risk as a result 


• Timelines create a risk to submission deadline 
achievement 


• Internal governance can pose risk to data 
completion 


Plan to achieve regional requirement 
 
• Ongoing support to those completing returns 


with provision of structured timelines and 
resource 


• Contractual levers in place to ensure that 
online reporting is completed by all, accurately 
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10 High Impact initiatives 
Requirement 


• Implementation of relevant 10 high impact initiatives that will release capacity in general practice and build resilience 


 


Progress to date 
 


• The following High Impact actions have been targeted: Productive workflows, Reduced DNAs, 
New consultation types, Develop QI expertise, Active Signposting ( care navigation training to 
take place January 2018), Developing the team  (Physician Associates), Partnership Working, 
Social Prescribing – care navigation , Support & Selfcare ( TAPS & PCH). 
 


• Development of single point of access communications centre 
• Successful joint bid with DDES CCG for resilience 


 
3 successful  resilience bids from North Durham: 
• CLS Federation-Specialist- advice and guidance and Change and project management 


support 
• Tanfield View Medical Group-Diagnostic services, Specialist advice and guidance, Practice 


management capacity support, Coordinated support to help with workforce issues and 
Change and project management support. 


• Oakfields & Dipton-Diagnostic services, Specialist advice and guidance and Change and 
project management support. 


•   


Assumptions and enablers 
 


• Assume all  31 practices will be involved.  
 


• Providing initial session locally is enabler to 
gaining practice buy in.  Enabled by support 
from NHS England  


•   
•   
•   
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Challenges 
  
• Not all resilience bids submitted were accepted 


therefore some practices are still at risk  
• Time- delays in process 
• Capacity in Primary Care 
• Costs   
• Expectations on primary care staff 
• Full practice engagement 
• Staff turnover 


Plan to achieve regional requirement 
 


•  Continued support and links to NHSE 
Transformation support team 
 


• Local 10 HIA event 2nd November 2017 
•    
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10 High Impact initiatives 
Requirement 


• Implementation of relevant 10 high impact initiatives that will release capacity in general practice and build resilience 


 


Progress to date 
 
• The 10 HIAs  are new ways of working releasing  


capacity , building resilience in practice and seeking 
alternatives to reduce duplication and bureaucracy. 


• Providing patients with options around new ways of 
consultation and self care. 


• Each of the 11 CNE CCGs are at different  stages of 
implementing the HIAs, some have  already evidenced 
improvements around releasing time. 


•   
•   


Assumptions and enablers 
 


• Assumption capacity to deliver 
• Assumption of all  practices buy in to initiatives under 


10 HiAs 
• Assumption sufficient free time in practice to 


undertake training away from practice site 
 
 


•   
•   
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Challenges 
  
• Practices  realising the benefits 
• Engagement from practices  as  similar initiatives  


undertaken in the past . 
• Challenge for practice managers to take time out of 


their practice in order to attend events. 
• Evidencing improvements  may be difficult within 


restricted timeline. 
 
•   
•   


Plan to achieve regional requirement 
•   
• Two showcase events are scheduled for the HIAs (2  


November and  6 December.) 
• Benefits from  actual implementers will provide best 


practice and share experience  of effectively working 
in collaboration. 


•   
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Development of practice staff 
Requirement 


• Develop the role of practice staff as care navigators to ensure appropriate signposting to correct care first time 
• Develop the role of practice staff  as clinical assistants to release additional  capacity for clinical staff i.e. coding; letter writing 
• Access to a directory of services at practice level 


Progress to date 
 


• Staff from 3 practices have completed Locate training.   
 


• Model agreed to role out West Wakefield care navigation- 
agreed by CEPN. 
 


• More  training is planned to start January  2018. 
 
• A directory of services is available to all practices across 


the CCG ( Locate , hosted by the LA) 
•   


Assumptions and enablers 
 


•  A standardised and consistent training model will be 
rolled out across the CCG. 


• A minimum number of staff from  practices will 
complete care navigation training. 


• Practice manager engagement and agree to release 
staff for training.  
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Challenges 
  
•  Implementing clinical assistants- pilot evaluation due 


September 2018 
• Appropriate timing of training to allow all staff to be 


involved. 
• Planning dates and times for training where all 


practices can attend. 
• Funding 


Plan to achieve regional requirement 
 


• Engagement with practices 
 


• Using a model of delivery to suit delegates e.g. online 
training plus workshops 


• Using a gold standard training 
• Working with key partners e.g.. local authority  
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Use of technology 
Requirement 


• CCGs will invest in an online consultation package and will produce an implementation plan which will release funding as CCG plans are signed off 


 


Progress to date 
 


• No practices are currently using online consultation although there plans 
to pilot. 


•  Engagement with local practices, GP federations and transformation 
teams to share the concept and begin thinking about implementation of 
online consultation  


• Awaiting national specification and funding to be released by NHS 
England  


• Initial analysis of systems available 
• Discussions across the STP about opportunities to work together and 


share learning 


 
•   


Assumptions and enablers 
 


• Funding from NHS England  
•  Availability and willingness of practices to adopt new 


ways of working 
• Assuming that national allocated funding will be 


enough to deliver implementation costs and costs of a 
system to deliver online consultations 


• Learning from other CCG’s and key partners 
•   
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Challenges 
  
• Willingness of practices to adopt new ways of working 
• Perception of increased demand 
• Funding availability to fully implement 


 
•   
•   


Plan to achieve regional requirement 
 


•  A full implementation plan will be developed when the specification 
and funding are released. Initial planning suggest a phasing as follows: 


• 17/18 – Engagement and introducing concept to practices, Planning, 
seeking early adopter sites and commencing implementation with these 


• 18/19 – Refining new model of working, evaluating early adopters, 
supporting wider cohort of practices to implement and promoting to 
patients 


• 19/20 – Implementation with remaining practices, developing a 
sustainable plan for online consultations post 2020 


•   
•   
•   
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ETTF (Estates) 
Requirement 


• A prioritised pipeline of schemes supported by the CCG with consideration of  increased revenue costs and assessed for viability, affordability, and need. The 
schemes must form part of the strategic estates plan or digital roadmap. Implementation of schemes must be deliverable before completion of programme in April 
2021 


 


Progress to date 
 


• 57 CNE schemes were submitted in June 2016. 
• 5 are in delivery 
• CCGs are now progressing 9 to PID stage; 34 


extensions and 23 new builds. 
• OPE funding to develop PID’s for Health and Social 


Care hubs. 
• As at 29 09 17 – 2 PIDs with NHSE others still being 


written. 
 


Assumptions and enablers 
 


• CCGs have revenue allocated against the expected 
revenue impacts of these schemes. 


• OPE funding being used to employ the local LIFT 
company and its supply chain to progress PID’s  


• Local Authorities are supportive of the ETTF plans. 
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Challenges 
 


• Dealing with multiple stakeholders 
• Financial constraints and revenue impact for CCGs 
• Affordability against District Valuer standards 
• Timescales to complete by 2021  
• Site acquisition where not currently owner 
• GP equity in existing premises 
• Fear that service charges costs in new builds will be 


high. 


Plan to achieve regional requirement 
 


• Working with PMO and CCGs and partners to 
progress documentation to gain approvals for each 
scheme. 
 







www.england.nhs.uk 


ETTF (digital) 
Requirement 


• A prioritised pipeline of schemes supported by the CCG with consideration of  increased revenue costs and assessed for viability, affordability, and need. The 
schemes must form part of the strategic estates plan or digital roadmap. Implementation of schemes must be deliverable before completion of programme in April 
2021 


 


Progress to date 
 


• Technology – schemes identified to support delivery of  
Local Digital Roadmap. 16/17 schemes carried out and 
evaluation undertaken. Proposals for 17/18 onwards 
submitted and awaiting confirmation from NHS 
England on whether have been approved 
 


Assumptions and enablers 
 


• Assumption that bids will be approved 
• CCG has revenue allocated against the expected 


ongoing revenue cost of the scheme. 
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Challenges 
  
• Capacity to deliver 
• Revenue impact f maintenance contract etc. 


 
 
  


Plan to achieve regional requirement 
 


• Technology ETTF elements being carried out across the 
region are being evaluated and progress shared so that 
good practice can be adopted across the region 


• If bids are approved, schemes will commence which 
include implementation of telehealth systems into primary 
care, standardisation of referral processes, digitisation of 
paper records in primary care and introduction of a 
standardised domain connect and improve how practices 
work with their IT 
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Modernise Primary Care – Premises  
Requirement 


• Improvements or extensions to existing facilities  used for Primary medical care services; refurbishment of unused or under utilised premises to increase clinical 
capacity 


• Construction of new premises; for example to co-location  of practices to facilitate  primary care at scale  or to promote  patient access to a wider  range of services 


Progress to date 
 


• ETTF programme until 2019/20 
• NHS Capital Business  As Usual support for premises 


improvements 
• Annual programme of Small Premises Improvement 


Grants (SPIG’s) promoted with practices. 


Assumptions and enablers 
 


• Availability of funding streams – e.g.. ETTF over-
subscribed 


• Working with public sector partners through OPE and 
other initiatives to support wider integration and 
delivery of plans 


• NHSPS Vacant Space Policy 
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Challenges 
• Population growth across CCG areas / housing development 


areas puts pressure primary care. A growing and ageing 
population will also place significant pressures on current primary 
care resource 


• GP equity in owned premises and lease restrictions in leased 
premises “locking” into unfit premises 


• Costs of voids 
• Partners within GP practices not all in agreement as to way 


forward 
• Limited funding to support the modernisation agenda 


Plan to achieve regional requirement 
   
• Progression of existing programmes 
• Continued encouragement to GP Practices to work 


closely together and to explore co location 
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Modernise Primary Care – Technology 
 


Requirement 
• Implementation of  IT systems which support the development of primary care at scale and integrated working practices; for example to support integrated care 


models and record sharing 
• Technology systems which enable the delivery of a service which is paper free at the point of care; for example through use of integrated digital care records 
• Technology which enables the public to have better access to services; for example to enable, electronic prescribing , new forms of clinical  consultations via e-mail , 


webcam. Telephone of clinical decision support  


 
Progress to date 


• Implementation of the Medical Interoperability Gateway (MIG) to share 
summary of primary care record to foundation trusts across the STP. 
Summary Care record implemented in Pharmacies 


• Development of Great North Care Record to begin building integrated 
systems 


• Video consultation pilots undertaken to explore new methods of 
consultation 


• Patient online programme 
• Implementation of Electronic prescribing 
• Mobile working introduced to support clinical staff working with real time 


information in care homes and on home visits 
• Implementation of Information Sharing Gateway to allow a single process 


to manage data sharing agreements 
 


Assumptions and enablers 
 


• IT systems which are able to interoperate through use 
of open standards 
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Challenges 
 


• Organisations rely on national clinical systems which do not 
always interoperate 


• Information Governance can be a concern for practices and 
some patients are wary about information sharing   


• Disparate systems in use across health and care  


Plan to achieve regional requirement 
• Ongoing implementation of the GNCR to create shared 


care record 
• Patients able to take greater control over their information 


sharing preferences 
• Connecting infrastructure of primary care (and wider 


systems) by connecting networks 
• Wi-Fi being introduced, with plans to create a region wide 


Wi-Fi network to support health and care professionals to 
access their systems where they are needed 
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Timeline 
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Category Q1 2017 Q2 2017 Q3 2017 Q4 2018 Q1 2018 Q2 2018 Q3 2018 Q4 2019 Q1 2019 Q2 2019 Q3 2019 Q4 2020 


Apr-Jun 
2017 


Jul-Sep 
2017 


Oct-Dec 
2017 


Jan-Mar 
2018 


Apr-Jun 
2018 


Jul-Sep 
2018 


Oct-Dec 
2018 


Jan-Mar 
2019 


Apr-Jun 
2019 


Jul-Sep 
2019 


Oct-Dec 
2019 


Jan-Mar 
2020 


C
ritical path 


 10 H
IA 


R
eception &


 
C


lerical 
Training 


 


 ETTF Estates 
ETTF 


Technology  


XXXX 


Key 


Activity 


Milestone 


Dependency 


Regional 10 
HIA event 


CEPN Paper Care Navigation 
Training 
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Key Dependencies- STP Level 
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Category Activity Dependency on Comment 


1 Care 
Navigatio
n  


Planning dates and times for training where 
all practices can attend. 


Practice Engagement 


2 10 HIA Expectations on primary care staff 
 


Ambition and the way 
practices see  


3 ETTF 


4 Digital 
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Finance and resources 
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Resources 
 


•   
•   
•   


Finances 
 


•  See slide 27 
•   
•   
 


 
 


 


Embedded resources 
 
•   
•   
•   
  


Requirement 
• CCGs are required to report on their use of earmarked funding on a regular basis 
• Identification of additional local funding or use of existing resources are articulated 
• Consideration of other capital  funding streams have been considered (e.g.. 3PD, private equity, or other public funds) 
• Future  revenue funding has been identified 
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•Finance Summary  


28 


2017/18 2018/19 2019/20 
INVESTMENT IN PRIMARY CARE £ £ £ 
Overall Primary Care funding 
i. Funding from NHS England delegated core primary medical care allocations £34,103,000 £34,554,000 £35,208,000 
ii. Total CCG locally enhanced services  £165,000 £165,000 £165,000 
iii. Out-of-hours commissioned services £3,078,000 £3,182,000 £3,182,000 
iv. CCG investment in GP IT services £750,000 £750,000 £750,000 
v. Any other CCG investment in General Practice £2,284,000 £2,036,000 £2,036,000 
General Practice transformational support 
i. £3 per head non recurrent investment £450,000 £400,000 
Use of notified dedicated GPFV allocations to CCGs  
i. Online general practice consultation software systems  
ii. Training care navigators and medical assistants workforce £43,327 £43,327 unknown 
Extended Access in Primary Care  
i. GPFV £6 per head  £1,458,000 £1,458,000 £1,458,000 
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Risks and issues 
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Issue Description Trend Issue Proximity Actions


A statement 
describing the risk 
event, cause and 


impact Lik
elih


oo
d


Im
pa


ct


RA
G S


tat
us


The trend 
indicates 


any change 
in the 


current risk 
score in the 
form of an 


arrow


Timescales as 
to when the 


risk will occur


The actions and activities planned 
to take place that will when 


implemented or completed reduce, 
eliminate or minimise the risk.


10 High Impact 
Actions- That 
practices do not 
engage with Time 
for Care 
Programmes. 
Caused: lack of 
capacity within 
Primary Care to 
release staff to 
engage. The impact 
of the lack of 
engagement could 
lead to low numbers 
and prevent those 
interested taking 
part because of 
minimum attendee 
requirement


M M Now - within 
programme.


Propose Suitable dates for PGPP ( 
outside winter pressures) to ensure 
more practices are prepared to 
engage. Continue to promote the 
benefits of the time for care 
programme using local examples. 
Promote regional stakeholder day 
(when the date is released). 
Feedback current work on 10HIA ( in 
collated Project plan)


Developing Practice 
Staff: i) Implementing 
clinical assistants- pilot 
evaluation due 
September 2018
ii)Appropriate timing 
of training to allow all 
staff to be involved.
Iii)Planning dates and 
times for training 
where all practices can 
attend.
Funding


M M
Now- within 
programme


This will be achieved by : 1)Engagement 
with practices
ii)Using a model of delivery to suit 
delegates e.g online training plus 
workshops
iii)Using a gold standard training
v)Working with key partners e.g. local 
authority 


Use of Technology: 
i)Willingness of 
practices to adopt new 
ways of working
ii)Perception of 
increased demand
iii) Funding availability 
to fully implement


M M Year 2 ( 2018/19)


A full implementation plan will be 
developed when the specification and 
funding are released. Initial planning 
suggest a phasing as follows:
17/18 – Engagement and introducing 
concept to practices, Planning, seeking 
early adopter sites and commencing 
implementation with these
18/19 – Refining new model of working, 
evaluating early adopters, supporting 
wider cohort of practices to implement 
and promoting to patients
19/20 – Implementation with remaining 
practices, developing a sustainable plan 
for online consultations post 2020


5
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01 


Sustainable and resilient 
General Practice 


03 


Increase General Practice 
Workforce 


04 
Increasing investment 
in  Primary Care  


Developing at scale 
Primary Care 
organisations 







Extended Access 
 
1. At least 50% of population to be receiving 


extended access by March 2018 
2. 100% of population to be receiving extended 


access by March 2019 


02 


31 
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Delivery milestones by work stream 
The national delivery milestones for each of the Primary Care priority workstreams will be achieved in the following timeframe:  


2017/18 2018/19 2019/20 


Workstream Activity / initiative Baseline Baseline 
date 


Final 
Target 


Final 
Target 


Deadline 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


GP Access 
(as per the 
UNIFY 
submission) 


The service has been procured following 
procurement rules 100% Mar 19 0 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% CCGs offering partial extended access Mar 2017 0% Mar-19 0 0 0 0 0 0 0 0 0 0 0 0 


% of population receiving some level of extended 
access Mar 2017 100% Mar 19 0 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% of population receiving full extended access to 
the 7 core requirements Mar 2017 100% Mar 19 0 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% of population receiving pre-bookable and 
same day 18:30  - 20:00 appointments 
Weekdays 


Mar 2017 100% Mar 19 0 10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% of population receiving pre-bookable and 
same day appointments Sat / Sun Mar 2017 100% Mar 19 0 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% practices offering min 30mins/1000 population Mar 2017 100% Mar 19 0 10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% CCGs who have carried out modelling to  
identify capacity requirements and can provide 
evidence of such 


Mar 2017 100% Mar 19 0 10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% CCGs who have identified and implemented a 
measure of activity, demand and utilisation.  Mar 2017 100% Mar 19 0 


% of practices who have actively publicised 
extended access service and have links on their 
websites 


Mar 2017 100% Mar 19 0 25 10
0 


% practices who offer digital services and on-line 
booking Mar 2017 100% Mar 19 0 0 0 10


0 


% CCGs who can evidence development and 
integration of services to whole system Mar 2017 100% Mar 19 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 







www.england.nhs.uk 


Procurement 
 


Requirement 
• That the service has been procured using procurement rules and within required timeframe 
• Name of provider appointed and contract dates 


 


Progress to date 
 


• Single Tender Action in line with EU procurement rules.  
• 3 providers of extended access in each of the 3 


localities of the CCG:  Chester-le-Street Health Ltd, 
Central Durham GP Providers Limited and 
Derwentside Healthcare Ltd. 


•  Contract duration is 3 years (1st September 2017- 31st 
August 2020) with the option to extend for a further  12 
months x 2 


Assumptions and enablers 
 


• The CCG stated its intent to develop such as service 
in its commissioning intentions 16/17 with plans in 
place for implementation so providers were aware of 
the model and way of working  


•   
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Challenges 
  
• Contract variations maybe required as the service 


develops if there are any changes. 
•   
•   


Plan to achieve regional requirement 
 


• Regional requirement achieved.  
•   
•   
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Appointments: 
Proportion  of population able to receive full extended access as defined by seven core requirements  


 


Requirement 
• Commission 30mins/1000 pop rising  where demand demonstrated to 45mins / 1000 pop. 
• Pre-bookable and same day appointments to be available Monday to Friday, minimum of 1.5 hours after 6:30pm (each day). 
• Pre-bookable and same day appointments to be available Saturday and Sunday, (including access to a GP), total additional hours in response to local demand 


 


Progress to date 
 


• 30 mins per 1,000 population already being 
commissioned and will rise to 60 mins per 1,000 
population during winter pressures. 


•  Pre-bookable and same day appointments are 
available Monday to Friday, minimum of 1.5 hours after 
6:30pm (each day) and Pre-bookable and same day 
appointments are available 9-1pm Saturday and 
Sunday ( in line with local demand)  


•   


      
     


 
        


Assumptions and enablers 
 


• NHS 111 will be used to book appointments  
•  Appropriate staffing levels in line with demand  and 


population size. 
•  Extended access model will be provided by 3 hubs 


across the CCG area. 
• GP practice promotion 
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Challenges 
• NHS111 issues: 
• Not able to profile for nurse dispositions/appointments in the 


extended access service – only GP appointments.  
• DOS also not able to profile ‘speak to’ GP dispositions. 
• During times of surge, NEAS 111 calls being handled 


elsewhere in the country and the call handlers not following 
the DOS instructions and not sending over the NHS 
Pathways triage information to the hub ahead of a patient 
consultation 


• Indemnity  
•   
•   


Plan to achieve regional requirement 
 


•  7 core requirements are being achieved.  
•   
•   
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Inequalities 
 


Requirement 
• Issues or challenges of inequalities in patients’ experience of accessing general practice identified  
      by local evidence and actions to resolve in place. 


 


Progress to date 
 


• 100% Population coverage from 1st September 2017. 
• Extended Access appointments are available to all 


patients in all  hub sites; no restrictions. 
 


•   
•   


Assumptions and enablers 
 


• The national commissioned tool is not available as 
yet- awaiting further update from NHSE.  


• The service has been discussed and developed by 
local practices and staff for local practices and staff 


•   
•   
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Challenges 
  
• Are the disposition of appointments correct? 
• Practices and their patients that are not hub locations , 


accessing the service.  
•   
•   


Plan to achieve regional requirement 
 


•   Will be achieved once the national commissioned 
tool is available. 


•   
•   
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Extended Access 
 


Requirement 
• These services should be available to all registered population in the area 
• These services should have access to patients medical records 
• Patients should be able to access these services via multiple routes including 111, online and via the practice 


 


Progress to date 
 


• All hubs and appointments are available to the whole 
population   


• Implementation of the Medical Interoperability 
Gateway (MIG) into providers to allow viewing of 
summary of GP records 


• Access to appts is currently through NHS 111 and 
booked by patients registered practice in 2 of the 3 
localities. 


•   
•   
•   


Assumptions and enablers 
 


•  Successful procurement route 
 


• The ability to access digital and patient records both 
inside and outside the practice premises is in place. 


•   
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Challenges 
  
•  Public awareness of access and availability and 


ensuring that patients are aware  what appointments 
are for. 


• Maintaining read/write access to primary care record  
 


•   
•   


Plan to achieve regional requirement 
 


• Online booking to access this service is being 
explored. 
 


•  Long term plan is to implement digital self 
care solutions. 


•   
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Measurement 
 


Requirement 
• Availability of services should be provided based on robust evidence, ( measuring available  provision, against utilisation rates) with capacity and  disposition of 


services throughout the week flexed in response to demand. 
• Ensure use of a nationally commissioned new tool to be introduced during 2017/18 to automatically measure appointment activity by all participating hubs/practices, 


both in-hours and in extended hours. This will enable improvements in matching capacity to times of high demand. 
 


Progress to date 
 


• Nationally commissioned tool is not yet available. 
• Full minimum data set sand KPI’s within provider 


service specifications which will be monitored locally.   
•   


Assumptions and enablers 
 


• National commissioned tool 
• National commissioned tool will be made available 


during before the end of 2017 
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Challenges 
  
• Identify to resource to monitor service ( utilisation rate) 


until the national commissioned tool is available. 
• As service becomes established uptake will increase. 


Advertising of NHS 111 service will also raise demand 
• Successful implementation of nationally commissioned 


tool (Apollo) 
• Compatibility with appointment data 
• Longevity of national commissioned tool 
• Will CCG’s have capacity to monitor the service. 
•   
•   


Plan to achieve regional requirement 
 


• Implementation of the nationally commissioned tool 
when it is available   


•   
•   







Digital 
 


Requirement 
• Technology should be maximised to improve access (in hours and extended hours) 
• Hubs are integrated with the wider NHS system, particularly the primary care record and urgent and emergency care with the ability to effectively connect to A&E and 111.   
• Interoperability and booking between services will be an important outcome.  


 


Progress to date 
• Implementation of the Medical Interoperability Gateway (MIG) into 


providers to allow viewing of summary of GP records across 
urgent and emergency care settings 


• Implementation of booking from 111 into primary care systems   
• Data sharing agreements in place between providers and there is  


Wi-Fi in all practices 
• All hubs are an integral part of the UEC system and part of local 


networks with technology available which is interoperable with all 
provider systems. All clinicians will be able to see the patients full 
primary care record, wherever the patient presents. 
 
 


Assumptions and enablers 
 


• National GP connect programme to allow opening up 
of information sharing between EMIS and SystmOne  
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Challenges 
  
• Capacity of providers to adopt new systems and ways of working 
• Issues around the “community” hub modules of S1 and EMISWEB being able to 


offer access to spine services, choose and book, electronic prescriptions and ICE. 
Also, appointment ledger issues re: multiple sites and NHS111 being able to 
distinguish different appointments at different sites (esp. in community modules of 
the S1 and EMIS) 


• •IT support. Currently, NECS can only provide Priority level 1 on-call support (i.e. 
total system failure) during the extended access period. In essence, there is not 
helpdesk support for password resets, printer problems etc. 


• Not able to profile for nurse dispositions/appointments in the extended access 
service – only GP appointments.  


• DOS also not able to profile ‘speak to’ GP dispositions 


 


Plan to achieve regional requirement 
• Training for clinicians to use Systm1(S1) and EMIS. 


We have asked our providers to use S1 and EMIS to 
access and write into patient records  
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Communication 
 


Requirement 
• Patients and the population are able to ‘see the difference’, with clear advertising and promotion and clear routes to accessing these services. Including leaflets, 


advertising across all practice websites, and other community based publicity 
• All practice receptionists are able to direct patients to the service and offer appointments to extended hours service on the same basis as appointments to non-


extended hours services 
• Patients should be offered a choice of evening or weekend appointments on an equal footing to core hours appointments 


 
Progress to date 


 
• CCG’s and Feds have promoted service via websites and local press. 
• Since the NHSE comms guidance has been issued, a comms plan is 


currently being developed for the promotion of the extended access hubs 
• Information on CCG website and in the local press about extended 


access. 
• Practice staff are aware of the service.  
• Patients directed to 111  which will allow equality of access in core hours. 


An arrangement to ensure that the disposition of appointments allows 
quick access have been set up.  Promotes NHS 111 model.  


• A range of marketing materials  will be developed. 
• PPG’s and PRG’s  have been engaged about the promotion of the 


service. 


•   
•   


Assumptions and enablers 
 


 
• The support of practices,  Healthwatch and other  


patient groups will be a key enabler in supporting the 
delivery of any comms plans. 
 


•   
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Challenges 
  
• Promoting the service to 100% of CCG population  
• Ensuring that all practice websites have consistent  


information on the service. 
• Enforcing that individual practices put information 


promoting the service on their websites. 
•   


Plan to achieve regional requirement 
 


•  Information promoting the extended access service 
to go on all practice websites. 


•   
•   
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Enhanced Primary Care  
 


Requirement 
• Effective connection to other system services  enabling patients to receive the right care, in the right location i.e.. In a community setting or supporting provision of 


hospital care 
• Provision of wider primary care services to support extended access including: proactive management; workforce; diagnostics; new care models 


 


Progress to date 
 


• Scoping has commenced on how GP extended access will fit with 
other community services  being developed to integrate and wrap 
around GP practices. These services are known as Teams 
Around Patients (TAPs) and are multi disciplinary.                              
NDCCG have put in place plans to increase the number of 
doctors, practice nurses, clinicians working in primary care, 
clinical pharmacists and mental health therapists to ensure that 
patients get the right treatment from the right professional in a 
timely manor.   


•   
•   


Assumptions and enablers 
 


•  There are 5 TAPS in North Durham,:2 in Durham locality, 2 in 
Derwentside locality and 1 in Chester Le Street.  
 


• Engagement with the local authority , foundation Trusts and 
other partner organisations. 
 


• Clinical leads have been identified for each TAP’s area. 
•   
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Challenges 
  
• Appropriateness and suitability of current 


estate/locations of hubs. 
• Ability to effectively improve comms between primary 


and secondary care clinicians to enable patient care to 
be delivered in the community  


•  Community Services Procurement is ongoing. 
•   
•   


Plan to achieve regional requirement 
 


• Sharing of good practice across Cumbria and the 
North East.  


•   
•   
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Timeline 
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Categor
y 


Q1 2017 Q2 
2017 


Q3 
2017 


Q4 2018 Q1 2018 Q2 2018 Q3 2018 Q4 2019 Q1 2019 Q2 2019 Q3 2019 Q4 2020 


Apr-Jun 
2017 


Jul-Sep 
2017 


Oct-
Dec 
2017 


Jan-Mar 
2018 


Apr-Jun 
2018 


Jul-Sep 
2018 


Oct-Dec 
2018 


Jan-Mar 
2019 


Apr-Jun 
2019 


Jul-Sep 
2019 


Oct-Dec 
2019 


Jan-Mar 
2020 


C
ritical path 


Appointm
ents 


30 mins 
per 
1,000 
populati
on 
commis
sioned  
 


Inequalities 


100% 
populati
on 
covera
ge 
 


Access 
M


easurem
en


t 
D


igital 


MIG 
operational 
7 data 
sharing 
agreements 
in place 


O
ther 


XXXX 


Key 


Activity 


Milestone 


Dependency 


National Tool to  become available 


Access to appts via 
NHS 111 or booked 


by practice 
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Key Dependencies 
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Category Activity Dependency on Comment 


1 


2 


3 


4 
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Finance and resources 
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Resources 
 


•   
•   
•   


Finances 
 


• See Slide 43  
•   
•   
 


 
 


 


Embedded resources 
 
•   
•   
•   
  


What resources  (other than financial) 
are in place to deliver the FYFV? 


What / how are the embedded 
resources being used to deliver the 
FYFV requirements? i.e. internal or 


covert resources 


Requirement 
• Impact on finance and resources articulated to include spend per head on improved access as per extended access contract 
• Financial breakdown including CCG and STP recurrent and non-recurrent contribution 
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•Finance Summary  
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2017/18 2018/19 2019/20 
INVESTMENT IN PRIMARY CARE £ £ £ 
Overall Primary Care funding 
i. Funding from NHS England delegated core primary medical care allocations £34,103,000 £34,554,000 £35,208,000 
ii. Total CCG locally enhanced services  £165,000 £165,000 £165,000 
iii. Out-of-hours commissioned services £3,078,000 £3,182,000 £3,182,000 
iv. CCG investment in GP IT services £750,000 £750,000 £750,000 
v. Any other CCG investment in General Practice £2,284,000 £2,036,000 £2,036,000 
General Practice transformational support 
i. £3 per head non recurrent investment £450,000 £400,000 
Use of notified dedicated GPFV allocations to CCGs  
i. Online general practice consultation software systems  
ii. Training care navigators and medical assistants workforce £43,327 £43,327 unknown 
Extended Access in Primary Care  
i. GPFV £6 per head  £1,458,000 £1,458,000 £1,458,000 
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Risks and issues 
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Issue Description 5 Trend Issue Proximity Actions 


A statement describing the risk event, cause and impact 


Li
ke


lih
oo


d 


Im
pa


ct
 


R
AG


 S
ta


tu
s 


The trend indicates 
any change in the 


current risk score in 
the form of an arrow 


Timescales as to when the 
risk will occur 


The actions and activities planned to take place that will when 
implemented or completed reduce, eliminate or minimise the 


risk. 


There are some IG issues with EMISWEB re: accessing patient records. Where providers have datashare 
agreements in place to share patient records to the hub, it is possible for the consulting GP to view any 
patient record from that practice, which does pose an IG risk 


            


·         Prescriptions. There are also issues with Federation providers being able to set up S1 and EMIS to correctly 
charge prescription spends to dedicated Extended Access medicines budgets. S1 and EMIS are aware of all of the 
these issues, but there is little feedback on when they plan to address these issues.             


appointment ledger issues re: multiple sites and NHS111 being able to distinguish different appointments at 
different sites (esp. in community modules of the S1 and EMIS             


Availability of pathology sample transport. The traditional sample transport does not fit in around the extended 
access hubs opening hours. In North Durham our providers are using an approved sample transport organisation to 
collect samples as and when required            


• NHS111 issues: 
o Not able to profile for nurse dispositions/appointments in the extended access service – only GP appointments.  
o DOS also not able to profile ‘speak to’ GP dispositions. 
o During times of surge, NEAS 111 calls being handled elsewhere in the country and the call handlers not following 
the DOS instructions and not sending over the NHS Pathways triage information to the hub ahead of a patient 
consultation 
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Increase General Practice 
Workforce 
 
1. Increasing the number of doctors working in 


general practice by at least 5,000 by 20/21. 
2. Increasing the number of clinical staff (non-


GP) working in general practice by at least 
5,000 20/21. 


03 
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 Transforming General Practice 
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Delivering care and services patients deserve – creating momentum 
 
• Investing and increasing the skill mix to develop an efficient ‘whole system’, 


reducing   practice workload, releasing time and future proofing primary care. 
• Expansion of the multi-disciplinary primary care team, providing patients with 


access to specialist services, enabling ‘access to the right person at the right 
time’ (diverse workforce). 


• Extending  the role of healthcare professionals, upskilling staff and building a 
well functioning  practice. 


• Making the most of clinical expertise and resources, capitalising on the 
oversupply of current pharmacists. 


• Shifting care out of hospital into the community and general practice, bringing 
healthcare ‘closer to home’ and improving the patient journey. 


• Working at scale to improve patient outcomes, systems and deliver 
efficiencies. 
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• There is a commitment to increase the supply of doctors training to be a GP to 3250 per 
annum. 


• However, current attrition rate of doctors leaving general practice is such that overall 
increase in GP numbers (FTE) will not be achieved simply by this increased future supply. 


• Working through LWABs, STPs need to fully understand there current supply (availability of 
new GPs) and need (demand both to fill existing or expected vacancies and to meet future 
out-of-hospital provision) so as to be able to deliver an increase in medical workforce 
working within general practice. 


• Plans should identify:  
 


– Current GP workforce attrition rates across the STP area;  
– How they plan to reduce the rate that the medical workforce leave general practice;  
– Numbers of doctors in training within that STP, when they are expected to complete 


that training and how the plan to maximise achievement of full-time working of this 
additional workforce coming through within their area; 


– How other supply measures (I&R scheme, GP retention scheme, International 
Recruitment), will be used to increase numbers of doctors working in primary care 
setting across the STP; 


– Utilisation of other hospital doctors able to work in a primary/community setting to 
support the future model of out-of-hospital care.  


 
• Table below sets out for each STP the target share of the national commitment to deliver 


a 5,000 increase in doctors working in primary care.  In addition, a national tool is under-
development for STPs to use to inform modelling of stock and flow analysis (supply and 
demand) and will be made available as soon as possible. 
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• There is no specific additional allocation for increasing the general practice workforce but 
is expected to be funded from the overall growth in primary care budgets and the 
proposed shift in resources into out-of-hospital care. 
 


• CCGs should be aiming to ‘buy’ additional primary care workforce as an explicit 
deliverable rather than ‘commission’ additional activity from providers (which may or may 
not provide additional workforce capacity). 
 


• The current staffing model in general practice is typically 4 (GPs):2 (Practice Nurses):1 
HCA ratio: although studies have suggested that up to 75% of GP activity could be 
undertaken by other clinical staff.  This would suggest an inversion of the current staffing 
model: 1 (GP) to 2 (Nurses) to 4 (other Direct Care staff): although a more achievable 
interim model might be 1:1:1.   
 


• Workforce modelling tools have illustrated differences in costs based on an additional 
1450 face to face appointments might require c17 GPs at an indicative cost of £1.7m but 
with a different skill mix 1450 face to face appointments  could require 6 Physician 
Associates, 6 ANPs and 5 Pharmacists at an indicative cost of £635k a year. 


 
• What additional workforce will be required in each neighbourhood will undoubtedly vary 


but STPs will want to consider different options with primary care providers.  


 


 







 Primary Care Workforce 
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North 
region 


share of 
national 


target


DCO 
Code


DCO DCO GP 
Indicative 


share


STP STP Code Baseline 
number of 


doctors 
(FTE) by DCO


 DCO GP 
indicative 


share 
(mid point)


Target 
number of 


FTE 
doctors by 


20/21


Attrition 
rate (at 
current 
national 


8% 
average)


Number 
of FTE 


doctors to 
be 


recruited 
to target


South Yorkshire and Bassetlaw 9


Q72 West Yorkshire 5 3,306                         407          3,713         1,088         1,494 


Coast & Humber 6   
Hambleton, Richmond & Whitby 3


Q74 Northumberland, Tyne and Wear 1


N&W Cumbria 2


Q75
  


Merseyside 192 - 196 Cheshire and Merseyside 8 1,649                         194          1,843             507             701 


Q83 Greater Manchester 240 - 369 Greater Manchester 7 1,957                         305          2,262             531             836 


Q84 Lancashire 109 - 158 Lancashire & South Cumbria 4 941                            134          1,075             280             414 


Total               9,732         1,287        11,019         3,318         4,605 


Source: Regional planning and supporting tools: Additional 5,000 doctors working in general practice, Version 9.0, 8 August 2017


            249          2,128             649             897 


1174 to 
1400 
extra 


doctors 
working in 


primary 
care


Yorkshire and 
Humber


392 - 421


Cumbria and North 
East


241 - 256               1,879 


Baseline data, September 2015, General and Personal Medical Services Statistics, NHS Digital 
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North 
Region 
share of 
national 
target 


DCO Code DCO DCO GP Indicative share STP  STP Code Baseline 
number of 


doctors 
(FTE) by 


STP 


 STP GP 
indicative 


share                      
(mid point) 


Target 
number of 


FTE 
doctors by 


20/21 


Supply of 
newly 


qualified 
GPs 


Retirements Other net 
leavers 


and 
joiners 


Gap to be 
met 


through 
other 
local 


initiatives 


1174 to 
1400 
extra 


doctors 
working 


in primary 
care 


  


Yorkshire and 
Humber 392 - 421 


South Yorkshire and 
Bassetlaw 9 


                 
779              107  


               
886              254  


                  
193  


              
66  


           
112  


Q72 
West Yorkshire 5 


              
1,330              177  


           
1,507              438  


                  
330  


           
112  


           
181  


  
Coast & Humber 6 


                 
745                93  


               
838              237  


                  
184  


              
63  


           
103  


  


Cumbria and North 
East 241 - 256 


Durham, Darlington, Tees, 
Hambleton, Richmond & 
Whitby 3 


                 
753                90  


               
843              238  


                  
186  


              
63  


           
101  


Q74 Northumberland, Tyne and 
Wear 1 


                 
828                94  


               
922              274  


                  
206  


              
70  


              
95  


  
N&W Cumbria 2 


                 
195                19  


               
214                62  


                    
48  


              
16  


              
21  


Q75 Cheshire and 
Merseyside 192 - 196 Cheshire and Merseyside 8 


              
1,433              164  


           
1,597              493  


                  
358  


           
122  


           
151  


Q83 
Greater Manchester 240 - 369 Greater Manchester 7 


              
1,496              202  


           
1,698              502  


                  
372  


           
127  


           
198  


Q84 
Lancashire 109 - 158 Lancashire & South Cumbria 4 


                 
896              115  


           
1,011              296  


                  
222  


              
76  


           
116  


Total           
              


8,455  
        


1,061  
           


9,516  
       


 2,794  
               


2,099  
           


715  
        


1,078  
Source: STP GP demand and supply tool, version 3.3 


                  


An expected increase in GP registrars working in general practice also contributes towards the overall 5,000 at England level. However, due to data quality issues with the GP registrar data at CCG level  GP 
registrars are excluded from the STP level workforce projection and STP indicative shares.  
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North 
region 


share of 
national 
target 


DCO Code DCO DCO GP Indicative 
share 


STP  STP Code Baseline number of 
clinical staff (FTE) by 


DCO 


 DCO clinical 
staff indicative 


share  of  
growth (mid 


point 
threshold) 


Target 
number of 


FTE 
clinical 
staff by 
20/21 


Clinical 
Pharmacists 


(share of 
regional 
target) 


MH 
therapists 
(share of 
national  
target) 


Physicians 
Associates 
(share of 
national 
target) 


            All Nurses 
(working in 
General 
Practice) 


Other Direct 
patient Care 


          


1174 to 
1400 
extra 


clinical 
staff 


working 
in 


primary 
care 


  


Yorkshire and Humber 392 - 421 
South Yorkshire and Bassetlaw 9   


  
1,702   


  


        
1,009  


                
407  


  
           


3,118  
  


                
145  


           
291  


                
97  Q72 


West Yorkshire 5 
  Coast & Humber 6 


  


Cumbria and North East* 241 - 256 


Durham, Darlington, Tees, 
Hambleton, Richmond & Whitby 3            


983  
           


549  
                


249  


  
           


1,781  
  


                  
90  


           
180  


                
60  Q74 


Northumberland, Tyne and Wear 1 
  N&W Cumbria 2 


Q75 
Cheshire and Merseyside 192 - 196 Cheshire and Merseyside 8            688             271    194    1,153  


                  
73  


           
146  


                
49  


Q83 
Greater Manchester 240 - 369 Greater Manchester 7            728             372    305    1,405  


                  
82  


           
163  


                
54  


Q84 
Lancashire* 109 - 158 Lancashire & South Cumbria 4            541             311    134  


              
986  


                  
42  


              
83  


                
28  


Total             4,642          2,512  
            


1,287  
           


8,443  
                


432  
           


863  
              


288  


* Adjustments due to boundary changes in Cumbria & North East and Lancashire  
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North 
Region 
share of 
national 
target 


DCO Code DCO Other Clinicians Indicative 
share (DCO) 


STP  STP 
Code 


 STP Other 
Clinicians 
Indicative 


Share (mid 
point) 


Mental Health 
Therapists 
working in 


Primary Care 
(share of 
national 
target) 


Clinical 
Pharmacists 


(share of 
regional 
target) 


Physicians 
Associates 
(share of 
national 
target) 


1174 to 
1400 
extra 
other 


primary 
care 


clinicians 
working 


in primary 
care 


  


Yorkshire and Humber 392 - 421 
South Yorkshire and Bassetlaw 9 114 82 41 27 


Q72 West Yorkshire 5 190 137 68 46 
  Coast & Humber 6 103 72 36 24 


  
Cumbria and North 
East 241 - 256 


Durham, Darlington, Tees, 
Hambleton, Richmond & Whitby 3 101 78 39 26 


Q74 
Northumberland, Tyne and Wear 1 109 84 42 28 


  N&W Cumbria 2 38 18 9 6 


Q75 Cheshire and 
Merseyside 192 - 196 Cheshire and Merseyside 8 194 146 73 49 


Q83 Greater Manchester 240 - 369 Greater Manchester 7 305 163 82 54 


Q84 
Lancashire 109 - 158 Lancashire & South Cumbria 4 134 83 42 28 


Total                   1,287  863 432 288 
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Doctors in General Practice - International Recruitment  
Requirement 


 
• Regional target set at 161, commencing in 16/17 over a 4 year period,  potentially set to increase with additional NHS England funding (up to c580).  
• Engagement with CCGs to develop at scale proposals under a single IR provider. 
• Utilisation of the  IR framework. 
• Embark on a rolling programme of work.  
• Ensure recruited GPs are fully supported as part of the programme. 


Progress to date 
 


• North Cumbria secured Phase 1 funding and as a result is 
progressing with the recruitment of 25 International GPs; 


 
• South Tees & HaST secured Phase 1 funding and as a result, is 


progressing with the recruitment of 20 International GPs; 
 
• 8 of the remaining 9 CCGs are working to recruit 132 International 


GPs under the Phase 2 model of International Recruitment, with 
phase 2 project commencing  Qtr4 201718.  North Durham have 
asked for 16 GP’s as part of the process. 


Assumptions and enablers 
 


Assumptions 
• Total number of 177 recruits for primary care is as a result of 


CCG engagement with practices 
• Phase 2 is under national development but it is assumed that 


funding model will support recruitment of 132 international 
recruits to support STP Delivery Plan 


 
Enablers 
• Development of International Recruitment Programme Board to 


support planning and delivery of International Recruitment 
targets for this STP 
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Challenges 
 
• Successful recruitment and retention  of 177 international GPs 
This is as a result of:  


o Availability of recruits internationally from EU and outside 
EU; 


o Recruitment outside of EU is a longer, more challenging 
process; 


o Willingness for international recruits to locate to CNE; 
o Willingness for international recruits to remain in CNE once 


in post 
 


• Brexit 
 
  


Plan to achieve regional requirement 
 


• Further enhancement of International Recruitment Programme 
Board 


 
• Local links to key stakeholders to support International 


recruitment and retention (e.g. Local Authorities, LMCs) 
 
• Link across STP to support development of bespoke 


employment offers for each international GP recruited 
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Doctors in General Practice - TERS  
Requirement 


 
• Attract GP trainees to accepted posts in 5 hard to recruit areas (North East - West Lakes & North West - South Cumbria (8), Yorkshire and the Humber Northern Lincolnshire (Scunthorpe 


& Grimsby) (21), North East - East Cumbria (24), North West – Blackpool (16) 
• Targets apply to 2017/18, North total  equates to 69 and funded by NHS England. 
• Demonstrate close working links with HEE locally. 


Progress to date 
 


•  Bernard to complete 
•   
•   


Assumptions and enablers 
 


•   
•   
•   
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Challenges 
  
•   
•   
•   


Plan to achieve regional requirement 
 


•    
•   
•   
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Doctors in General Practice – GP Retention Scheme 
Requirement 


 
• Aimed at retaining doctors in general practice who are unable to work more than 4 sessions per week, regional target set at 60 from 2017/18 over a 4 year period. 
• CCGs to support new applications (additional resources within primary care allocations). 


Progress to date 
. 
• The GP Retention scheme replaced the GP Retainer 


scheme with effect from 1 April 2017 
• There are currently 17 GPs on the Retention  scheme 


across CNE 
• There are currently 12 applicants waiting to join the 


scheme. 
• A new governance process has been developed for 


approval of applications  via delegated CCGS. 
•   
•   


Assumptions and enablers 
 


• Assumption there will be a ready supply of 
applications 


• Assumption CCGs will promote the scheme to their 
practices 


  
  
 


 
 


 


57 


Challenges 
  
• A high attrition rate of GPs leaving general practice, a high 


percentage of GPs approaching retirement age and a shortage of 
new GPs entering the profession – difficulty filling posts 


• Application process varies according to region and delegated 
CCGs 


• Funding is to be  met within Primary care allocation - may present 
challenges for CCGs. 


• New governance process has been timely to develop and approve 
which may have resulted in  some applicants losing interest. 


•   
•   


Plan to achieve regional requirement 
 


• There are currently  201 GPs on the scheme   
• National target is 500 by 2020 / 21 
•   
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Doctors in General Practice – GP Career Plus 
Requirement 


 
• Regional pilot for 2017/18  across 3 CCGs (Hull, Lancashire North and Vale Royal & South Cheshire), resulting in the recruitment of approximately 28 GPs into 3 ‘pools’ covering 92 


practices. 
• Pilot review due to commence in October 2017 (interim report due December 2017) probability based on initial feedback shows  programme of work likely to be rolled out, STPs to start 


identifying where gaps in GP provision exist and to commence conversations with CCGs.   


Progress to date 
 


•  CCG not identified as a pilot site. 
•   
•   


Assumptions and enablers 
 


•  Evaluations to be shared and learning to be 
incorporated in future plans. 
 


•   
•   
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Challenges 
  
•  Not being identified and recognised as having 


workforce pressures in comparison other areas 
•   
•   


Plan to achieve regional requirement 
 


•  Learning and model to be shared regionally from 
original areas  


•   
•   
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Doctors in General Practice – I&R Scheme      Bernard 
 


Requirement 
 


• To support GPs who have previously been in practice to introduce them back into the workforce. 
• National  target equates to 500, regionally this equates to 145, with NHS England offering a package of financial support.  


Progress to date 
 


• Locally advertised opportunities to practices through 
weekly newsletter     


• Scheme run by HEENE in our region 
• Links established with Dr Graham Rutt at HEENE 


Assumptions and enablers 
 


• Practices keep this scheme in mind in future  
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Challenges 
 
• Capacity of training practices 
• HEE advertising & CCG – need a combined approach 
• Need additional capacity to support the NE model for 


International Recruitment 
• Little local understanding of scheme usage by 


clinicians in our areas 
 


Plan to achieve regional requirement 
 


• Regional communications plan to advertise and 
promote the scheme and its availability 


•   
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Mental Health Therapists 
 


Requirement 
 


• National target set at 3000 for Improving Access to Psychological Therapies (IAPT) MHT workforce. 
• National aim is to have 800 MHT in post by March 2018 and over 1500 by 2019, this equates to approximately 232 in 2017/18. 
• Patients to have access to mental health support (first point of contact for healthcare advice). 


 


Progress to date 
 


•  No Mental Therapists currently in place supporting 
practices. 


•  Work continues with IAPT providers in North Durham 
to review current workforce in view of current and 
future national requirements and standards 


Assumptions and enablers 
 


•   
•   
•   
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Challenges 
  
•   
•   
•   


Plan to achieve regional requirement 
 


•    
•   
•   
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Clinical Pharmacist Programme 
Requirement 


 
 


• From 2017/18 – 2019/20 (3 years) an annual allocation of 144 clinical pharmacists  (total 432). Funding from NHS England is tiered over a 3 year period, 60%  contribution to the post in 
year 1, 40% in year 2 and 20% in year 3 .  


• To have a pharmacist per 30,000 of the population. 
• Retaining CPs beyond the 3 year funding period (promotion of a sustainable model, where pharmacists form part of the  new footprints/models  i.e. STPs, PACs models). 


Progress to date 
• During the pilot phase of the programme, 7 providers were awarded funding covering 38 


practices. 24 Clinical Pharmacists and 8 Senior Clinical Pharmacists were employed as a 
result. 
 


• No successful applicants  in wave 1 from  North East & Cumbria. 
 
• 2 successful applicants in wave 2  which were awarded funding for 14 whole time equivalent 


clinical pharmacists covering a total population of 402,000  across Gateshead, South 
Tyneside and South Tees CCG’s. Gateshead and South Tyneside were awarded funding for  
9.2 WTE ( 2 WTE SCP’s & 7.2 CP’s) which is 1 WTE CP for 30,989 population. South Tees 
(although to be confirmed) will be employing 3 x WTE CP’s and 1 x 0.8 WTE to cover a 
population of 116,969.  This gives a ratio of 1 WTE : 30,781 population. 
 


• The deadline for wave 3 was 29th September 2017. 9 applications have been submitted from 
the North East & Cumbria including one from a federation in North Durham. The outcome of 
the applications for wave 3 will be announced early – mid November. 


 


Assumptions and enablers 
 


Assumptions 
• 1 WTE pharmacist will cover 30,000 population. 
• Funding for clinical pharmacists is for 3 years with £60k per 


clinical pharmacist and £73k per senior clinical pharmacist.  This 
is staggered over 3 years with 60% funding received in year 1, 
40% in year 2 and 20% in year 3.  


 
Enablers 
• Local  NHS England team support applicants and there is a 


robust evaluation process at local , regional and national level. 
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Challenges 
• Retaining clinical pharmacists in primary care posts 


 
• The number of appropriately qualified clinical pharmacists available 


in the North East & Cumbria to be recruited into the posts. 
 


• Applicants being able to meet the criteria to successfully apply for 
the clinical pharmacist programme e.g.. achieving the 1 WTE 
pharmacist :30,000 population ratio 
 


• Rural  practices/ federations not being able to meet the programme 
criteria.    


 
  


Plan to achieve regional requirement 
 


• Local NHS England team covering the North East and Cumbria 
supporting and working with potential applicants to apply for the 
programme to help recruit clinical pharmacists across whole of 
STP area. 
 


• Ongoing support to successful applicants who have been 
awarded funding to employ pharmacists to ensure the 
programme runs successfully. 
 


• Learning from pilot sites within the North East and Cumbria. 
 


 
  







www.england.nhs.uk 


Physician Associates 
 


Requirement 
 


• 1000 Physician Associates to be available to work in general practice by 2020/21, this equates to approximately 290 as a regional target. 
• Demonstration of close working links with HEE. 
• Enhance and utilise the capabilities  of existing staff e.g.. other healthcare professionals . 


 


Progress to date 
 


• 21 Physician Associate Trainees were appointed to a two 
year programme in 2016/17 


 
• 28 Physician Associate Trainees were appointed to a two 


year programme in 2017/18 
 
• Physician Associate Trainees receive Primary Care 


placements throughout course 
 
• 2 Physician Associates employed in the STP currently: 1 in 


primary care and 1 in secondary care  


Assumptions and enablers 
 


Assumptions  
• That vacancies will be available for Physician Associates 


within primary care  
 
Enablers 
• Provision of more placements within primary care during 


traineeship 
• Enhancement of role to enable prescribing 
• More training provided to General Practice on the benefits of 


this role in practice 
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Challenges 
  
• Reluctance to recognise the value of this role within Primary 


Care 
• Physician Associates cannot currently prescribe and as a 


result, GP Practices who value independent working do not 
always recognise the contribution this role might make 


• There is no guarantee that Physician Associates will remain 
in this STP once training is complete  


• There is no guarantee that qualified Physician Associates will 
look for employment in Primary Care 


Plan to achieve regional requirement 
 


• Continuation of course availability   
• Provision of more placements in primary care during 


training 
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General Practice Nurses         Bernard 
 


Requirement 
 


• Practice nurse programme delivery timeframe and numbers yet to confirmed, £15m of national investment  to be made available. 
• General practice to be promoted as  the first  career choice for newly qualified nurses. 
• Focus on  encouraging nurses to return to practice. 
. 


Progress to date 
• Change in the curriculum for the Pre-Registered Nursing Programme at local HEI 


into a integrated health and care programme requiring all students to have access 
to a placement in General Practice  


• Coordinating 60+ week placements in General Practice in 2017/18 
• Career Start Practice Nurse Scheme It is a rolling programme and offers 10 


places across North Durham and DDES at anyone time. There are 2 training 
places available in Derwentside and 2 in Durham & Chester Le Street ( 4 in total 
for North Durham). 


• Influencing Continuous Workforce Development portfolios with Health Education 
England to support GPNs 


• Leadership modules to be available in the above 
• In conversations with local HEIs for GPNs to deliver sessions on life in General 


Practice throughout the curriculum 
• Exploring opportunities for GPN return to nursing scheme 
 


 
•   
•   


Assumptions and enablers 
 


• To deliver the required amount of placements in 
General Practice to support the new integrated pre-
registration nursing programme  


• Assuming exposure to General Practice aids 
workforce pressures  


• University Practice Placement Facilitators have 
capacity to support placement and mentor support 


• The system working together to co-ordinate a joined 
up community placement 
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Challenges 
• Lack of pathway education for development of key roles i.e. ANP 


and sponsorship of such pathways  
• Large increase in General Practice placement commitment with 


short timescales 
• Mentorship availability and time to be able to support learners 
• Low placement tariffs 
• Quality assurance of placement for the number of learners  
• Introduction of new apprenticeship standards need to be 


embedded into programmes  
• Need to also focus on career start B1-4  developments and 


career entry 
 
 
 


Plan to achieve regional requirement 
 


• Regional apprenticeship development – career 
pathway developments 


• Consistent approach to placement tariffs  
• Commitment regionally to sponsor programmes and 


support back fill arrangements   
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Physiotherapists 
 


Requirement 
 


• Increase the number of GP physiotherapists providing MSK services in primary care. 
• Direct patient access - self referral into physiotherapy services within a GP practice.  
• No planned national investment, local funding to be utilised to reduce  GP appointments and workload alongside practice costs. 
 


Progress to date 
 


•  A Physiotherapy App for smart phones is available to 
all residents across  North Durham CCG focussing on 
MSK to try and empower patients and reduce 
appointments/pressure in primary and secondary care. 


•   
•   


Assumptions and enablers 
 


•   
•   
•   
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Challenges 
  
•   
•   
•   


Plan to achieve regional requirement 
 


•    
•   
•   
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Other workforce requirements 
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Description (EXAMPLES) STP progress to date STP plan 


Introduction of pilots of new medical assistant 
roles that help support doctors, as 
recommended by the RCGP. 


• Medical Assistants being piloted in the 
North west. Evaluation expected In 
2018 


 


STPs to facilitate the development of care 
navigators, who will relieve pressure on GPs 
by signposting patients to the most 
appropriate solution for their needs. 


• Training to commence in January 2018 ( 
West Wakefield Model) 


 


Practice Manager Development including 
£6m of national funding for practice manager 
development and access for practice 
managers to the new national development 
programme. 


• NELA/HEE Programmes, NAPC Post 
graduate development 


 


National investment of £45 million benefiting 
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. 


• Embedding all competencies in all front 
line staff. 


 


Leadership, culture and behaviour change 
support to facilitate the delivery of patient-
centred care with MDTs. 


• NELA – How we develop the 
programme. 


 


Workforce planning to ensure a safe supply of 
the workforce . •  HEENE. WFT/Capacity & demand tools  


Delivering and implementing change 
including provider support, digital support, 
and federation development. 


 Federation development – in place 
Provider Support- ongoing 
Digital Support- IT Steering across North 
Durham CCG and DDES 
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Delivery milestones by work stream- 
Bernard 
The national delivery milestones for each of the primary care priority workstreams will be achieved in the following timeframe:  


2017/18 2018/19 2019/20 2020/21 


Workstream Activity / initiative 
Baseline 
(at Sept 
2015) 


Final 
Target 


Final 
Target 


Deadline 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


Increase in 
general practice 
workforce 


Total FTE GPs (all practitioners) Mar-21 


Total of FTE GP registrars (taking 
up employment) Mar-21 


Number of HC GPs recruited from 
overseas into practices 
(international recruitment) 


Mar-20 


Number of HC GP returners (e.g.. 
via the induction and refresher 
scheme) 


Mar-21 


Number of HC GPs on the 
retention programme Mar-21 


Total FTE other clinical staff Mar-21 


Total FTE all nurses Mar-21 


Number of HC Clinical 
pharmacists Mar-20 


Total FTE physician associates Mar-21 


Number of FTE mental health 
therapists Mar-21 


Total FTE physiotherapists Mar-21 


Number of HC general practice 
assistants (referred to as medical 
assistants) 


Mar-21 
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Delivery by work stream- Bernard 


 
 
Supply 2017/18  Qx 


Doctors  
in general practice 


2020 Target Plan (approved 
applications) 


Suspensions 
(including maternity 


leave) 


Leavers In Post Variance +/- plan 
against target   


Variance +/- in post 
against target 


 HC = headcount FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC 


International Recruitment                           


TERS                           


GP Retention Scheme                           


GP Career Plus                           


I&R Scheme                           


Total                           


Supply 2017/18  Qx 


Clinical Staff (non-GP) 
In general practice 


2020 Target Plan (approved 
applications) 


Suspensions 
(including maternity 


leave) 


Leavers In Post Variance +/- plan 
against target 


Variance +/- in post 
against target 


  FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC 


Clinical Pharmacists                           


Mental Health Therapists                           


Physicians Associates                           


General Practice Nurses                           


Physiotherapists                           
General Practice Assistants 
(medical assistants) 


Total                           







Delivery through GP trainees  
Supply and indicative target  


Supply 2017/18 Qx 


  


Estimated supply from 
training 2015 - 2020 


Additional supply from 
registrars 


Suspensions (including  
maternity leave) 


Leavers Number of trainee 
placements outside of 


STP area 


Variance +/- in post 
against target (supply) 


  FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC 


Trainee 
numbers                          


• GP training recruitment places have been increased, regionally the estimated DCO supply is set at 
3,195 from 2015 - 2020 (at STP level 2,794). 


• Additional registrar supply at DCO level is estimated at 226. 
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Timeline 


69 


Category 


Q1 
2017 


Q2 
2017 


Q3 
2017 


Q4 
2018 


Q1 
2018 


Q2 
2018 


Q3 
2018 


Q4 
2019 


Q1 
2019 


Q2 
2019 


Q3 
2019 


Q4 
2020 


Q1 
2021 


Q2 
2021 


Q3 
2021 


Q4 
2021 


Apr-
Jun 
2017 


Jul-
Sep 
2017 


Oct-
Dec 
2017 


Jan-
Mar 
2018 


Apr-
Jun 
2018 


Jul-
Sep 
2018 


Oct-
Dec 
2018 


Jan-
Mar 
2019 


Apr-
Jun 
2019 


Jul-
Sep 
2019 


Oct-
Dec 
2019 


Jan-
Mar 
2020 


Apr-
Jun 
2020 


Jul-
Sep 
2020 


Oct-
Dec 
2020 


Jan-
Mar 
2021 
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MSK 
App 
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XXXX 


Key 


Activity 


Milestone 


Dependency 


Career Start – Rolling Programme 
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Key Dependencies 


70 


Category Activity Dependency on Comment 


1 


2 


3 


4 
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Finance and resources 


71 


Resources 
 


•   
•   
•   


Finances 
 


•  See slide 71 
•   
•   
 


 
 


 


Embedded resources 
 
•   
•   
•   
  


What resources  (other than financial) 
are in place to deliver the FYFV? 


What / how are the embedded 
resources being used to deliver the 
FYFV requirements? i.e. internal or 


covert resources 


Requirement 
• Impact on finance and resources 
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•Finance Summary  


72 


2017/18 2018/19 2019/20 
INVESTMENT IN PRIMARY CARE £ £ £ 
Overall Primary Care funding 
i. Funding from NHS England delegated core primary medical care allocations £34,103,000 £34,554,000 £35,208,000 
ii. Total CCG locally enhanced services  £165,000 £165,000 £165,000 
iii. Out-of-hours commissioned services £3,078,000 £3,182,000 £3,182,000 
iv. CCG investment in GP IT services £750,000 £750,000 £750,000 
v. Any other CCG investment in General Practice £2,284,000 £2,036,000 £2,036,000 
General Practice transformational support 
i. £3 per head non recurrent investment £450,000 £400,000 
Use of notified dedicated GPFV allocations to CCGs  
i. Online general practice consultation software systems  
ii. Training care navigators and medical assistants workforce £43,327 £43,327 unknown 
Extended Access in Primary Care  
i. GPFV £6 per head  £1,458,000 £1,458,000 £1,458,000 
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Risks and issues 
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Issue Description Trend  Issue Proximity Actions


A statement describing the risk event, cause and impact
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s 
 


The trend indicates 
any change in the 


current risk score in 
the form of an arrow


Timescale as to when the risk 
will occur


The actions and activities planned to take place that will when implemented or completed reduce, 
eliminate or minimise the risk


Please select
Please select
Please select


5







05 


01 


Sustainable and resilient 
General Practice 


02 
Extended Access 


03 


Increase General Practice 
Workforce 


Developing at scale 
Primary Care 
organisations 







Increasing investment in  
Primary Care  
 
1. Achieving a minimum £2.4bn per annum 


revenue investment into Primary Medical by 
2020/21 


2. Full investment of c£500m dedicated non-
recurrent Sustainability and Transformation 
funds allocated to support delivery of GPFV 
commitments  


3. Investment of over £900m capital funds to 
support increasing capacity in primary care 
through use of technology and development 
of Primary Care estate  


04 


75 
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Delivery milestones by work stream 


 


The national delivery milestones for each of the Primary Care priority workstreams will be achieved in the following timeframe:  
2017/18 2018/19 2019/20 


Workstream Activity / initiative Any current 
expenditure 


Additional 
17/18 


investment  


Additional 
18/19 


investment 


Additional 
19/20 


investment 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


Primary Care 


Planned investment in delivering  
extended access to primary care in 
evenings and weekends 


Planned investment to increase the 
number of additional doctors in primary 
care 


Planned investment to increase the 
number of other clinicians working in 
primary care 


Planned additional non-recurrent 
investment to support GPFV 
deliverables  


Planned capital investment in primary 
care ETTF provision  


2017/18 2018/19 2019/20 


Workstream Activity / initiative Baseline 
spend 


Additional 
17/18 


investment 


Additional 
18/19 


investment 


Additional 
19/20 


investment 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


Out-of-
hospital care 


Planned increase in investment in 
delivering  increased out-of-hospital 
provision 


Of the above investment what level of 
investment relates to increase in out-of-
hospital  


What level of activity is intended to shift 
from hospital provision  


Planned capital investment in out-of-
hospital provision   
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Increasing investment in Primary Care 


77 


• National commitment is to increase the annual expenditure going into 
general practice by at least £2.4bn by 2020/21 – approx. 10% of total 
NHS spend.  


• There are 4 funding elements that comprise the 2015/16 baseline 
position: 
• NHS England GP Contract funding 
• NHS England earmarked investment through the GPFV funds which is 


allocated to commissioners 
• Existing local CCG investment into Primary Medical Care Services (such as 


through local enhanced services, out-of-hours provision, other discretionary 
CCG investment) 


• Other investment in General Practice provision made by other Organisations 
(NHS Digital, HEE and DH).  


• In addition, non-recurrent pump-priming investment from CCGs and STP 
transformation resources are additional expected to be invested over the 
next few years to enable Primary Care to be in a position to enable 
transformation in primary care.  


• NHS England will monitor on-going investment to ensure delivery of the 
national commitments. 
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Enablers 
 


Requirement 
• Contribute to the delivery of an additional £2.4bn recurrent investment in primary medical care by 20/21, including £3ph non recurrent transformational support 
• Identified year-on-year increase in investment to wider Out-of-hospital provision 
• Planned spend against dedicated GPFV allocations made to CCGs 
• Additional non-recurrent investment in Primary Care  
• Capital investment into Primary Care (for technology or Premises developments) 
. 


Primary Medical Care Resources 
 


•   
•   
•   


1. What resources are in place to 
deliver the GPFV? 


2. How are existing Primary Medical 
Care resources being used to 


deliver the GPFV 
 


Finances 
•   
•   
•   
 


 
 


 


Details on existing spend on Primary 
Medical Care, plus dedicated GPFV 


allocations, and  additional CCG 
investment planned. (i.e. proposed year 


on year % increase) 


 
 


Details on existing spend on wider out-
of-hospital provision and planned 


investment to increase provision in out-
of-hospital care so as to enable shift in 


care from hospital provision 
 
 


78 


Out-of-Hospital  resources 
  
•   
•   
•   


Finances 
 
 


•    
•   
•   


1. Identify level of  activity / capacity to 
support out-of-hospital care. 


2.   Identify workforce in place that 
supports out-of-hospital care  


3. What increase in capacity is planned 
to further increase shift in care to 


out-of-hospital setting? 
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Risks and issues 


Issue Description Trend  Issue Proximity Actions


A statement describing the risk event, cause and impact
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The trend indicates 
any change in the 


current risk score in 
the form of an arrow


Timescale as to when the risk 
will occur


The actions and activities planned to take place that will when implemented or completed reduce, 
eliminate or minimise the risk


Please select
Please select
Please select


5







01 


Sustainable and resilient 
General Practice 


02 
Extended Access 


03 


Increase General Practice 
Workforce 


04 
Increasing investment 
in  Primary Care  







Developing at scale 
Primary Care 
organisations 
 
1. 50% population covered by Primary Care at 


scale organisations by March 2018 
2. 100% of population covered by Primary Care 


at scale organisations by March 2019 


05 


81 
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Developing at scale Primary Care Organisations  


82 


 
• The decision to join/establish a Primary Care Network (or Primary Care 


Home) is for local GPs, with other local provider partners s to agree with their 
CCG.   


• Each PCN could be part of a larger unit within an accountable care provider / 
system, or may stand alone with a direct contractual relationship with its 
CCG.   


 
The process for establishing a Primary Care Network is expected to be: 
1. Identify natural, geographically defined community of 30 – 50k based on the 


registered lists of participating practices.  The PCN should be asked to 
identify the population needs within the population using an agreed 
stratification approach. 


2. Providers sign a ‘partnership agreement’, nominating a ‘host’ to hold any 
monies on behalf of partners. Commissioners (LA / CCG) must approve.  


3. STP / CCG approves footprint for PCN. Non-recurrent transformation funding 
is expected to be available through NHS England and transferred via the 
STP (c£1 per head pop).  







www.england.nhs.uk 


Establishing at scale Primary Care 
Organisations (cont.) 


4. Based on the population stratification work undertaken by the 
PCN, through the STP a CCG will agree clinical priority areas 
for the PCN to pursue and will holds the PCN to account for 
making service improvements.  


5. PCN partners design and operationalise care model tailored to 
suit local population needs. Over time these models will 
become the natural vehicles to deliver national transformation 
priorities. 


6.  PCN partners will be able to access a performance dashboard 
and receive recurrent incentive funding based on utilisation 
measures being developed nationally 


7. NHSE will evaluate the impact on improving patient experience 
and quality of care as well as dashboard and incentives 
scheme. The findings from the evaluation will be used to further 
refine and improve both care model and operational model.  


 
 


83 







www.england.nhs.uk 


Delivery milestones by work stream 
The national delivery milestones for each of the Primary Care priority workstreams will be achieved in the following timeframe:  


2017/18 2018/19 


Workstream Activity / initiative 


Current pop 
covered by at 
scale primary 


care 
organisation    


Target 50% 
pop covered 


by March 2017 


Target 100% 
pop covered 


by March 2019 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


Primary Care at 
scale 


Establishment of at scale primary care 
organisations 


0 0 75% 100
% 


100
% 


100
% 


100
% 


100
% 


Where Primary Care Organisations are 
established to identify: 


Size of pop covered (typically between 30-50k) 


Name of Primary Care organisation 


Identify practices in each organisation (Practice ID 
number, and postcode of practice boundary) 


Agreed clinical priorities to be taken forward Q4 17/18 


Confirm  multi-disciplinary governance 
arrangements agreed 


Q1 17/18 


84 


See document for alignment to future Primary Care 
Home across North Durham. 
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At scale Primary Care Organisations 
 


Requirement 
• By March 2017 to have established at scale Primary Care Organisations covering 50% of the registered population 
• By March 2019 to have 100% of the population covered by at scale Primary Care Organisations 


 
 


Progress to date 
 


• Alignments of a Primary Care Home model has 
been established and based on practice 
alignments of 45k – 55k populations ( see the 
next slide). These are based on Team around 
Patients  (TAP’s) teams currently in place. 
 


• Would be across 5 hubs 
•   


Assumptions and enablers 
 


• Clinical engagement 
• Delegated budgets 
• Risk gain share agreements 


 
•   
•   
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Challenges 
  
• Clinical engagement 
• GPs understanding of Primary Care at Scale 
•   
•   
•   


Plan to achieve regional requirement 
 


•  Work across the STP footprint 
•   
•   
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Risks and issues 







05 


01 


Sustainable and resilient 
General Practice 


02 
Extended Access 


03 


Increase General Practice 
Workforce 


04 
Increasing investment 
in  Primary Care  


Developing at scale 
Primary Care 
organisations 


Communications Communications Communications 


Communications    Communications 
 


Communications  Communications  


Co
m


m
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io
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m
m
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ns
  


Com
m


unications  
Com


m
unications  







Communications 
 
Engage and involve: 
• Patients and wider population in design and 


delivery of transformed primary care, including 
supporting greater self-care  


• Communicate proposed changes and 
improvements to be delivered to Primary Care 
clinicians and wider NHS staff  


• Support improve communications between 
primary care and secondary care clinicians 
 
 


06 


88 
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STP Internal and external communications 
 


Requirement 
• To improve communications between primary and secondary care, including consultant discharge  letters which is a  NHS Standard contractual requirement 
• Robust communications to patients using digital and hard copy mechanisms which can be evidenced 
• Robust communications to staff 
 
 


Progress to date 
 
• The new ‘Improving access to General Practice 


Communications Guide and resource pack has now been 
received and we will adopt best practice. 


• There are a variety of communications tools and methods 
currently in place for timely communications. These 
included printed items, digital communications, focus 
groups and committees and social media. 


• All current and future communication methods  for proposed 
changes and improvements are developed with the Patient 
in mind. 
 


Assumptions and enablers 
 


• Understanding which communications activities work 
best will enable commissioners and providers to plan 
and use their communications budget and other 
resources as effectively as possible in the future. 
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Challenges 
  
• Communicating clear consistent messages to partner 


providers, stakeholder and patients Communicating 
the same message to the right people, at the right time 
depending on their progress against plans. 


Plan to achieve regional requirement 
 


•  Joint working across the STP footprint  
•   
•   
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Internal and external communications 
 


Requirement 
• To improve communications between primary and secondary care, including consultant discharge  letters which is a  NHS Standard contractual requirement 
• Robust communications to patients using digital and hard copy mechanisms which can be evidenced 
• Robust communications to staff 
 
 


Progress to date 
 
• Regular updates   at TITO GP Development forum 


Newsletters, GP Team net 
• Establishing meetings with key partners involved in 


TAP’s 
• All patient comms go via patient reference and My NHS 


Members and social media. 
• All contractual requirements regarding consultant 


discharge letters achieved. 


Assumptions and enablers 
 


Using existing comms mechanisms to share info with 
staff, patients and public and stakeholders e.g. 
• TITO 
• CCG bulletin 
• PPCE and PRG 
• Stakeholder networks 
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Challenges 
• For all key stakeholders to deliver their areas of responsibility 
• Reaching hard to reach groups 
• Effective comms with staff involved in transforming the 


system 
• Co ordinating the communications - systematic approach 


required 
• Delivering the extended access communications  
• Requirements 
• Staff understanding the implications and role within the 


change process 


Plan to achieve regional requirement 
 


• All of the above 
• More co ordinated approach 
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Risks and issues 


Issue Description Trend  Issue Proximity Actions


A statement describing the risk event, cause and impact
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current risk score in 
the form of an arrow


Timescale as to when the risk 
will occur


The actions and activities planned to take place that will when implemented or completed reduce, 
eliminate or minimise the risk


Please select
Please select
Please select
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 NHS DURHAM DALES, EASINGTON AND SEDGEFIELD 
(DDES) CCG AND NORTH DURHAM CCG 


PRIMARY CARE COMMISSIONING COMMITTEES  
IN COMMON 


 
Tuesday 21 November 2017 


12:45 – 14:00 
The Greenhills Centre, Stephen’s Terrace, Wheatley Hill, Durham 


DH6 3JQ 
 


AGENDA 


 Items 
 


Time Document 


PCCCiC/17/20 Apologies for absence 
 
 


12:45  


PCCCiC/17/21 Declarations of conflicts of interest 
 


  


PCCCiC/17/22 Identification of any other business  
 


  


PCCCiC/17/23 Minutes and matters arising from the Primary 
Care Commissioning Committees in Common 
held on Tuesday 19 September 2017 
 


 Attached 


PCCCiC/17/24 Action Log 
 


 Attached 


 ITEMS FOR DECISION   


PCCCiC/17/25 Closure of dispensary at St John’s Chapel 
Director of Primary Care, DDES CCG and North 
Durham CCG –  Joseph Chandy 
 


12:50 Verbal 
 


 ITEMS FOR DISCUSSION   


PCCCiC/17/26 Risk Management Update 
Chief Finance Officer, DDES CCG – Mark Pickering 
Chief Finance Officer, North Durham CCG – Richard 
Henderson 
 


13:00 Attached 
 


 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
North Durham Clinical Commissioning Group 
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PCCCiC/17/27 Joint Primary Care Quality Report – Q2 – 2017/18 
Director of Nursing, DDES CCG and North Durham 
CCG – Gill Findley 
 


13:05 Attached  


PCCCiC/17/28 Primary Care Finance Report for the six months 
ending 30 September 2017 
Chief Finance Officer, DDES CCG – Mark Pickering 
Chief Finance Officer, North Durham CCG – Richard 
Henderson 
 


13:15 Attached 


 UPDATES 
 


  


PCCCiC/17/29 Primary Care Commissioning Update 
Director of Primary Care, DDES CCG and ND CCG 
- Joseph Chandy 
In attendance for the item  
Primary Care Commissioning Manager (GP) 
NHS England Cumbria and the North East 
- Fleur Carney 
 


13:25 Verbal 


 FOR INFORMATION 
 


  


PCCCiC/17/30 Primary Care Sustainability and Transformation 
Plan (STP) Delivery Plan Updates – Durham Dales, 
Easington and Sedgefield CCG and North Durham 
CCG Submissions 
Director of Primary Care, DDES CCG and North 
Durham CCG –Joseph Chandy 
 


13:35 Attached 


PCCCiC/17/31 GP Resilience Approach to GP Federated Salaried 
GPs 
Director of Primary Care, DDES CCG and ND CCG 
- Joseph Chandy 
 


 Attached 


PCCCiC/17/32 Durham Dales, Easington and Sedgefield CCG 
Workforce Report June 2017 
Chief Operating Officer, DDES CCG and North 
Durham CCG – Nicola Bailey 
 


 Attached 


PCCCiC/17/33 QUESTIONS FROM THE PUBLIC 
 
To consider questions from the members of the 
public. 
 


13:45  


PCCCiC/17/34 Any Other Business   


PCCCiC/17/35 Standing item: 
Risk Round Up 
To consider any areas of risk from the discussion on 


 Verbal  
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the agenda to add to the CCGs’ corporate risk 
register. 
 


 Date and time of next meeting 
The next meeting will be held on: 
 
Tuesday 16 January 2018, Chester-le-Street, venue 
to be confirmed. 
 


  


 Resolution to Exclude the Public and Press 
That representatives of the press and other members 
of the public be excluded from the remainder of the 
meeting, having regard to the confidential nature of 
the business to be transacted, publicity on which 
would be prejudicial to the public interest.  (Section 
1(2) Public Bodies Admission to Meetings Act 1960). 
 


  


 Contact for the meeting: 
Susan Parr, Executive Assistant, North Durham CCG 
Tel:  0191 389 8621 
Email: susan.parr@nhs.net 
 


  



mailto:susan.parr@nhs.net
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DDES CCG PCC COMMITTEE MEMBERS: 
 


Voting members: 
Andrew Atkin, Lay Member (Vice Chair) 
Nicola Bailey, Chief Operating Officer 
Sarah Burns, Director of Commissioning 
Dr Stewart Findlay, Chief Clinical Officer 
Gill Findley, Director of Nursing 
Amanda Healy, Director of Public Health  
Mark Pickering, Chief Finance Officer 
David Taylor-Gooby, Lay Member, Patient and Public Involvement Chair 
 
Non-Voting Members: 
Dr Winny Jose, Locality Lead – Sedgefield 
Dr Rushi Mudalagiri, Locality Lead – Easington 
Dr Jonathan Smith, Clinical Chair 
Dr Dilys Waller, Locality Lead – Durham Dales 
Local Authority Health and Wellbeing Board representative 
 
In attendance: 
Dr Joseph Chandy, Director of Primary Care Partnerships and Engagement 
Christine Keen, NHS England representative 
Marianne Patterson, Healthwatch representative 
 
Quoracy: 
To be quorate the Chair or Vice Chair, the Chief Finance Officer or Chief Operating Officer and one 
other non-conflicted voting member should be present. 
 
 
NORTH DURHAM CCG PCC COMMITTEE MEMBERS: 


 
Non-conflicted members (voting): 
Andrew Atkin, Governing Body Lay Member (Vice Chair) 
Nicola Bailey, Chief Operating Officer  
Mike Brierley, Director of Corporate Programmes, Delivery and Operations 
Gill Findley, Director of Nursing  
Richard Henderson, Chief Finance Officer  
Michael Houghton, Director of Commissioning and Development  
Feisal Jassat, Lay Member for Patient and Public Involvement (Chair) 
 
Conflicted members: 
Joseph Chandy, Director of Primary Care Development and Innovation 
Dr Ian Davidson, Director of Quality and Safety 
Dr David Smart, Clinical Chair 
Dr Patrick Wright, Constituency GP Lead Representative 
 
In attendance (non-voting): 
Amanda Healy, Public Health representative/Local Authority Health and Wellbeing Board 
representative 
Marianne Patterson, Healthwatch representative 
NHS England has the right to send representation to the Committee as appropriate 
 
Quoracy 
To be quorate the following must be in attendance: 


 
• the Chair or Vice Chair of the Committee,  
• the Chief Operating Officer or Chief Finance Officer, 
• plus one of the remaining non conflicted voting members, 
• that the majority of the Committee is non-conflicted at any one time. 


 





		Resolution to Exclude the Public and Press






Background   
 
Both North Durham and DDES CCGs took on full delegation of relevant primary care commissioning 
responsibilities with effect from 1 April 2015.   
 
This report presents a summary of the final financial position on those delegated primary care budgets for the six 
months ending 30 September 2017.   
 
In addition to those delegated budgets, there is also significant investment within primary care services from the 
CCG’s main commissioning budgets.  Although the management of these other budgets is not formally delegated 
to the Primary Care Commissioning Committee, it is important for the Committee to understand the full scale of 
primary care services and investment for which the CCG is responsible. 
 
The overall financial position of both CCGs, including all of the primary care related budgets highlighted in this 
report, continues to be reviewed and managed on a monthly basis by the Executives in Common. 
 
The majority of budget values / contracts are relatively fixed in nature and we would not typically expect significant 
variation in costs.  The majority of the variances shown below relate to the impact of prior year accruals. 
 
For certain areas there is limited information available and estimates have been made for these areas such as 
enhanced services.  The Quality Outcomes Framework (QOF) budgets are showing a forecast overspend which 
relates to 2016/17 actual achievement.  The initial 2017/18 budget underestimated the potential value of QOF. 
 


 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
North Durham Clinical Commissioning Group 
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For the month of September, the YTD position is showing a favourable variance of £586k and a favourable forecast outturn of £370k.  This will be used to offset 
pressures within Primary Care.  Below is an overview of expenditure included within primary care delegated budgets:- 
• GMS is a national contract  and payments are in line with the Statement of Financial Entitlement.  The slight year to date overspend relates to list size 


adjustments re demographics which has been offset against GMS investment, 


• PMS is a local contract and payments are in line with the Statement of Financial Entitlement.. The slight year to date overspend relates to list size adjustments 
re demographics which has been offset against PMS investment.  The forecast underspend reflects the release of PMS premium funding which is being 
reinvested in the Primary Care Scheme shown in the CCG primary care budget line, 


• QOF covers clinical and public health, practices can chose to provide this service.  The forecast overspend relates to 2016/17 actual achievement which was 
higher than previously forecast, resulting in the 2017/18 budget potentially being underestimated, 


• Enhanced Services covers payments made to practices who provide extended hours, minor surgery, learning disability, dementia, extended patient choice and 
unplanned admissions.  The underspend largely relates to prior year slippage and reflects where practices have declined to provide services, 


• Premises costs relate to rent, rates  and water and are  paid in line with the GMS/PMS directions.  The forecast is based on actual charges with breakeven 
forecast where no bills have been received.  The underspend on rates is the result of review exercise which has seen significant reductions in rateable values, 


• Other GP services relate to payments for seniority, needles and syringes, interpretation, locums and suspended GP’s.   CQC fees are slightly higher than plan. 
The forecast for Locums & Suspended GP's is based on actual  spend up to August 17 extrapolated up for the full year, 


• Reserves includes the required 0.5% contingency and other uncommitted reserves, as well as the 1% head room as per national business rules.  Utilisation of 
this funding will be confirmed by the end of the year, depending upon performance against budget lines and any further nationally mandated requirements.   


Primary Care Delegated Budgets 
 
  







Other Primary Care Budgets 
Six Months to 30 September 2017 
 
  


The full forecast spend against the primary care scheme is expected to be £900k.  The value shown 
above reflects that funded via general CCG budgets with the remainder to be funded by PMS 
premium funding which is currently held within primary care delegated budgets. 


Budget Actuals Variance Budget Forecast Variance
£'000 £'000 £'000 £'000 £'000 £'000


Recurring spend:
Enhanced services 83 84 1 166 167 1
Prescribing incentive scheme 93 93 0 186 186 0
Practice based prescribing support 131 117 -14 262 248 -14
Frail Elderly model 113 113 0 225 225 0
Out of Hours service 1,526 1,526 0 3,052 3,052 0


Non-recurring spend:
Federation development 124 124 0 248 248 0
Primary Care Scheme 225 225 0 450 450 0
Weekend vulnerable adults scheme 102 102 0 204 204 0
Diabetes Training 268 268 0 535 535 0
Career start nurses 58 56 -2 117 115 -2
GPIT services 414 414 0 738 738 0


Total other primary care spend 3,137 3,121 -15 6,183 6,168 -15


YTD Annual







Primary Care Delegated Budgets 


For the month of September, the YTD position is showing a favourable variance of £674k and a favourable variance of £382k forecast outturn which is being used 
to offset pressures within other areas of primary care mainly Primary Care Home scheme.  Below is an overview of expenditure included within primary care 
delegated budgets:- 
• GMS is a national contract  and payments are in line with the Statement of Financial Entitlement.   


• PMS is a local contract and payments are in line with the Statement of Financial Entitlement. 


• QOF covers clinical and public health, practices can chose to provide this service.  The forecast overspend relates to 2016/17 actual achievement currently in 
CQRS.  2017/18 budget underestimates the potential value of QOF. 


• Enhanced Services covers payments made to practices who provide extended hours, minor surgery, learning disability, dementia, extended patient choice and 
unplanned admissions.  Underspend relates to prior year slippage. 


• Premises costs relate to rent, rates  and water and are  paid in line with the GMS/PMS directions.  Forecast is based on actual charges with breakeven forecast 
where no bills have been received.  The underspend on rates is the result of review exercise which has seen significant reductions in rateable values. The 
underspend on rent relates to historical development funding which not required this year.  


• Other GP services relate to payments for seniority, needles and syringes, interpretation, locums and suspended GP’s.  At month 6 CQC figures are £67k higher 
than estimated. 


• Reserves includes the required 0.5% contingency and other uncommitted reserves. £381k has transferred from GMS/PMS investment to Reserves. 


• Reserves 1% head room as per national business rules. 


Budget Actuals Variance Budget Forecast Variance
£'000 £'000 £'000 £'000 £'000 £'000


General Medical Services (GMS) 8,019 8,019 (0) 16,039 16,039 0
Personal Medical Services (PMS) 6,605 6,556 (49) 13,210 13,210 0
General Practice - APMS 184 179 (5) 368 358 (10)
Quality Outcomes Framework (QOF) 2,268 2,502 234 4,536 4,868 332
Enhanced services 678 545 (133) 1,357 1,199 (158)
Premises cost reimbursements 2,555 2,339 (183) 5,111 4,765 (346)
Other Premises Cost 1 31 (0) 2 1 (1)
Dispensing/Prescribing Drs 570 565 (6) 1,140 1,135 (5)
Other - GP Services 336 381 45 672 757 86
Reserves 355 0 (356) 711 432 (279)
Reserves 1% Headroom 218 0 (219) 437 437 0
Total Primary Care Delegated Budgets 21,790 21,116 (674) 43,582 43,200 (382)


YTD Annual







Primary Care Services 


The Prescribing forecast underspend of £1,073k incorporates the forecast information received from the Prescription Pricing Division (PPD).  Months  1 to 4 
actual data has been used to inform the month 6 position together with 2017/18 PPD profiles. Given that historically there has been significant volatility in 
prescribing forecasts the predicted underspend above includes recognition  of this uncertainty.   Also included within this forecast underspend is £15k 
underspend for contraception services and an overspend of £46k relating to Home Enteral Feeding Service. 
 
The Enhanced Services (minor ailments scheme) forecast overspend of £78k is based on months 1 to 5 data received. Prior year impact has been released into 
the position. 
 
Out of Hours is provided by County Durham and Darlington NHS Foundation Trust and is expected to perform in line with plan. 
 
Commissioning Schemes forecast overspend of £382k relates to Primary Care Home Services which is offset by a planned compensating underspend within 
primary care delegated budgets. 
 
Other Primary Care includes the Oxygen contract,  Primary Care Investments and Primary Care IT.  The forecast underspend of £173k mainly relates to Oxygen, 
the year to date actual position has been informed by August PPD data received. 
 


 
  


Primary Care Budget Actuals Variance Budget Forecast Variance
£'000 £'000 £'000 £'000 £'000 £'000


Prescribing 29,197 28,690 (507) 59,013 57,941 (1,073)
Enhanced Services 89 129 40 184 262 78
Out of Hours 2,334 2,335 0 4,669 4,669 0
Commissioning Schemes 2,726 2,917 191 5,452 5,834 382
Other Primary Care 2,190 2,101 (89) 4,320 4,147 (173)
Total Primary Care 36,537 36,172 (366) 73,639 72,853 (786)


YTD Annual
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Meeting date: 21 November 2017 


Item No: PCCCiC/17/26 


 
PRIMARY CARE COMMISSIONING COMMITTEES COMMON 


– DDES AND NORTH DURHAM 
 


Title of report: Risk Management update 


Author of report: Barbara Harker, Finance and Performance Manager 


Sponsor Director: Mark Pickering, Chief Finance Officer, DDES CCG 
Richard Henderson, Chief Finance Officer, North Durham CCG 
 


Date of report: November 2017 
 


Name of person presenting 
the report at the meeting: 
 


Mark Pickering, Chief Finance Officer, DDES CCG 
Richard Henderson, Chief Finance Officer, North Durham CCG 


Reason for report:   ‘ü’ 
please tick relevant category 
 


· Information only 
· Development / Discussionü 
· Decision / Action   


 


Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Primary Care Commissioning Committees in Common are 
asked to: 
 


· receive the report and appendices, 


· note and discuss the current risks facing the CCGs, 


· receive assurance that mitigating actions are in place to 
ensure all CCG risks are being appropriately managed. 
 


Report status:  ‘ü’ please 
indicate relevant category  
 
 


· Official    ü       
· Official Sensitive: Commercial       
· Official Sensitive:  Personal  


 


Is this report confidential? 
please delete as appropriate 
 


        
· No   


     
    


Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 


       
· n/a        
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North Durham Clinical Commissioning Group 
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CONFLICTS OF INTEREST 
 


None identified 
 


Are any members of the 
meeting likely to have a 
conflict of interest for this 
agenda item: 
 


 
NO   
 
 


Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


 
N/A 


 
Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


                                   
N/A 
 


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 
‘ü’ please indicate relevant 
category 
 


N/A 
 


 
Purpose of the report and 
summary of key issues: 


To provide a risk management update, including a summary of 
the corporate risks facing the organisations together with a full 
copy of the latest risk register position. 
 


· There is corporate risk for each CCG which will be 
brought to the attention of their Governing Body, relating 
to the delivery of Constitutional Standards. The risk 
previously reported as a corporate risk relating to the 
achievement of the financial control total is rated as an 
amber risk and will be closely monitored. 
 


· All risks have been grouped based on the committee 
linked to the risk. 
 


· One new risk has been added to each CCG’s risk 
register relating to the Procurement of the Community 
Contract. 


· No risks have been closed since the previous report. 


 
Consultation and other 
approval routes 
(including outcomes): 
 


Meeting/route 
Primary Care 
Commissioning 
Committee 


Date  
21.11.2017 
 


Outcome 
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Supporting documents/ 
Appendices: 


· Appendix 1 Combined Risk Management Update Report 
with associated appendices 
 


 
Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and 
risk management issues is detailed below: 
 


(ü) tick as 
appropriate 


Impact area 


ü Does this report identify a risk for the CCG? 
 The report summarises all the risks included on the CCG’s risk register. 


 
 Does this report impact on the environment/sustainability of the CCG? 
 No 


 
 Does this report have legal implications? 
 No 


 
 Are there any resource implications – finance and/or staffing as a result of 


this report 
 No 


 
 Has this report taken into account equality and diversity?  
 N/A 


 
 Does this report impact on Quality, Innovation, Productivity and Prevention 


(QIPP) 
 N/A 


 
 Has there been any consultation/engagement (patient, public, stakeholder, 


clinical) with regard to the content of the report? 
 N/A 


 
 Are there any clinical quality/patient safety issues identified in this report? 
 N/A 


 
 Does this report impact on any information governance issues? 
 N/A 


 
 Other implications 
 None 


 







 
 


4 
 


 
 
 
   


 
Appendix 1 


 
Combined Risk Management Update Report 


 
1. Background   


 
The purpose of this paper is to set out the current risks facing the two organisations, 
their assessment and the action taken to manage these.  Information within the 
report is based on review and updates to the risk register at 9 November 2017.   
 
2. Risk Register 
 
The number and nature of risks recorded in the CCGs’ corporate risk registers are 
set out in the tables below. The CCGs’ integrated approach to risk management 
ensures that all risks are captured and monitored relating to, quality, delivery, 
finance, performance and development across the organisation. 
 
Risks are reviewed and updated by the risk owner if required.  The CCGs’ risk 
coordinators, ensure all risks are entered onto the Safeguarding Information 
Reporting and Monitoring System (SIRMS).  
 
Risk owners are responsible for reviewing and updating their risks on SIRMS, the 
risk coordinators review the registers to ensure that all risks have been reviewed 
within their review period as per the agreed CCG’s risk management framework, 
ensuring risks can be managed effectively. All risks are then reviewed by the 
relevant committee to ensure that the risks are appropriately assessed and that 
where required action is being taken. 
 
The CCGs’ corporate risk registers also hold corporate red risks identified as having 
the potential to have a significant impact on the CCG’s corporate objective, which 
are drawn to the attention of the Governing Body. These significant corporate red 
risks facing the CCG are based upon their residual rating, table 1 below shows the 
CCG corporate risk profile at 9 November 2017. 
 
Appendix 1 contains the full DDES CCG risk register for information and Appendix 2 
the North Durham CCG risk register.
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Table 1: Summary of DDES corporate risks – 9 November 2017 
 


Risk 
Ref Description Controls Assurances Score


1850


NHS Constitutional Standards 
Risk to health, wellbeing and patient 
experience of the local population as a 
result of non-achievement of national 
targets for 2017/18. Challenging areas 
include ambulance service provision 
and linked performance and 
achievement of A&E 4 hour targets and 
cancer waiting times and IAPT.  


1. Robust performance monitoring and 
management across primary, secondary and 
tertiary care.
2. Effective solutions to underperforming 
areas. 
3. Patient trackers on individual patient 
pathways for cancer. 
4. Commissioning of adequate activity 
volumes to meet the needs of the population. 
5. Performance against baseline assessment of 
six clinical priority areas. 
6. NEAS Executive lead, empowered to make 
changes, part of Local A&E Delivery Board. 
7. NECS to gather information and obtain 
CDDFT audit of A&E attendances to see if an 
outlier. Activity closely monitored by CDDFT, 
CCG and NHS England. 
8. Local A&E Delivery Board to have initial 
focus on recovery of A&E 4 hour target of 95%. 
9. Achievement of national performance target 
for IAPT.


1. Monthly CQFP report including latest 
performance data. Quarterly assurance from 
NHS England. 
2. Targets met or trajectory of improvement 
evidenced from internal and external sources. 
3. Understanding reasons for breaches and 
intervening accordingly. 
4. Monthly activity monitoring data shared 
with NHS England. 
5. Maintaining or improving performance 
against these six national measures. 
6. Monthly performance reporting discussed at 
Local A&E Delivery Board. 
7. Discussed monthly via CQFP and Local A&E 
Delivery Board. 
8. Several initiatives implemented and 
monitored by Local A&E Delivery Board. 
9. Scoping of options and agreed plan to 
address performance issues.


16


Performance
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Table 2: Summary of North Durham CCG corporate risks – 9 November 2017 


 


Risk 
Ref Description Controls Assurances Score


1791


Delivery of NHS Constitutional 
Standards 
There is a risk of failure to achieve NHS 
Constitutional Standards for our patients. 
Significant pressures are evident in certain 
standards, particularly in respect of A&E 4 
hour waits, cancer waiting times, HCAI 
targets and ambulance response times. 
Any failure to deliver the standards has the 
potential to adversely impact on patient 
care, as well as posing a reputational risk 
for the CCG and potentially reducing the 
value of any quality premium funding 
available to the CCG. 


Contract management processes in 
place to manage delivery of 
constitutional standards 


Performance is monitored in detail by 
the Finance and Performance 
committee/Executives in Common, as 
well as via monthly contract 
management meetings with providers 


Transforming Emergency Care (TEC) 
Plan in place to assist delivery of the 
A&E Target, managed via the Local A&E 
Delivery Board 


Action plans in place with providers to 
manage relevant pressure areas 


Resilience funding agreed to support 
delivery of A&E and ambulance targets 


CDDFT have appointed a dedicated 
programme manager to ensure the 
recommendations from the ECIP review 
are implemented.


Performance monitored bi-monthly by 
Governing Body 


Director leads established for individual 
Constitutional Standards Monthly 
contract review meetings in place 


Task and finish group established to 
improve ambulance handover delays


 Root cause analysis undertaken on 
HCAI and cancer breaches 


16


Performance
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Both CCGs have a risk relating to the delivery of the financial control total which was 
previously reduced to an amber risk but will be closely monitored as the CCGs still 
face a challenging year financially. 
 
Delivery of Constitutional Standards: 
 
As shown in tables 1 and 2 above both CCGs have a risk relating to the failure to 
achieve NHS Constitutional Standards for their patients.  The details and actions 
relating to these risks are similar.   Significant pressures are evident in certain 
standards, particularly in respect of A&E  four hour waits, cancer waiting times, 
health care associated infections (HCAI) targets and ambulance response times. 
Any failure to deliver the standards has the potential to adversely impact on patient 
care, as well as posing a reputational risk for the CCG and potentially reducing the 
value of any quality premium funding available to the CCG. 
 
Key actions being taken: 
 
Ambulance 


· Detailed action plan agreed with North East Ambulance Service NHS 
Foundation Trust (NEAS) to deliver ambulance targets. 
 


· Additional funding included in the NEAS contract to support transformation 
schemes aimed at improving performance. 


 
A&E 


· Transforming Emergency Care action plan for County Durham and Darlington 
NHS Foundation Trust (CDDFT) in place and monitored through the Local 
Accident and Emergency (A&E) Delivery Board. 
 


· Emergency Care Improvement Programme team commissioned to carry out a 
whole system review of CDDFT’s A&E as part of the A&E improvement plan. 


 
· Task and finish group, led by CDDFT, established to improve A&E ambulance 


handovers. 
 


· Discharge to assess model implemented across County Durham and 
Darlington. 


 


Table 3: Overall summary of CCGs’ Risk movement 9 November 2017 
 


Current                        
(9 November 


2017)


Previous                        
(6 October 


2017)
Movement


Current                        
(9 November 


2017)


Previous                        
(6 October 


2017)
Movement


Red 1 1 1 1
Amber 8 7 10 9
Yellow 1 1 1 1
Green 0 0 0 0
Total 10 9 12 11


DDES CCG North Durham CCG
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A new risk has been added to both CCGs’ Risk Registers relating to the procurement 
of the Community Contract.  No risks have been closed since the previous report. 
 
Table 4: New Risks 
Committee Risk Description Score


Executives in 
Common


DDES 
Risk 1918


ND Risk 
1917


Procurement of Community Contract
There are two potential risks linked to the procurement of the 
community contract Firstly there is a risk to business continuity 
as a consequence of the procurement process and award of the 
community contract which may result in disruption of direct 
service delivery from existing or any new provider. Secondly 
there is a risk of challenge on the award of the contract with 
subsequent reputational risk to the CCG a risk to delivery of the 
CCGs objectives due to loss of historical knowledge, lack of 
continuity and requirement for change management              


12


 
 
Table 5 highlights amber risks with a residual score of 12 which would have the 
potential of escalating to a red corporate risk. 
 
Table 5: Residual Score 12 - Amber Risks  


CCG
Responsible 
Committee Risk Description Score


ND


Primary Care 
Committee in 


Common
1347


Conflicts of Interest 
There is an inevitable risk of potential conflicts of interest due to the nature of 
CCGs.  This risk is increased through the delegation of primary care 
commissioning responsibilities, both in terms of potential conflicts of clinicians 
involved in decision making processes, and the ability of the Risk and Audit 
committee to provide an effective governance and assurance role due to the 
small number of independent and non-conflicted members of that committee.    


12


ND


Executives in 
Common 1643


  Community Estate 
There is a risk around the vulnerability of community estate due to increasing 
levels of backlog maintenance requirements on certain properties which could 
pose a potential risk to service delivery from those sites.      


12


ND


Executives in 
Common 1863


Changes to NECS service delivery in 2017/18
 Significant changes to personnel supporting North Durham CCG presents a 
risk to delivery of the CCGs objectives due to loss of historical knowledge, lack 
of continuity and requirement for change management              


12


DDES


Executives in 
Common


1716


Delivery of Operational Plan and Sustainability and Transformation Plan 
(STP) in 2017/18 & 2018/19. 
Plans are linked to patchwide STP, which incorporates the Better Health 
Programme (BHP) ensuring hospital services meet all approved clinical 
standards and provide high quality, cost effective services for Durham, 
Darlington, Tees, Hambleton, Richmond and Whitby.      


12


DDES


Primary Care 
Committee in 


Common
1862


Conflicts of Interest 
There is an inevitable risk of potential conflicts of interest due to the nature of 
CCGs. This risk is increased through the delegation of Primary Care 
commissioning responsibilities, both in terms of potential conflicts of clinicians 
involved in decision making processes, and the ability of the Risk and Audit 
committee to provide an effective governance and assurance role due to the 
small number of independent and non-conflicted members of that committee.  


12


DDES


Executives in 
Common 1829


Changes to NECS service delivery in 2017/18. 
Significant changes to personnel supporting DDES CCG presents a risk to 
delivery of CCG objectives, due to loss of historical knowledge, lack of 
continuity and requirement for change management.           


12


DDES


Joint Quality 
Committee


1858
Increased number of never events at CDDFT 
CDDFT has reported an increased number of never events around the surgical 
pathway.                


12
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3. Recommendations 
 
The Primary Care Commissioning Committees are asked to: 
 


· receive the report and appendices, 


· note and discuss the current risks facing the CCGs, 


· receive assurance that mitigating actions are in place to ensure all CCG risks 
are being appropriately managed. 


  


Author:  Barbara Harker, Finance and Performance Manager, North  
   Durham CCG 
 
Sponsor:  Mark Pickering, Chief Finance Officer, DDES CCG 


Richard Henderson, Chief Finance Officer, North Durham CCG 
 
Date:   November 2017 
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NOTE: 
 
Risk Assessment Methodology 
 
Risks are identified in the CCG Clear and Credible Plan 2012/17, through CCG 
meetings and also by Commissioning Support colleagues. 


The risk register is maintained within a web based integrated Safeguard Incident 
Risk Management System (SIRMS). SIRMS holds contains all information related to 
the individual risks by domain– risk reference, entry date, risk owner, description of 
risk, controls, risk score, risk assurance, residual risk, update and review dates and 
progress. The CCG is using a standard risk scoring process that measures the 
likelihood and severity of each risk and combines them to create a compound risk 
score. The scoring system works as outlined in Table 1 below: 


Table 1 – standard risk scores 


 
 


All risks scoring 15 or above are automatically escalated from committee risk 
registers to the corporate risk register. This is reviewed monthly by the Management 
Executive meeting. Red risks are formally reviewed and reported to the Management 
Executive and Governing Body together with any action plans where these are 
required. 


 
 
 
 
 
 
 
 


 
 


 Likelihood 
IMPACT 1 = Rare 2 = Unlikely 3 = Possible 4 = Likely 5 = Almost 


certain 
5 Catastrophic  5 10 15 20 25 
4 Major  4 8 12 16 20 
3 Moderate  3 6 9 12 15 
2 Minor  2 4 6 8 10 
1 Negligible  1 2 3 4 5 








RefDate Director
Owner


Initial rating Controls Internal assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS Durham Dales, Easington and Sedgefield CCG Risk Register


09/11/2017


Gaps in
controls


Objecti
ve


Gaps in
assurance


External
assurances


DDES NDUR Executives In Common


1716 Delivery of
Operational Plan
and Sustainability
and Transformation
Plan (STP) in
2017/18 & 2018/19.


Plans are linked to
patchwide STP,
which incorporates
the Better Health
Programme (BHP)
ensuring hospital
services meet all
approved clinical
standards and
provide high quality,
cost effective
services for Durham,
Darlington, Tees,
Hambleton,
Richmond and
Whitby.


07/10/20
16


Nicola
Bailey


Mark
Pickering


4 3 12 34 121. Understanding of
planning requirements
and guidance.


1. Joint planning
guidance published
by NHS England
and NHS
Improvement.


2. Patchwide working
regarding financial
assumptions.


2. All
commissioners and
providers signed up
to process, CCGs
across Cumbria
and North East
working to develop
an integrated
approach to at
scale delivery to
ensure STP
delivered
effectively.


3. Submission of plans
by agreed deadlines.


3. Plans accepted
by NHS England
and NHS
Improvement.


4. Effective
cross-agency working.


4. BHP now a
formal programme
within the STP with
a cross CCG
committee in place
to support the
business case and
future consultation
process.


5. Agreed clinical and
financial model for BHP.


5. Model finalised at
board meeting in
March for hospital
services. Not in
hospital model
agreed by July
2017. Finance and
activity modelling
underway to
support the clinical
models, due to be
finalised in July
2017. CCG Joint
Committee to agree
Pre Consultation
Business Case for
submission by
October 2017.


Barbara
Harker


No update
required


09/11/2017161.
STPS
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RefDate Director
Owner


Initial rating Controls Internal assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS Durham Dales, Easington and Sedgefield CCG Risk Register


09/11/2017


Gaps in
controls


Objecti
ve


Gaps in
assurance


External
assurances


1829 Changes to NECS
service delivery in
2017/18.


Significant changes
to personnel
supporting DDES
CCG presents a risk
to delivery of CCG
objectives, due to
loss of historical
knowledge, lack of
continuity and
requirement for
change
management.


09/03/20
17


Nicola
Bailey


Mark
Pickering


3 4 12 43 121. Robust management
of NECS SLA.


1. Monthly
monitoring of KPI
delivery, urgent
issues addressed
as per control 2
below.


2. Immediate
intervention by Chief
Operating Officer to
address issues arising.


2. Timely
discussions at
senior level.


2. Impact on
DDES CCG as
a result of
NECS matrix
working.


3. Consultation and
engagement with CCGs
around proposed
changes.


3. Robust
processes for timely
communications
with CCG.


3. Lack of
timely
consultation /
notification of
personnel
changes in
some areas.


3. Information not
always shared in
a timely manner.


Barbara
Harker


No update
required


09/11/2017168.
Corporate
Governa
nce


1865 Sustainability of
local health services


There is a potential
risk around the
resilience and
long-term
sustainability of
some local health
services due to
workforce and other
pressures which
impact on the ability
to provide high
quality services.


05/06/20
17


Nicola
Bailey


Nicola
Bailey


3 3 9 33 91. Commissioner
requested services
process to ensure
continuity of critical
services.


1. Agreed
commissioner
requested services.


2. Regular meetings
with local providers to
review services and
identify potential
pressure areas.


2. Contract review
and Chief Officer
meetings with
providers.


3. Quality review
processes to identify
and manage any quality
issues identified in
commissioned services.


3. Quality review
group meetings and
Quality
Improvement Board
in place for CDDFT.


4. To be considered as
part of clinical model
development within STP
workstreams.


5. Working with Health
Education North East to
mitigate workforce
pressures.


Barbara
Harker


09/11/2017161.
STPS


1918 Procurement of
Community Contract


There are two
potential risks linked
to the procurement
of the community
contract
Firstly there is a risk
to business
continuity as a
consequence of the
procurement


09/11/20
17


Lesley
Jeavons


Lesley
Jeavons


4 3 12 00 0Procurement Board
established for sound
governance.
Workstreams
established.
Communications
strategy in place.


Governing Body
cited.
NECS involvement
and legal advice
sourced.
NSHE aware.
Chief Officers
aware and involved.


                              
Governance process to be
maintained.
EU Procurement Law to be adhered
to.
Procurement panel to have
necessary expertise and be
non-conflicted.
NHSE to be kept informed on a
regular basis.
Legal advice to be sought when
necessary


Barbara
Harker


No update
required


09/11/2017143. New
Models
Of Care
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RefDate Director
Owner


Initial rating Controls Internal assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS Durham Dales, Easington and Sedgefield CCG Risk Register


09/11/2017


Gaps in
controls


Objecti
ve


Gaps in
assurance


External
assurances


process and award
of the community
contract
which may result in
disruption of direct
service delivery from
existing or any new
provider.
Secondly there is a
risk of challenge on
the award of the
contract with
subsequent
reputational risk to
the CCG


DDES NDUR Joint Quality Committee


1858 Increased number of
never events at
CDDFT


CDDFT has
reported an
increased number of
never events around
the surgical
pathway.


22/05/20
17


Gillian
Findley


Gillian
Findley


4 3 12 34 12External review of
cultural issues has been
commissioned. NHSI
are providing physical
support with a senior
manager in post for 6
months.


Reviewed at QRG
with presentations
from staff about
measures taken.
We have requested
they accelerate the
process of
introduction of
LOCSSIPs to
support staff


Never events
have continued
to occur


Single item QSG
was held as part of
information sharing
and planning
arrangements.


Gillian Findley               
action plan has been developed by
the provider and shared with CCGs


Barbara
Harker


No update
required


09/11/2017168.
Corporate
Governa
nce


1836 Deprivation of
Liberty


Following a change
in the law, potential
for CCG to be
subject to legal
action for patients
inappropriately
deprived of their
liberty in the
community.


03/04/20
17


Gillian
Findley


Sue Nuttall


4 2 8 23 61. CCG has provided
investment to support a
temporary member of
staff to assess how
many patients are
affected by this change.


1. Monthly CHC
report and external
review of CHC
processes
completed.


1. Numbers
unknown at
present.


1. Unsure of
numbers of
patients
potentially
affected as yet.


Barbara
Harker


No update
required


09/11/2017131. NHS
Continui
ng Health
Care


DDES NDUR Primary Care Committee In Common


1862 Conflicts of Interest


There is an
inevitable risk of
potential conflicts of
interest due to the
nature of CCGs.
This risk is
increased through
the delegation of
Primary Care
commissioning
responsibilities, both
in terms of potential
conflicts of clinicians
involved in decision
making processes,


31/05/20
17


Nicola
Bailey


Sarah
Lambert


3 4 12 43 121. Conflict of interest
policy in place and being
implemented.


1. Conflict of
interest is a
standing item on all
committee
agendas.


2. Terms of reference
for PCC committee
ratified.


3. Conflicts of interest
log updated on an
ongoing basis.


3. Internal process
in place to assure
updates are
captured.


4. Conflicts of interest to
be published on CCG
website.


4. Published and
reviewed
periodically.


Barbara
Harker


No update
required


09/11/2017168.
Corporate
Governa
nce
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RefDate Director
Owner


Initial rating Controls Internal assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS Durham Dales, Easington and Sedgefield CCG Risk Register


09/11/2017


Gaps in
controls


Objecti
ve


Gaps in
assurance


External
assurances


and the ability of the
Risk and Audit
committee to
provide an effective
governance and
assurance role due
to the small number
of independent and
non-conflicted
members of that
committee.


5. Current CCG
Conflicts of Interest
guidance reviewed and
updated against new
Conflicts of Interest
guidance produced by
NHS England.


5. Terms of
reference and
policy reviewed and
updated against
latest guidance.


6. Regular review by
Audit chair and lay
members with
responsibility for
Corporate Governance.


1715 Primary Care
Resilience and
Sustainability


The PMS Review
and the MPIG
tapering increases
the financial
pressure for GP
practices combined
with the risk of an
aging workforce
there is a risk that
some practices may
become
unsustainable.


07/10/20
16


Joseph
Chandy


Joseph
Chandy


3 3 9 33 91. Regular Primary Care
Team Meetings with
Directors
Regular meetings with
NHS England to keep
up to date on issues via
contracting.
Directors responsibility
for development and
maintaining relationship


2. Currently working
through the GP5YFV to
ensure that the CCG
have a programmed
approach to engaging
with GP practices to
ensure that they are
informed of any national
opportunities for support
in sustainability and
resilience. The
programme projects will
include CCG support to
practices who express
an interest in any of the
national initiatives which
will release resource in
primary care


2. CCG have
developed a 5 point
workforce
development
around the
requirements of the
GPFV to help
support the
sustainability of
practices. One
element of this is
practice resilience
and the successful
bids that both
individual practices
and the joint CCGs
have received to
date. The CCG are
working with
Federations,
practices and the
CEPN to develop a
remote GP support
service aimed at
practices who have
staffing issues due
to an unexpected
absence etc but are
unable to get locum
support.


2. Joint resilience
bid was
submitted
requesting
£100k, however,
CCGs were only
awarded £20k.


Barbara
Harker


No update
required


09/11/2017128.
Primary
Medical
Care


DDES NDUR QPF Executives In Common
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RefDate Director
Owner


Initial rating Controls Internal assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS Durham Dales, Easington and Sedgefield CCG Risk Register


09/11/2017


Gaps in
controls


Objecti
ve


Gaps in
assurance


External
assurances


1850 NHS Constitutional
Standards


Risk to health,
wellbeing and
patient experience
of the local
population as a
result of
non-achievement of
national targets for
2017/18.
Challenging areas
include ambulance
service provision
and linked
performance and
achievement of A&E
4 hour targets and
cancer waiting times
and IAPT.


04/05/20
17


Stewart
Findlay


Mark
Pickering


4 4 16 44 161. Robust performance
monitoring and
management across
primary, secondary and
tertiary care.


1. Monthly CQFP
report including
latest performance
data. Quarterly
assurance from
NHS England.


1. Lack of
accurate and
timely
performance
data.


2. Effective solutions to
underperforming areas.


2. Targets met or
trajectory of
improvement
evidenced from
internal and
external sources.


2. System wide
changes not yet
delivering
improvements.


2. Need evidence
of improved
performance.


3. Patient trackers on
individual patient
pathways for cancer.


3. Understanding
reasons for
breaches and
intervening
accordingly.


3. Time delay in
ascertaining
reasons for
cancer breaches.


4. Commissioning of
adequate activity
volumes to meet the
needs of the population.


4. Monthly activity
monitoring data
shared with NHS
England.


5. Performance against
baseline assessment of
six clinical priority areas.


5. Maintaining or
improving
performance
against these six
national measures.


5. Mental Health
and Maternity
previously
identified as
areas requiring
greatest
improvement.


6. NEAS Executive lead,
empowered to make
changes, part of Local
A&E Delivery Board.


6. Monthly
performance
reporting discussed
at Local A&E
Delivery Board.


7. NECS to gather
information and obtain
CDDFT audit of A&E
attendances to see if an
outlier. Activity closely
monitored by CDDFT,
CCG and NHS England.


7. Discussed
monthly via CQFP
and Local A&E
Delivery Board.


7. information
received and
CDDFT activity
is not an outlier.


7. Information
unavailable.


8. Local A&E Delivery
Board to have initial
focus on recovery of
A&E 4 hour target of
95%.


8. Several initiatives
implemented and
monitored by Local
A&E Delivery
Board.


9. Achievement of
national performance
target for IAPT.


9. Scoping of
options and agreed
plan to address
performance
issues.


9. Concern
around
inclusion of
counselling
data towards
performance
and delivery
against target.


9. Initial options
under discussion.


Barbara
Harker


No update
required


09/11/2017165.
Quality Of
Leadersh
ip
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RefDate Director
Owner


Initial rating Controls Internal assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS Durham Dales, Easington and Sedgefield CCG Risk Register


09/11/2017


Gaps in
controls


Objecti
ve


Gaps in
assurance


External
assurances


1851 Financial Risk /
Control Total
delivery


Risk that the CCG
does not deliver
agreed financial
control total in
financial year
2017/18.


04/05/20
17


Mark
Pickering


Mark Booth


4 3 12 24 81. Robust scenario
planning plus monthly
review with NHS
England of CCG
financial position.


1. Robust monthly
activity data for
2017/18.


1. Early year
activity data not
robust enough to
draw firm
conclusions
regarding impact
on achievement
of financial
control total.


2. Internal and external
audit support.


2. No fundamental
concerns raised
within audit reports.


3. Delivery of agreed
control total.


3. 2017/18 plan
shows delivery of
financial control
total.


3. Early year
activity data not
robust enough to
draw firm
conclusions
regarding impact
on achievement
of financial
control total.


4. Robust QIPP plans
agreed with providers
and activity levels
managed to ensure
delivery.


4. NHS England
approval of plans.
QIPP reported via
key committees.


4. On going
discussions
with main
providers.


4. Early year
activity data not
robust enough to
draw firm
conclusions
regarding impact
on activity related
QIPP.


5. NECS staff continuing
to support Care and
Treatment Review
process with information
around high cost cases
coming to CCG in a
timely manner. Weekly
trackers of CHC cases
submitted by CCG to
NHS England.


5. Regular
meetings and
communications
between CCG and
NECS regarding
individual cases as
information
becomes available.


5. Clarity still
required
regarding
individual cases
and costings
and financial
envelope
unclear.


5. Uncertainty
around financial
costings and
timing.


6. Robust QIPP plan
produced by Medicines
Optimisation leads. Data
analysis at practice level
to allow internal
monitoring with detailed
analysis of
overspending practices
produced and actions
suggested.


6. Continually
monitored by CCG,
MPAG and D&T
CAG with issues
fed back to CCG
Executive via
CQFP meeting.
Epact data and
practice work plans
also continually
monitored.


6. Practice may
choose not to
support
processes or
action
suggestions.
Short term gaps
in provision of
practice
pharmacist
support may
also affect
QIPP delivery in
some practices.


6. Pressures in
the system such
as 'No Cheaper
Stock Obtainable'
price
concessions
causing financial
pressures.


7. Agreed financial
schedules with NHS
Property Services


7. Receipt of robust
schedule of
charges for 2017/18


7. Awaiting
clarity around
minor queries


7. Robust
schedule still
awaited from


Barbara
Harker


No update
required


09/11/2017140.
Financial
Sustaina
bility
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RefDate Director
Owner


Initial rating Controls Internal assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS Durham Dales, Easington and Sedgefield CCG Risk Register


09/11/2017


Gaps in
controls


Objecti
ve


Gaps in
assurance


External
assurances


(NHSPS) and
Community Health
Partnerships (CHP) for
2017/18 with a clear
understanding of their
charging regimes.


and additional
funding for
nationally imposed
market rent
changes.


with NHSPS. NHSPS.
Unsigned leases
with other tenants
of CHP
properties poses
a residual risk to
the CCG.
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Meeting Date: 21 November 2017 


 Item No: PCC/17/28 
 


PRIMARY CARE COMMISSIONING COMMITTEES  
IN COMMON 


DDES CCG AND NORTH DURHAM CCG 
 


Report Title  Primary Care Finance Report for the six months ending  
30 September 2017 
 


Author  Barbara Harker, Finance and Performance Manager 
 


Sponsor Director Richard Henderson, Chief Finance Officer, North Durham CCG 
Mark Pickering, Chief Finance Officer, Durham Dales, 
Easington and Sedgefield (DDES) CCG 
 


Date of report: November 2017 
 


Name of person presenting 
the report:  


Richard Henderson, Chief Finance Officer , North Durham 
CCG 
Mark Pickering, Chief Finance Officer, DDES CCG 
 


Reason for report ‘ü’ please 
tick relevant category 
 


· For information    
· Development & Discussion    ü 
· For decision   
· For action   


  
Recommendations (i.e. 
action being sought from 
the meeting) 


The Primary Care Commissioning Committees are asked to: 
· receive the report, 
· note the current and forecast financial position in respect 


of primary care budgets. 


Report status ‘ü’ please 
indicate relevant category  
 


· Official         ü  
· Official Sensitive: Commercial       
· Official Sensitive:  Personal  


 


Is this report confidential 
please delete as appropriate 
 


          
· No            


Procurement Conflict of 
Interest completed and 
attached 
please delete as appropriate 
 


        
· n/a            


Potential conflicts of  


 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
North Durham Clinical Commissioning Group 


 







 
 


2 
 


interest 
 


None identified. 


 
Purpose of the report and 
summary of key issues 
 


The reports present a summary of the financial position on 
primary care budgets for  the six months ending 30 September 
2017.  This includes those primary care budgets delegated 
from NHS England and also any other elements of primary care 
spend within Clinical Commissioning Group’s (CCG’s) main 
commissioning budgets. 
 
North Durham CCG 


· The total funding allocation relating to delegated primary 
care commissioning responsibilities for 2017/18 amounts 
to £34,006k. 


· The majority of budget values / contracts are relatively 
fixed in nature and we would not typically expect 
significant variation in costs. 


· Quality outcomes framework (QOF) budgets are 
showing a forecast overspend which relates to 2016/17 
actual achievement.  The 2017/18 budget 
underestimated the potential value of QOF. 


· Certain other estimates have been made in areas where 
limited information is available, e.g. enhanced services. 


· Reserves include the required 0.5% contingency and 1% 
headroom as per national business rules, together with 
other uncommitted funding.  Utilisation of this funding 
will be confirmed during the year, depending upon 
performance against budget lines and any further 
nationally mandated requirements. 


· In addition to the delegated primary care budgets, there 
is also significant investment in primary care services 
from the CCG’s main commissioning budgets.  Although 
the management of these budgets is not formally 
delegated to this Committee, it is important for the 
Committee to understand the full breadth of primary care 
spend within the CCG. 


DDES 
· The CCG total funding allocation relating to delegated 


primary care commissioning responsibilities fir 2017/18 
amounts to £43,582. 


 
· The majority of budget values / contracts are relatively 


fixed in nature and we would not typically expect 
significant variation in costs. 


 
· Quality outcomes framework (QOF) budgets are 


showing a forecast overspend which relates to 2016/17 
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actual achievement.  The 2017/18 budget 
underestimated the potential value of QOF. 
 


· Reserves include the required 0.5% contingency and 1% 
headroom as per national business rules, together with 
other uncommitted funding.  Utilisation of this funding 
will be confirmed during the year, depending upon 
performance against budget lines and any further 
nationally mandated requirements. 


  
 
Consultation and approval 
route (including outcomes) 


Meeting/route 
Primary Care Clinical 
Commissioning Committees 


Date  
21/11/17 
 


Outcome 
 


 
Supporting documents/ 
Appendices 


· Appendix 1 North Durham CCG and DDES CCG 
Primary Care finance reports for the six months to 30 
September 2017 
 


 
Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 


(ü) tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
 No 
 Does this report impact on the environment/sustainability of the CCG? 
 No 
 Does this report have legal implications? 
 No 


ü Are there any resource implications – finance and/or staffing as a result of 
this report 


 The report provides a financial update  
 Has this report taken into account equality and diversity?  
 No 
 Does this report impact on Quality, Innovation, Productivity and Prevention 


(QIPP)? 
  No 
 Has there been any consultation/engagement (patient, public, stakeholder, 


clinical) with regard to the content of the report? 
 No 
 Are there any clinical quality/patient safety issues identified in this report? 
 No 
 Does this report impact on any information governance issues? 
 No 
 Other implications 
 None 
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Meeting date: 21 November 2017 


Item No: PCCCiC/17/30 


 
PRIMARY CARE COMMISSIONING COMMITTEES 


IN COMMON 
DDES CCG AND NORTH DURHAM CCG 


 
Title of report: Primary Care Sustainability Transformation Plan (STP) 


Delivery Plan Updates – Durham Dales, Easington and 
Sedgefield CCG and North Durham CCG Submissions 
 


Author of report: Gail Linstead, Head of Primary Care Development and 
Engagement , DDES CCG 
 


Sponsor Director: Joseph Chandy, Director of Primary Care, DDES CCG and 
North Durham CCG 
 


Date of report: October 2017 
 


Name of person presenting 
the report at the meeting: 
 


Joseph Chandy, Director of Primary Care, DDES CCG and 
North Durham CCG 


Reason for report:   ‘ü’ 
please tick relevant category 
 


· Information only  ü 
· Development / Discussion 
· Decision / Action  


  
Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Executives in Common are asked to: 
· receive the submission and note its contents 


Report status:  ‘ü’ please 
indicate relevant category  
 
 


· Official        ü   
· Official Sensitive: Commercial       
· Official Sensitive:  Personal  


 
 


Is this report confidential? 
please delete as appropriate 
 


    
· No   


 
Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 


 
       


· n/a        
 


CONFLICTS OF INTEREST 
 


 


Are any members of the 
meeting likely to have a 


 
YES   


 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
North Durham Clinical Commissioning Group 
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conflict of interest for this 
agenda item: 


 
 


Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


Members of the Committee who are also GPs within the 
DDES/ND Practices as providers of Primary Care services. 
 
DDES CCG – Winny Jose, Rushi Mudalagiri, Dilys Waller, 
James Carlton, Jonathan Smith 
Joseph Chandy also has a practice manager role within DDES 
North Durham – David Smart, Neil O’Brien, Ian Davidson 


 
 
Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


                                   
YES   
 
 


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 
‘ü’ please indicate relevant 
category 
 


The conflicted member(s):   
· Can attend because there is no financial information included in the 


paper that could influence or benefit any conflicted member. 
· Can attend but must refrain from taking part in the discussion 
· Can attend and take part in the discussion but should not be 


involved with any decision makingü 
· Must leave the room for the agenda item 


 
 
Purpose of the report and 
summary of key issues: 
 
 


The purpose of this paper is to update the Primary Care 
Commissioning Committees on the Primary Care STP 
submissions that have been made to the NHS England 
Transformation Team.  
 
The Transformation Team are currently in the process of 
combining all of the information they have received from the 11 
North East and Cumbria CCGs into one overarching regional 
submission. Some of the slides in the DDES CCG and North 
Durham CCG submissions are blank as this information is 
being provided by other organisations such as Health 
Education England and will therefore be contained within the 
regional submission. 
 
The deadline for the regional submission is 28 November 2017. 
 


 
Consultation and other 
approval routes (including 
outcomes): 
 
 


Meeting/route 
 
Executives in Common 
 
Primary Care Commissioning 
Committees 


Date  
 
24.10.17 
 
21.11.17 
 
 
 


Outcome 
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Supporting documents/ 
Appendices: 


STP Delivery Plan – DDES 
STP Delivery Plan – North Durham 


 
 
Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 


(ü) tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
  
 Does this report impact on the environment/sustainability of the CCG? 
  
 Does this report have legal implications? 
  
 Are there any resource implications – finance and/or staffing as a result of 


this report 
  
 Has this report taken into account equality and diversity?  
  
 Does this report impact on Quality, Innovation, Productivity and Prevention 


(QIPP) 
  
 Has there been any consultation/engagement (patient, public, stakeholder, 


clinical) with regard to the content of the report? 
  
 Are there any clinical quality/patient safety issues identified in this report? 
  
 Does this report impact on any information governance issues? 
  
 Other implications 
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NHS DURHAM DALES, EASINGTON AND SEDGEFIELD (DDES) CCG AND NHS NORTH DURHAM CCG  
PRIMARY CARE COMMISSIONING COMMITTEES IN COMMON ACTION LOG 


 
 


 
COMPLETED ACTIONS FROM THE PRIMARY CARE COMMISSIONING COMMITTEE IN COMMON 
 
 


 
No Date / 


meeting 
action 
agreed 


 


Action Responsible 
officer 


Agreed 
completion 


date 


Progress Outcome 


1  19/09/17 PCCCiC/17/18-1 
Bowburn Medical Group – CQC 
Report 
 
Improvement action plan for Bowburn 
Medical Group to address issues 
raised by the CQC to be presented to 
the next meeting in November 2017. 
 


 
 
 
 


ID 


 
 
 
 


21/11/17 


 
 
 
 
 


 
 
 
 


Item on the 
agenda for the 


PCCCiC on 
21/11/17 


Complete 
 


 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
North Durham Clinical Commissioning Group 
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2  19/09/17 PCCCiC/17/17 
Questions from the public 
 
Information about the timelines for 
Sustainability and Transformation Plan 
(STP) to be shared with Carol Reeves 
of Keep our NHS Public – Durham. 
 


 
 
 


NB 


 
 
 


Asap 


 
 
 
 


 
Ms Reeves was 
invited to, and 


attended, a 
meeting to 


discuss the STP. 
Complete 


 








Official  


1 
 


      
 


    
 


NHS DURHAM DALES, EASINGTON AND SEDGEFIELD 
(DDES) CCG AND NORTH DURHAM CCG 


PRIMARY CARE COMMISSIONING COMMITTEES  
IN COMMON 


 
Tuesday 19 September 2017 


12:45 – 14:00 
Durham Indoor Bowling Club, Durham, DH1 5GE 


 
UNCONFIRMED MINUTES 


 
DDES CCG Primary Care Commissioning Committee 
Present: Andrew Atkin (AA) Lay Member 
 Nicola Bailey (NB) Chief Operating Officer 
 Sarah Burns (SB) Director of Commissioning 
 Dr Stewart Findlay (SF) Chief Clinical Officer 
 Mark Pickering (MP) Chief Finance Officer 
 David Taylor-Gooby (DTG) Lay Member – Patient and Public 


Involvement 
 


North Durham CCG Primary Care Commissioning Committee: 
Present: Andrew Atkin (AA) Lay Member 
 Nicola Bailey (NB) Chief Operating Officer 
 Mike Brierley (MB) Director of Corporate Programmes, Delivery 


and Operations 
 Joseph Chandy (JC) Director of Primary Care  
 Dr Ian Davidson (ID) Director of Quality and Safety 
 Michael Houghton (MH) Director of Commissioning and 


Development 
 Feisal Jassat (FJ) Lay Member, Patient and Public 


Involvement (Chair) 
 Dr David Smart (DS) Clinical Chair 
    
    
In attendance: Joseph Chandy (JC) Director of Primary Care (in attendance for 


DDES CCG) 
 Fleur Carney (FC) Primary Care Commissioning Manager 


(GP), NHS England Cumbria and the North 
East (representing Denise Jones) 


 Jill Matthewson (JM) Head of Corporate Services, North Durham 
CCG 


 Sue Parr (SP) Executive Assistant, North Durham CCG 


 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
North Durham Clinical Commissioning Group 
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(minutes) 
 Marianne Patterson (MP) Healthwatch representative 
    
Apologies: Gill Findley (GF) Director of Nursing, DDES CCG and North 


Durham CCG 
 Gareth Forbes (GFo) Derwentside Healthcare Ltd (item 03) 
 Amanda Healy (AH) Durham County Council Health and 


Wellbeing Board and Public Health 
representative 


 Richard Henderson (RH Chief Finance Officer, North Durham CCG 
 Michael Houghton (MH) Director of Commissioning and 


Development, North Durham CCG 
 Winny Jose (WJ) Locality Lead – Sedgefield, DDES CCG 
 Christine Keen (CK) NHS England representative 
 Rushi Mudalagiri (RM) Locality Lead – Easington, DDES CCG 
 Jonathan Smith (JS) Clinical Chair, DDES CCG 
 Dilys Waller (DW) Locality Lead - Durham Dale, DDES CCG 
 Dr Pat Wright (PW) Constituency GP Lead representative, North 


Durham CCG 
 


Note: the minutes were recorded in the order in which the agenda items were discussed. 


 Items 
 


Action 


  
Those present were welcomed to the first meeting of the Primary 
Care Commissioning (PCC) Committees for Durham Dales, 
Easington and Sedgefield (DDES) CCG and North Durham CCG 
which were being held ‘in common’.  It was explained that this 
arrangement had been agreed by the Governing Body of each of 
the CCGs as part of the review of their governance 
arrangements.   The venue for the meeting would alternate 
between the DDES CCG geographical area and the North 
Durham CCG geographical area.  When the meeting was held in 
the North Durham CCG area then the Chair of the North Durham 
PCC Committee, Faisal Jassat, would Chair the meeting.  When 
the meeting was being held within the DDES CCG area, the Chair 
of the DDES CCG PCC Committee, David Taylor-Gooby, would 
Chair the meeting. 
 
Those present were then advised of the house-keeping 
arrangements. 
 


 


PCCCiC/17/01 Apologies for absence 
 
Apologies were noted as recorded above. 
 


 


PCCCiC/17/02 Declarations of conflicts of interest 
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PCCCiC/17/03  
Derwentside GP Federation (Derwentside Healthcare Ltd) 
ID declared a non-financial professional conflict of interest as a 
member of the Derwentside GP Federation.  It was agreed that as 
the item was for information only he could remain in the meeting 
and take part in the discussion.   
 
PCCCiC/17/08 
National GP Patient Survey Results (July 2017) Durham 
Dales, Easington and Sedgefield CCG and North Durham 
CCG 
JC, ID and DS declared a non-financial professional conflict of 
interest with regard to the agenda item as providers of primary 
care services.   It was agreed that as the item was for discussion, 
and no specific decision was required, they could remain in the 
meeting and take part in the discussion.   
 
PCCCiC/17/13 
Primary Care Delivery Plan Update 
JC, ID and DS declared a non-financial professional conflict of 
interest with regard to the agenda item as providers of primary 
care services.   It was agreed that as the item was for information 
only they could remain in the meeting and take part in the 
discussion.   
 


PCCCiC/17/03 Derwentside GP Federation (Derwentside Healthcare Ltd) 
In attendance – Dr Gareth Forbes 
 
ID declared a non-financial professional conflict of interest as a 
member of the Derwentside GP Federation.  It was agreed that as 
the item was for information only he could remain in the meeting 
and take part in the discussion.   
 
GFo introduced himself as a Director of Derwentside Healthcare 
Ltd and a GP at Leadgate Surgery. He explained that the GP 
Federation was a limited company, made up of 13 general 
practices which provided primary care medical services to 
approximately 93,000 patients.  GFo provided background 
information about the establishment of the GP Federation. 
 
GFo spoke to the presentation that provided an overview of a 
number of work-streams the GP Federation had established in 
response to NHS England’s General Practice Forward View 
(GPFV). 
 
Workforce – the presentation provided details of the areas the GP 
Federation believed would help them to attract GPs to the area 
such as tackling unfunded and inappropriate work, making the 
‘day job’ easier and more rewarding etc.  GFo highlighted that the 
general practices in Derwentside were known as a good team to 
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work with, which had a strong team approach, especially at 
Practice Management level. 
 
Workload - the work-stream focussed on unfunded and 
inappropriate work, sharing best practice, standardising back 
office functions, more efficient referral management and 
maximising the benefits of informatics.   
 
Working at scale – initiatives listed were GP vulnerable adults’ 
weekend scheme, taking the lead for NHS Health Checks in 
County Durham, research and extended hours. 
 
Infrastructure – this included enhancing IT infrastructure, working 
to improve interoperability and maximising use of data to improve 
outcomes. 
 
Care redesign – the work-stream led on transferring appropriately 
resourced work to primary care, working with other organisations 
to improve – safety, medicines optimisation, RightCare etc. 
 
Prevention and implementation – GFo highlighted that prevention 
with regard to ill health was the most important area going 
forward which if not addressed would have serious implications 
for primary care. 
 
GFo went through the detail of an example of work that the GP 
Federation was doing in relation to prevention – a diabetes 
prevention pilot – which was funded via the improving patient 
outcomes scheme.   
 
The Chair thanked GFo for the presentation which it was agreed 
had been very informative and interesting.  JC added that he 
considered Derwentside Healthcare Ltd to be an innovative GP 
Federation. 
 
There was some discussion about the diabetes prevention pilot.   
GFo was asked if areas of best practice were shared across the 
GP Federations.  He advised that they were and that the outcome 
from the work was also being fed into the Diabetes Governance 
Board.   
 
JC wondered what the Derwentside Federation approach would 
be to wrapping primary care services around practices.  GFo 
advised that they had registered with the Primary Care Home 
(PCH) initiative which was a similar approach to Teams around 
Patients (TAPs).  He felt that it might however be difficult in terms 
of moving away from what he considered to be entrenched 
structures that already existed and also in the way in which the 
funding flows operated.  GFo felt that there could be tension 
between ‘top down’ and ‘bottom up’ approaches.  He said that 
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there was uncertainty about which approach would work for the 
PCH but highlighted that it was still in the early stage of 
development. 
 
The Primary Care Commissioning Committees welcomed the 
presentation, noted the update that had been provided about the 
work of Derwentside Healthcare Ltd and thanked GFo for having 
attended. 
 


PCCCiC/17/04 Identification of any other business  
 
The following item of other business was requested: 
· Care Quality Commission (CQC) inspection report for 


Bowburn Medical Group - ID 
 


 


PCCCiC/17/05 Minutes and matters arising from the DDES CCG Primary 
Care Commissioning Committee meeting held on Tuesday  
11 July 2017 
 
The minutes of the meeting held on 11 July 2017 were agreed.  
There were no matters arising. 
 


 


PCCCiC/17/06 Minutes and matters arising from the North Durham CCG 
Primary Care Commissioning Committee meeting held on  
Wednesday 26 July 2017 
 
The minutes of the meeting held on 26 July 2017 were agreed.   
There were no matters arising. 
 


 


PCCCiC/17/07 Action Log 
 
The combined action log was discussed and it was agreed that all 
of the actions had been completed. 
 


 


 ITEMS FOR DECISION  


PCCCiC/17/08 National GP Patient Survey Results (July 2017) Durham 
Dales, Easington and Sedgefield CCG and North Durham 
CCG 
In the absence of the Director of Nursing, DDES CCG and North 
Durham CCG, Ian Davidson, Director of Quality and Safety, 
presented the report. 
 
JC, ID and DS declared a non-financial professional conflict of 
interest with regard to the agenda item as providers of primary 
care services.   It was agreed that as the item was for discussion, 
and no specific decision was required, they could remain in the 
meeting and take part in the discussion.   
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The report provided a summary of the national GP patient survey 
data.  It included a summary of key points and highlighted that the 
response rates for North Durham CCG and DDES CCG were 
above the national average.  The survey results were in general 
positive for all practices with some scoring slightly above the 
national average.  It was noted that the data was not strictly 
comparable due to the unweighted profile of the respondents 
varying slightly each year.  
 
Two areas in DDES CCG had seen a decline: ease of getting 
through on the telephone and experience in making an 
appointment.   
 
Three areas in North Durham had seen a decline: ease of getting 
through on the telephone, success in getting an appointment and 
dissatisfaction with opening hours.   
 
A few practices had fallen below the national average and were at 
the lower end of performance across a number of areas, these 
were Belmont and Sherburn Medical Group, Bowburn Medical 
Group and Pelton and Fellrose Medical Group. 
 
NB highlighted that a lot of work had been undertaken by the 
practices out-with this survey with regard to the quality of services 
provided and engagement with patients.  A lot of work had also 
gone into supporting practices to improve their services.  NB said 
that she was pleased to see that overall, patients were happy with 
the services provided.   
 
It was noted that patients could easily access the patient survey 
results by using an on-line search engine. 
 
It had been highlighted that the survey mainly focussed on 
providing results by percentages but it was sometimes hard to 
work out the number of people involved, for example 100% could 
just be six people.  It was also difficult to see what percentage of 
patients had responded to the questionnaire.  JC advised that this 
information was available when accessing the results of the 
survey via the website.  
 
AA stated that although some areas had declined, generally the 
results were very positive and that the CCGs should not lose sight 
of that.   
 
The Primary Care Commissioning Committees: 
· received the report for information, 
· noted the areas where CCG results had declined over time, 
· noted the practices that had most room for improvement in 


comparison to the CCG and national averages. 
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 ITEMS FOR DISCUSSION  


PCCCiC/17/09 Risk Management Update 
Chief Finance Officer, DDES CCG – Mark Pickering 
Chief Finance Officer, North Durham CCG – Richard Henderson 
 
The corporate risk registers had been circulated as part of a suite 
of appendices to the report.  They provided detail of a broad 
spectrum of risks and the controls and assurances put in place to 
mitigate each risk.  Each risk had a risk owner who provided an 
update on a monthly basis.   
 
MP reported that there had been no change to the North Durham 
CCG risk register.  For DDES CCG one risk had been closed that 
related to urgent care services which had been successfully 
implemented during the early part of 2017.   
 
Residual risks were relatively consistent; they related to 
constitutional standards and would be discussed further at the 
Governing Bodies. 
 
The Primary Care Commissioning Committees: 
· received the risk management update reports for DDES CCG 


and North Durham CCG, 
· considered the content and context of the risk registers and 


the identified risks, 
· noted that internal risk management development work was 


an on-going process and would continue to progress to embed 
a positive risk management culture across the CCGs. 


 


 


PCCCiC/17/10 Joint Primary Care Quality Report – Q1 – 2017/18 
Director of Nursing, DDES CCG and North Durham CCG – Gill 
Findley 
 
In the absence of GF, ID presented the report.  It had been 
compiled by Susan Hepburn, Quality and Development Manager - 
North Durham CCG, for Q1 of the financial year and provided a 
summary of key points in relation to quality assurance. 
 
For DDES CCG there had been no concerns raised by the GP 
Performance Triage Group.  There had been one Care Quality 
Commission (CQC) inspection report published – Deneside 
Medical Centre (Easington locality).  This had been inspected on 
27 April 2017 with all inspected areas and specific services rated 
as good.   
 
The Primary Care Commissioning Committees: 
· received the report for information, 
· noted the content of the report. 
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PCCCiC/17/11 Combined Primary Care Finance Report for the four months 
ending 31 July 2017 
Chief Finance Officer, DDES CCG – Mark Pickering 
Chief Finance Officer, North Durham CCG – Richard Henderson 
 
The report provided a summary of the financial position on 
primary care budgets for the four months ending 31 July 2017.  
 
The North Durham delegated allocation was circa £34m; for 
DDES CCG it was circa £43m.   
 
There had been a minor change to the funding allocation as it had 
been agreed that the budget and costs for needles and syringes, 
interpretation and clinical waste would be transferred back to 
NHS England.  For North Durham CCG this amounted to £98k 
For DDES CCG the change to funding was larger.   
 
Most costs were relatively fixed in nature as they were based on 
contracts with GP surgeries.  The Quality Outcomes Framework 
(QOF) estimate was lower than actual achievement by practices 
therefore both CCGs would have a small overspend against 
budget throughout the year which would be met through the 
reserves. 
 
In addition to delegated budgets, the reports included information 
about other primary care investment such as prescribing. 
 
It was noted that both reports highlighted a positive position for 
both DDES CCG and North Durham CCG. 
 
The Primary Care Commissioning Committees: 


· received the report, 
· noted the current and forecast financial position in respect 


of primary care budgets. 
 


 


 UPDATES 
 


 


PCCCiC/17/12 Primary Care Update 
Director of Primary Care, DDES CCG and North Durham CCG 
- Joseph Chandy 
In attendance for the item:  
Primary Care Commissioning Manager (GP) 
NHS England Cumbria and the North East 
- Fleur Carney 
 
JC and FC provided a verbal update. 
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FC advised that NHS England (NHSE) had met recently with 
colleagues in primary care to start to unpick and understand what 
support offer they could provide to CCGs moving forward, 
particularly given the changing landscape of CCGs.  It was still in 
the initial stages however there had been good debate about how 
the team needed to help to provide assurance about contracting 
as well as support transformation work.  This had been a 
significant step forward with regard to different ways of working 
and supporting each other. 
 
This led to some discussion about the GPFV which JC mentioned 
linked to item PCCiC/17/13 which was a summary of the delivery 
plan. 
 
The Primary Care Commissioning Committees noted the update. 
 


 FOR INFORMATION 
 


 


PCCiC/17/13 Primary Care Delivery Plan Update 
Director of Primary Care, DDES CCG and North Durham CCG –
Joseph Chandy 
 
JC, ID and DS declared a non-financial professional   conflict of 
interest with regard to the agenda item as providers of primary 
care services.   It was agreed that as the item was for information 
only they could remain in the meeting and take part in the 
discussion.   
 
JC presented the primary care delivery plan update.  He said that 
it included detail about the recruitment of GPs and a proposed 
new model for Federated GPs.  It highlighted the development of 
key aspects of work being undertaken including the training of 
general practice receptionists to be care navigators.  JC said that 
all of the initiatives were supported by NHSE. 
 
The Primary Care Commissioning Committees: 


· received the report and noted its contents. 
 


 


PCCCiC/17/14 Durham Dales, Easington and Sedgefield CCG Quarterly 
Primary Care Quality Report (Q4 2016/17) 
Director of Nursing, DDES CCG and North Durham CCG – Gill 
Findley 
 
There were no questions raised therefore the Primary Care 
Commissioning Committees: 


· received the report for information, 
· noted the content of the report. 
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PCCCiC/17/15 Middlechare Medical Group partner arrangements 
Director of Primary Care, DDES CCG and North Durham CCG – 
Joseph Chandy 
 
JC reported that Middle Chare Medical Group and Gardiner 
Crescent Surgery had formed an administrative merger some 
years ago but had remained on different contracts / A codes.  Due 
to recent changes within the workforce it had been agreed that 
they would be better run as two separate practices and 
consequently the administrative merger had ended on 31 August 
2017.  Dr Hall had now taken full responsibility for Gardiner 
Crescent Surgery in Pelton Fell, Chester-le-Street. 
 
From a contractual point of view there had been no issues and 
the practice had informed patients of this change.  The practice 
had also worked through the back office functions eg practice 
management, finance, administrative support etc. 
 
JC confirmed that NHSE had not raised any issues of concern 
with regard to this change. 
 
ID added that there had been no change from the point of view of 
patients as Dr Hall had already worked from Gardiner Crescent 
Surgery. 
 
The Primary Care Commissioning Committees noted the update. 
 


 


PCCCiC/17/16 Primary Care Commissioning Committee Business Cycle 
2017/18 
Chief Operating Officer, DDES CCG and North Durham CCG – 
Nicola Bailey 
 
NB explained that the business cycle set out the forward plan for 
those reports that would need to be considered by the PCC 
Committees.  Each of the Committees within each of the CCG’s 
governance structures had a business cycle that provided detail 
with regard to the agenda item, the sponsor Director, author and 
purpose of the item.  NB explained that the business cycle would 
be reviewed on an on-going basis. 
 
The Primary Care Commissioning Committees received the 
business cycle.   
 


 


PCCCiC/17/18 Other Business 
 
PCCCiC/17/18-1  
Bowburn Medical Group - CQC Report 
 
ID raised this item of other business following the publication of 
the CQC report which had rated Bowburn Medical Group as 
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overall ‘inadequate’ for two areas - safety of services and 
leadership of the practice.  Although the report had been 
published by the CQC on 14 September 2017, ID said that he had 
received a pre-notification in August 2017 and had since visited 
the practice, with a representative from NHSE, to offer support in 
the development of an action plan to ensure a satisfactory rating 
when the practice was next reviewed.  He explained that the 
practice would remain in special measures until the anticipated 
re-inspection in 6 months’ time when CQC would review the 
implementation of the action plan. 
 
ID said that the CCG and NHSE would continue to support the 
practice to achieve a satisfactory outcome.  It was anticipated that 
a press release would be issued by the CQC about the rating on 
20 September 2017. 
 
ID explained that when a practice was considered to be in ‘special 
measures’ it meant that the practice had to work through an 
agreed improvement action plan to address the issues highlighted 
by the CQC. It was noted that the action plan agreed with the 
practice would be considered at the next meeting. 
 
Action: action plan for Bowburn Medical Group to address issues 


raised by the CQC to be presented to the next meeting in 
November 2017. 


 
The Primary Care Commissioning Committees noted the update. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


ID 
 
 
 
 
 


PCCCiC/17/17 QUESTIONS FROM THE PUBLIC 
To consider questions from the members of the public. 
 
It was noted that no questions had been submitted for 
consideration by the PCC Committees.  Carol Reeves (CR) from 
Keep our NHS Public - Durham had though asked for a question 
to be raised at the Governing Bodies in Common meeting which 
was to be held immediately following the PCC Committees in 
Common.  As CR was unable to stay for the meeting of the 
Governing Bodies it was agreed that her question would be taken 
at this point.   
 
Question: CR requested detail about the latest developments with 
regard to Teams around Patients (TAPs) and how primary care 
would be reconfigured. 
 
Answer:  Both CCGs had a clear approach to the integration of 
services to provide better integrated care for patients.  The CCGs 
had a Director of Integration - Lesley Jeavons.  The work brought 
together general practice, community nursing, adult social care 
etc. to work together in a multi-disciplinary approach to provide 
patient care.  The CCGs were developing the model to support 
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the most vulnerable people in the population with the aim of 
breaking down barriers that might exist between different 
professionals, to build better teams around patients and to ensure 
general practices also benefited from that development.  It was 
highlighted that sometimes GPs felt that there was not enough 
co-ordination of the multiple services for their patients and it was 
believed that the TAPS model would provide that assurance. 
 
CR did not believe that the response given answered her 
question.  She said that people were worried about the provision 
of services provided by physiotherapists, occupational therapists 
etc.  CR said that what was being done was a significant and 
people were concerned about whether it would work or not.  
 
SF explained that TAPs were not about changing the current 
delivery of services. He said that DDES CCG was a bit further 
ahead with regard to its Primary Care Home (PCH) model than 
many other parts of the country and that the model was evidence-
based.  There was a lot of evidence that the best care for patients 
was provided by small multi-disciplinary teams taking 
responsibility for that care.  Currently patients could see several 
clinicians for a single episode of illness with no one individual 
having overall responsibility for their care.   
 
SF noted that CR appeared to be concerned about more 
specialist clinicians.  He explained that neither the TAPs model 
nor PCH model would affect them.  He said that such clinicians 
might in future liaise with different people but that the models 
would not affect the care that they provided to patients. 
 
CR believed that these changes were borne from the 
Sustainability and Transformation Plans (STPs) and were 
therefore about saving money.  SF refuted this.  He said that the 
development of the TAPs model had started long before STPs.  
TAPs were a model of local service delivery whereas STPs were 
strategic plans.     
 
CR asked when the STP plans were going to be published.  NB 
advised that she would provide that information.    


Action:  NB to provide Carol Reeves with information about the 
final timeline for STPs. 


 
FJ thanked CR for her question and offered to arrange a meeting 
to further discuss the issues she had raised.  CR left the meeting. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


NB 
 


PCCCiC/17/19 Standing item: 
Risk Round Up 
To consider any areas of risk from the discussion on the agenda 
to add to the CCGs’ corporate risk register. 
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 Date and time of next meeting 
The next meeting would be held on: 
 
21 November 2017, 1.00pm to 2.30pm, venue to be confirmed 
 


 


 Resolution to Exclude the Public and Press 
That representatives of the press and other members of the 
public be excluded from the remainder of the meeting, having 
regard to the confidential nature of the business to be transacted, 
publicity on which would be prejudicial to the public interest.  
(Section 1(2) Public Bodies Admission to Meetings Act 1960). 
 


 


 Contact for the meeting: 
Susan Parr, Executive Assistant, North Durham CCG 
Tel:  0191 389 8621 
Email: susan.parr@nhs.net 
 


 





		Resolution to Exclude the Public and Press






RefDate Director
Owner


Initial rating Controls Assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS North Durham CCG Risk Register


09/11/2017


Gaps in controls


DDES NDUR Executives In Common


16
43


Community Estate


There is a risk around the vulnerability of
community estate due to increasing
levels of backlog maintenance
requirements on certain properties which
could pose a potential risk to service
delivery from those sites.


12/08/20
16


Mike Brierley


Mike Brierley


4 3 12 34 12Contingency plans in place for most
significant community estate


Surveys and maintenance plans
managed by NHSPS


Estates project lead identified to work
with Trust, NHSPS and CHP to review
plans and use of estate.  This will take
into account requirements for
development of community hubs


Mike Brierley                 
Action Plan 
Estates working group arranged to review
plans and future options for community
estate


                              
Action Plan 


05/10/2017


Mike Brierley


18
63


Changes to NECS service delivery in
2017/18


Significant changes to personnel
supporting North Durham CCG presents
a risk to delivery of the CCGs objectives
due to loss of historical knowledge, lack
of continuity and requirement for change
management


02/06/20
17


Nicola Bailey


Richard
Henderson


4 3 12 34 12Robust Management of NECS SLA Monthly monitoring of KPI
delivery, urgent issues
addressed as per control 2


Immediate intervention by Chief
Operating Officer to address issues
arising.


Timely discussions at senior
level.


Impact on North
Durham CCG as a
result of NECS
matrix working.


Consultation and engagement with
CCGs around proposed changes.


Robust processes fro timely
communications with the
CCG.


Lack of timely
consultation/notifi
cation of personnel
changes in some
areas.


06/10/2017


Barbara


19
17


Procurement of Community Contract


There are two potential risks linked to
the procurement of the community
contract
Firstly there is a risk to business
continuity as a consequence of the
procurement process and award of the
community contract which may result in
disruption of direct service delivery from
existing or any new provider.
Secondly there is a risk of challenge on
the award of the contract with
subsequent reputational risk to the CCG


09/11/20
17


Lesley
Jeavons


Lesley
Jeavons


4 3 12 34 12Procurement Board established for
sound governance.  Workstreams
established.  
Communications strategy in place.


Governing Body cited.  
NECS involvement and legal
advice sourced.  
NSHE aware.  
Chief Officers aware and
involved.


                              
Action Plan 
Governance process to be maintained.  
EU Procurement Law to be adhered to.  
Procurement panel to have necessary
expertise and be non-conflicted.  
NHSE to be kept informed on a regular
basis. 
Legal advice to be sought when necessary.


17
90


Sustainability and Transformation Plans


Risk of fragmentation of planning,
clinical service reviews and pathways
and commissioning architecture as we
move from local CCG planning and
Local Health economy planning to large
scale population based planning across
the Northern STP geography. This is in
part due to ND patient flows for some
acute services going to Durham City ,
North and East and all community and
MH/LD services being provided within
County Durham.


06/12/20
16


Nicola Bailey


Nicola Bailey


3 3 9 33 9The CCG will remain a formal attender
at the Southern STP joint CCG
committee to ensure patient pathways
and service reviews are linked and do
not impact negatively on ND patients.


The CCG will ensure the MH/LD and
Not in Hospital workstreams across
both North and Southern STP work
collaboratively and ND is represented
on both to ensure the needs of ND
patients are central to both ensure ND
has in place effective clinical and
managerial leadership in the Northern
STP work programmes and leadership
board to ensure presence and a focus
on ND.


ND CCG will ensure it is represented
and involved in any discussion about
commissioning architecture across the


09/11/2017


Barbara
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Initial rating Controls Assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS North Durham CCG Risk Register


09/11/2017


Gaps in controls


Northern Forum geography, the STP
geography , the county Durham
Integration board and HWBB through to
local CCG decision making


NHSE and NHSI are considering the
potential to bring together the three
STPs in the Cumbria and North East
region into one STP . This will support
wider geographical planning for health
services and will ensure the patient
pathways for North DURHAM residents
will be considered as part of this larger
planning footprint


The Northern Forum of CCGs has
agreed to set up a CNE CCG
committee to consider all NHS planning
that benefits from consideration across
a wider than one CCG geography.  ND
CCG GB and COM have agreed to be
part of that committee and as such will
ensure the health needs of our patients
will be considered effectively


18
64


Sustainability of local health services


There is a potential risk around the
resilience and long-term sustainability of
some local health services due to
workforce and other pressures which
impact on the ability to provide high
quality services.


02/06/20
17


Nicola Bailey


Nicola Bailey


3 3 9 33 9Commissioner requested services
process to ensure continuity of critical
services


Regular meetings with local providers to
review services and identify potential
pressure areas


Quality review processes to identify and
manage any quality issues identified in
commissioned services


Quality review group
meetings


To be considered as part of clinical
model development within STP
workstreams


Working with Health Education North
East to mitigate workforce pressures


NHSE and NHSI have agreed to
support a CNE wide piece of work
considering the future acute services
including this services deemed to be at
risk due to workforce, financial or quality
issues. This piece of work will be led  by
professor Chris grey . ND CCG will
ensure it is represented on the
workstream at Chief Clinical and or
Chief Officer level


09/11/2017


Barbara


DDES NDUR Joint Quality Committee


17
28


Increasing number of Never Events at
CDDFT and concerns over the quality of
care.


Since 1 April 2016 there have been 12
reported Never Events at CDDFT which
leads to concerns about the safety of
services in the Trust. There are also


24/10/20
16


Gillian
Findley


Susan
Hepburn


3 3 9 33 9External review of the process for
sharing and learning to be commisioned


Continued increased
surveillance of services and
reported incidnets


As yet we are
unclear what the
issues are and
whether there are
any themes and
trends


NECS currently completing a quality Continued monitoring ofLength of time to


Susan Hepburn                 
Action Plan 
External investigation commissioned


20/10/2017


Susan
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Initial rating Controls Assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS North Durham CCG Risk Register


09/11/2017


Gaps in controls


increasing concerns in relation to the
quality of care. Whilst some assurance
has been provided through the Quality
Review Group, further assurance is
required to satisfy the CCG.


risk profile to triangulate intelligence
and information. Escalated to a single
item Quality Surveillance Group
meeting.


quality of services, reporting
to CCG Executive Teams.
Executive to Executive
meeting to take place if
required in interim.


single item Quality
Surveillance Group
meeting takes
place.


CDDFT have presented a complete
action plan to the CQC regarding 7 of
the Never Events. NHS Improvement
are currently supporting CDDFT with a
governance review.


Discussed at Quality
Research & Innovation
Committee on 04/04/17.


Some assurance
provided, further
assurance required
in relation to the
outcome and
impact of the
governance
review.


Single item Quality Surveillance Group
meeting arranged for 05/06/17


Continued monitoring of
quality of service


Single item Quality Surveillance Group
outcome Quality Improvement Board to
be established


Continued monitoring of
quality of service and CCG
representation on Quality
Improvement Board


Quality Improvement Board, first
meeting took place in July 17. CDDFT
presented actions, challenged on what
will be done differently by QI Board.


Continued monitoring of
quality through Quality
Review Groups and CCG
representation on Quality
Improvement Board


Quality Improvement Board Continued monitoring of
quality through Quality
Review Group and CCG
representation on Quality
Improvement Board


14
25


Potential for CCG to be subject to legal
action for patients inappropriately
deprived of their liberty in the community.


Following a change in the law some
patients in the community are at risk of
being inappropriately deprived of their
liberty.


26/10/20
15


Gillian
Findley


Sue Nuttall


4 2 8 23 6the CCG has provided investment to
support a temporary member of staff to
assess how many patients are affected
by this change


monthly CHC reportnumbers unknown
at present


Susan Hepburn                 
Action Plan 
Additional member of staff to be recruited by
NECS to undertake an investigation and
assessment of the issue


05/10/2017


Sue Nuttall


DDES NDUR Primary Care Committee In Common


13
47


Conflicts of Interest 


There is an inevitable risk of potential
conflicts of interest due to the nature of
CCGs.  This risk is increased through the
delegation of primary care
commissioning responsibilities, both in
terms of potential conflicts of clinicians
involved in decision making processes,
and the ability of the Risk and Audit
committee to provide an effective
governance and assurance role due to
the small number of independent and
non-conflicted members of that
committee.


30/06/20
15


Nicola Bailey


Michael
Brierley


3 4 12 43 12Conflict of interest policy in place and
being implemented


Conflict of interest is a
standing item on all
committee agendas


Terms of reference for PCC committee
ratified


Conflicts of interest log updated on an
ongoing basis


Conflicts of interest to be published on
CCG website


Two additional members who are not
conflicted (Joseph Chandy and Mike
Brierley)


The CCG received good assurance
from internal audit around conflicts of
interest.


09/11/2017


Barbara
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RefDate Director
Owner


Initial rating Controls Assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS North Durham CCG Risk Register


09/11/2017


Gaps in controls


15
43


Primary Care resilience and sustainabilty


Challenges in primary care impact in
resiliance and sustainability.


03/05/20
16


Joseph
Chandy


Joseph
Chandy


3 3 9 33 9Regular primary care team meetings
with Directors
Regular meetings with NHS England to
keep up to date on issues via
contracting
Directors responsibility for development
and maintaining relationships


Currently working through the GP5YFV
to ensure that the CCG have a
programmed approach to engaging with
GP practices to ensure that they are
informed of any national opportunities
for support in sustainability and
resilience.  The programme projects will
include CCG support to practices who
express an interest in any of the
national initiatives which will release
resource in primary care.


Primary Care Steering
Groups


delivering primary care strategy PC Steering Group


Wide range of initiatives underway to
support GP resilience including
international recruitment, GP Career
Start, federated employed GPs


GP5FV


09/11/2017


Barbara


DDES NDUR QPF Executives In Common


17
91


Delivery of NHS Constitutional
Standards


There is a risk of failure to achieve NHS
Constitutional Standards for our patients.
Significant pressures are evident in
certain standards, particularly in respect
of A&E 4 hour waits, cancer waiting
times, HCAI targets and ambulance
response times. 


Any failure to deliver the standards has
the potential to adversely impact on
patient care, as well as posing a
reputational risk for the CCG and
potentially reducing the value of any
quality premium funding available to the
CCG.


06/12/20
16


Richard
Henderson


Richard
Henderson


4 4 16 44 16Contract management processes in
place to manage delivery of
constitutional standards


Performance is monitored in detail by
the Finance and Performance
committee, as well as via monthly
contract management meetings with
providers


Transforming Emergency Care (TEC)
Plan in place to assist delivery of the
A&E Target, managed via the Local
A&E Delivery Board


Action plans in place with providers to
manage relevant pressure areas


Resilience funding agreed to support
delivery of A&E and ambulance targets


ECIP team have been commissioned to
carry out a whole system diagnostic in
CDDFT A&E as part of the A&E
Improvement Plan


Performance monitored
bi-monthly by Governing
Body


Director leads established for
individual Constitutional
Standards


Monthly contract review
meetings in place


Task and finish group
established to improve
ambulance handover delays


Root cause analysis
undertaken on HCAI and
cancer breaches


Grindon Lane breast service
now operational which
should ease service
pressures in that area


Richard Henderson             
Action Plan 
Ambulance - Detailed action plan agreed
with NECS to deliver target ambulance
targets


Richard Henderson             
Action Plan 
Ambulance - Additional funding included in
the NEAS contract to support transformation
schemes aimed at improving performance


Richard Henderson             
Action Plan 
A&E - Transforming Emergency Care action
plan for CDDFT in place and monitored
through A&E Delivery Board


Richard Henderson             
Action Plan 
A&E - ECIP team commissioned to carry out
a whole system review of CDDFTs A&E as
part of the A&E improvement plan


Richard Henderson             
Action Plan 
A&E - Task and finish group, led by CDDFT,
established to improve A&E ambulance
handovers


Richard Henderson             
Action Plan 
A&E - Discharge to assess model
implemented across County Durham and
Darlington


  /  /


Barbara
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RefDate Director
Owner


Initial rating Controls Assurances Current


C L ScoreC L Score


Actions Review date
Reviewed by


Description


NHS North Durham CCG Risk Register


09/11/2017


Gaps in controls


17
43


Property Charges


There has been a significant increase in
the proposed charges from NHS
Property Services (NHSPS), in particular
in relation to 'sessional space' with
issues around the robustness of
information received in respect of
property usage.  This creates a
significant potential financial risk for the
CCG, as well as making planning for the
most effective use of properties difficult
given the lack of robust data available.


02/11/20
16


Richard
Henderson


Richard
Henderson


3 3 9 33 9Relevant invoices from NHSPS are
currently on hold until suitable
supporting information is verified.
Monthly meetings arranged with
NHSPS to work jointly to resolve issues.
Financial risk recognised in monthly
non-ISFE returns.


Financial recovery plan
developed to manage
potential financial risks,
including around property
charges.  Further guidance
requested from NHS
England around charges for
sessional space.


06/10/2017


Barbara


17
92


Delivery of Financial Control Total


There is a risk of failure to deliver the
agreed financial control total and deliver
the required QIPP plan due to financial
pressures within the health economy.


This includes in particular the continued
increasing trend of secondary care acute
activity, increasing demand for individual
packages of care including high cost
packages, and continued growth in
prescribing costs.  Additional financial
impact from No cheaper stock obtainable
price concessions (NCSO) presented in
Q1 with an ongoing risk of medicine
shortages and further price concessions.


Although the position was managed
during 2016/17 this required utilisation of
significant non-recurring contingencies
which presents a further risk in 2017/18.


06/12/20
16


Richard
Henderson


Richard
Henderson


4 4 16 24 8Financial plan in place for 2017-19
demonstrating continued financial
balance


Detailed QIPP plan in place with
programme management approach
implemented to manage delivery


Financial position is monitored in detail
by the Finance and Performance
committee


Monthly contract management meetings
in place with acute providers to review
activity and costs


Realistic and appropriate budgets /
contracts agreed based on extensive
demand planning and national guidance


Medicines optimisation strategy in place
including QIPP plan 


Programme management approach
now implemented to manage QIPP plan
delivery.


Position monitored
bi-monthly by Governing
Body


Progress against QIPP plan
managed by Finance and
Performance committee


Monthly contract review
meetings in place


Monthly assurance meetings
in place with NHS England


Financial position for
2016/17 was managed
following implementation of
financial recovery plans


Latest financial forecast
position shows continued
delivery of planned surplus
position


Financial plan developed for
2017-19 which shows
continued delivery of national
business rules and expected
surplus position


Contingency reserves in
place to deal unexpected
in-year pressures


Joint financial recovery group
in place across 3 CCGs and
CDDFT


Richard Henderson             
Action Plan 
financial recovery plan will be developed
once initial activity information is available
for 2017/18 to indicate the scale of the likely
challenge (expected to be June/July 2017)


Richard Henderson             
Action Plan 
QIPP plan in place including activity
management process and schemes agreed
with main provider through joint financial
recovery committee


Richard Henderson             
Action Plan 
Regional discussions progressing around
potential QIPP extensions for 2017/18 and
beyond


Barbara Harker                
Action Plan 
A sub group of the finance and performance
committee has been established to focus
specifically on demand and activity
management


Richard Henderson             
Action Plan 
Limited funding is being held in reserves to
cover potential over-spend position


09/11/2017


Barbara
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Meeting date: 21 November 2017 
Item No: PCCCiC/17/33 


PRIMARY CARE COMMISSIONING COMMITTEES  
IN COMMON 


DDES CCG AND NORTH DURHAM CCG 
 


Title of report: Durham Dales, Easington and Sedgefield Workforce 
Report (June 2017) 
 


Author of report: Gail Linstead, Head of Primary Care Development and 
Engagement, Durham Dales, Easington and Sedgefield 
(DDES) CCG 
 


Sponsor Director: Joseph Chandy, Director of Primary Care, Partnerships and 
Engagement, DDES CCG and North Durham CCG 
 


Date of report: November 2017 
 


Name of person presenting 
the report at the meeting: 
 


Joseph Chandy, Director of Primary Care, Partnerships and 
Engagement, DDES CCG and North Durham CCG 


Reason for report:   ‘ü’ 
please tick relevant category 
 


· Information onlyü 
· Development / Discussion 
· Decision / Action   


  
Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Primary Care Commissioning Committees are asked to: 
· receive the attached report and note its content. 


Report status:  ‘ü’ please 
indicate relevant category  
 
 


· Official         ü  
· Official Sensitive: Commercial       
· Official Sensitive:  Personal  


 


Is this report confidential? 
please delete as appropriate 


           
· No   


 
Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 
 


        
· n/a      


 


CONFLICTS OF INTEREST 
 


 


Are any members of the  


 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
North Durham Clinical Commissioning Group 
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meeting likely to have a 
conflict of interest for this 
agenda item: 
 


No 
 
 


Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


N/A 


 
Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


                                   
N/A 
 
 


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 
‘ü’ please indicate relevant 
category 
 


N/A 
 


 
Purpose of the report and 
summary of key issues: 
 
 


The purpose of the report is to provide the Primary Care 
Commissioning Committees with the Health Education England 
Primary Care Workforce Report for Durham Dales, Easington 
and Sedgefield CCG. 
 
This report provides a summary (by staff group), of the current 
primary care workforce (as at 30 June 2017) a forecast of who 
may leave (retirements, moving outside primary care and the 
NHS) and who may join (potential employees). The data 
contained within this report has been collected via the Health 
Education England (HEE) Primary Care Workforce Tool. 
 


 
Consultation and other 
approval routes (including 
outcomes): 


Meeting/route 
DDES Wide meeting 


Date  
26.10.17 
 


Outcome 
Provided for 
information 


 Primary Care Commissioning 
Committees 


21.11.17  


 
Supporting documents/ 
Appendices: 


· Primary Care Workforce Report (June 2017) 
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Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 
 


(ü) tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
  
 Does this report impact on the environment/sustainability of the CCG? 
  
 Does this report have legal implications? 
  
 Are there any resource implications – finance and/or staffing as a result of 


this report? 
  
 Has this report taken into account equality and diversity?  
  
 Does this report impact on Quality, Innovation, Productivity and Prevention 


(QIPP)? 
   
 Has there been any consultation/engagement (patient, public, stakeholder, 


clinical) with regard to the content of the report? 
  
 Are there any clinical quality/patient safety issues identified in this report? 
  
 Does this report impact on any information governance issues? 
  
 Other implications 
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Meeting date: 21 November 2017  
Item No: PCCCiC/17/31 


PRIMARY CARE COMMISSIONING COMMITTEES  
IN COMMON 


DDES CCG AND NORTH DURHAM CCG 
 


Title of report: GP Resilience Approach to GP Federated Salaried GPs 


Author of report: Gail Linstead, Head of Primary Care Development and 
Engagement, DDES CCG 
 


Sponsor Director: Nicola Bailey, Chief Operating Officer DDES CCG and North 
Durham CCG 
 


Date of report: November 2017 
 


Name of person presenting 
the report at the meeting: 
 


Joseph Chandy, Director of Primary Care, DDES and ND 


Reason for report:   ‘ü’ 
please tick relevant category 
 


· Information only 
· Development / Discussion 
· Decision / Action  ü 


  
Recommendations:  
(i.e. action being sought 
from the meeting) 
 


The Primary Care Commissioning Committees are asked to: 
· consider the report and approve the content, 
· agree communicating to member practices and GP 


Federations as the primary care delivery team continues to 
work through the operational implications of the GP 
resilience approach to GP federated salaried GPs. 


 
Report status:  ‘ü’ please 
indicate relevant category  
 
 


· Official        ü   
· Official Sensitive: Commercial       
· Official Sensitive:  Personal  


 


Is this report confidential? 
please delete as appropriate 
 


      
· No  


 
Procurement Conflict of 
Interest completed and 
attached: 
please delete as appropriate 
 


          
· n/a       


 


CONFLICTS OF INTEREST 
 


 


 


Durham Dales, Easington and Sedgefield Clinical Commissioning Group 
North Durham Clinical Commissioning Group 
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Are any members of the 
meeting likely to have a 
conflict of interest for this 
agenda item: 
 


 
YES   


Who is conflicted and why – 
please give the name(s) of all 
conflicted members? 
 


Members of the Committee who are also GPs/Business 
partners within the DDES and North Durham practices as 
providers of primary care services: 
 
Ian Davidson, Neil O’Brien, David Smart, James Carlton, 
Jonathan Smith, Joseph Chandy. 
 


 
Are the conflicted members 
detailed above allowed to 
receive this paper and attend 
the meeting? 
 


                                   
YES   


If Yes - what is the action to 
be taken at the meeting as a 
consequence of the conflict? 
 
‘ü’ please indicate relevant 
category 
 


The conflicted member(s):   
· Can attend because there is no financial information included in the 


paper that could influence or benefit any conflicted member. 
· Can attend but must refrain from taking part in the discussion 
· Can attend and take part in the discussion but should not be 


involved with any decision making 
· Must leave the room for the agenda item 


 
 
Purpose of the report and 
summary of key issues: 
 
 


The report provides an update to members on developments 
since a report to the committee in August 2017. 
 
The Executives in Common on 26 September 2017: 


· considered the report and approved the content, 
· agreed that communication could continue to member 


practices and GP Federations as the primary care 
delivery team continued to work through the operational 
implications, 


· approved that operational decisions could be made by 
the primary care delivery team, which did not impact on 
a change in funding,  


· considered the options outlined in the report and agreed 
that those options would be made available to the 
hosting organisation to be agreed on a case by case 
basis with approval by Nicola Bailey, Chief Operating 
Officer. 


 
 
 
 
Consultation and other 
approval routes (including 
outcomes): 
 
 


Meeting/route 
 
Executives in 
Common 
 
 


Date  
 
22.08.17 
 
 
 


Outcome 
 
The meeting 
suggested an updated 
report should be 
brought back to 
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Executives in 
Common 


 
 
26.09.17 
 


Executives in Common 
 
The meeting 
suggested the report 
be presented to 
Primary Care 
Committee 
 


 PCCCiC 21.11.17 Awaited 
 


 
Supporting documents/ 
Appendices: 


Report: General Practice Resilience Programme (NHS England 
2016/17 and 2017/18)  Approach to GP Federated Salaried 
GPs 


 
Impact Assessment and Risk Management Issues 
Consideration given and action taken in this report relating to impact assessment and risk 
management issues is detailed below: 
 
 


(ü) tick as 
appropriate 


Impact area 


 Does this report identify a risk for the CCG? 
 N/A 
 Does this report impact on the environment/sustainability of the CCG? 
 N/A 
 Does this report have legal implications? 
 N/A 
 Are there any resource implications – finance and/or staffing as a result of 


this report? 
 N/A 
 Has this report taken into account equality and diversity?  
 N/A 
 Does this report impact on Quality, Innovation, Productivity and Prevention 


(QIPP)? 
  No 
 Has there been any consultation/engagement (patient, public, stakeholder, 


clinical) with regard to the content of the report? 
 N/A 
 Are there any clinical quality/patient safety issues identified in this report? 
 No 
 Does this report impact on any information governance issues? 
 No 
 Other implications 
 None identified 
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General Practice Resilience Programme (NHS England 2016/17 and 2017/18) 
 Approach to GP Federated Salaried GPs 


 
 
Strategic Context 
 
As part of the County Durham CCGs’ primary care strategy, GP workforce is one of the key 
aims. A 5 point plan has been developed as a combined approach to the current GP 
workforce issues. This paper sets out an approach to creating a new model of GP 
employment, ‘A Federated GP’. 
 


 
 
Via the NHS England GP Resilience programme the CCGs have been successful in bidding 
for and being allocated a total of £154,619.  This now gives us the opportunity to progress 
and develop two projects that will support our workforce vision as presented to Council of 
Members in June 2017.  Project one is the Remote GP Support service and the second is the 
federated salaried GP’s outlined in this paper.   
 
Scheme Proposals 
 
There are still some areas to work through as part of the development process. These are 
outlined below with options available where appropriate 
 


1. What is meant by the term ‘federated GP’ 
 


The term federated GP means a GP working across more than one practice. 
 


2. How many GPs can be employed via the scheme? 
 


North Durham CCG and DDES CCG will support 3 posts per CCG each year. 
 


3. How long will they work in a practice? 
 
This will be an individual case by case decision between the Federated GP Host and the 
CCG. It will be guided by the options set out below:- 
 


Options 3.1 
The federated salaried GP would have a maximum tenure of three months (rather than a 
minimum) to give the opportunity for four local practices to benefit from the scheme within 
a 12 month period. This would also give each practice a reprieve of three months which is 
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significant both financially and for continuity of care. This also encourages collaboration 
between practices. This can only be altered by the CCG if the sustainability of a practice 
is dependent upon a longer tenure.  


 
Option 3.2a 
The host organisation, with guidance from the CCG, locally agrees which practices are 
supported with no min/max tenures. However the federated salaried GP would only work 
in one practice at any one time.  The CCG and the Local Medical Committee (LMC) 
identify practices using a vulnerability index tool agreed with the LMC. 
 
Option 3.2b 
The host organisation, with guidance from the CCG, locally agree which practices are 
supported with no min/max tenures. However the federated salaried GP could work 
across more than one practice at any one time.  


 
4. How do we identify which practices they work in? 


 
At the current time there is a variety of information available that would require 
triangulation to identify whether a practice is classified as vulnerable. This includes:- 


o Information from the Joint Quality Committee (formerly the Quality Research 
and Innovation Committee) / Primary Care Assurance Committees 


o Information from NHS England Primary Care Commissioners 
o If a practice has applied for either vulnerable practice or GP Resilience funding 


or raised a concern over vulnerability themselves 
o If a practice has a GP vacancy of more than 12 months 


 
The CCG have developed a toolkit which includes the above. This would give practices a 
vulnerability index score. The ranking of the practices will be held by the LMC. The CCG 
will agree with the LMC a threshold for segmenting vulnerable practices.  


 
5. Could a GP be appointed to work in a Primary Care Home (PCH)? 
 
The development of Primary Care Homes inspires the notion of a role for a salaried PCH 
GP, however this could probably not be achieved within the first two years of the scheme. 
However in the future this way or working could offer continuity in a geographical area, 
access and knowledge of the same referral routes, knowledge of the patient demographic 
and the same TAPs aligned staff. This information will influence where the GP’s are 
placed.  
 


6. How does this differ to GP Choices? 
 
o GP Choices only covers sickness, this is not a sickness cover scheme 
o GP Choices charge locum rates while the federated GP is at cost 
o GP Choices GP can be in a different practice day to day and a federated GP will 


be working to a tenure (timescale to be agreed as per options above)  
 


7. What will be the cost to the practices and what are the other related costs? 
 


The organisation will employ the GP on a minimum of £8000 per session salary per year. 
However, the salary is negotiable between the employer and employee. The scheme 
funds this role for two years. The host organisation will charge out the GP to the receiving 
practice at an additional £500 per session per annum, however the host organisation will 
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not profit from charging out GP sessions. This surcharge will be collected by the CCG as 
a contingency for weeks not covered in the re-charge. 
 
For example  - A GP who agrees with the host organisation a salary of £8k per session 
per annum, for six sessions per week,  will be charged out at £8.5k per session per 
annum. Therefore the recovery cost is £48k per annum and the premium will be £3k per 
annum. The premium will be used by the CCG as a contingency against lost placement 
weeks and the resulting costs.  For ease of calculation this example does not include 
superannuation and indemnity which will also be a cost to the receiving practice. 
 
The host practice is also responsible for the recovery of the GP sessional rate at gross 
costs including NI, Superannuation an medical indemnity from the supported practice 
then arrangements will be made for the CCG to be reimbursed. The residue of any 
unrecovered cost will be met by the CCG and host provider jointly on a 90 (CCG) 10 
(host) split 
 
The CCG will financially support the provider with a retainer/management fee of £38.00 
per session up to a maximum of six sessions per week = £11,856 per year for each GP, 
for clinical supervision and co-ordination. 
 


8. Who is responsible for the GP indemnity costs? 
 
The GP indemnity is part of the charge out cost. It is perceived that indemnity in future will 
be more cost effective and flexible to support portfolio working with a new national 
scheme being mooted.  
 


9. How is the CCG minimizing risk? 
 


A service level agreement would be developed between the CCG and the host 
organisation to ensure that the federated salaried GP worked in all identified practices 
with the timescales agreed. The CCG would also need assurance from the host 
organisation that they have placement(s) for a minimum of 12 months. The host 
organisation will have an agreement and/or hold contracts with participating practices 
which include the detail of each period of GP cover. 
 
In relation to payments on receipt of an invoice and placement contract the CCG will pay 
for the annual salary of the employed GP and have a recovery plan from the host practice 
agreed. 
 
The GP must hold full registration and a license to practice with the General Medical 
Council and be on the National Medical Performers’ List. 


The CCG will approve an agreed work plan between the provider and the GP with LMC 
support.  
 


10. What support is in place for the federated salaried GPs employed through the 
scheme? 
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Newly qualified GPs who are employed under the scheme will have access to the Career 
Start Professional Development Plan sessions but the employing organisation will not 
qualify for the CCG Career Start payment. 
 
11. What is the criteria? 
 
This scheme is targeting newly qualified GPs, GPs who currently work outside County 
Durham and GPs who only do locum work.  This scheme will not fund GPs who currently 
work in a substantive role in County Durham and leave that role to join this scheme or 
GP’s who have left substantive employment in the preceding six months in County 
Durham.  
 
 


Next Steps 
 


We are seeking expressions of interest from organisations that can demonstrate they can 
recruit or place existing GPs in practices that have had vacancies for over 12 months and are 
interested in participating. 
 
We are still working through some of the detail but wanted to give local practices and GP 
Federations the opportunity to express an interest in providing this service at the earliest 
opportunity as there will be limited posts. 
 
 
Gail Linstead 
Head of Primary Care Development and Engagement 
DDES CCG 
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Primary Care 
 


· The first joint Primary Care Quality Assurance Sub-Committee meeting is planned for 5 December 2017. 


· There were no Durham Dales,  Easington and Sedgefield (DDES) CCG or North Durham (ND) CCG 
Performance Triage Group concerns  in quarter 2, 2017/18. 


· All practices in the Durham Dales, Easington and Sedgefield area submitted data to the Health 
Education England (North East & Cumbria) Primary Care Workforce Tool in September 2017. This was 
the first submission for practices in the North Durham area, with the majority of practices submitting 
data. The subsequent primary care workforce reports for both CCGs will be shared with member 
practices and the County Durham Community Education Provider Network to support workforce planning 
and development. 


· The NHS England Primary Care Web Tool has not been updated since January 2017, there is currently 1 
DDES CCG practice outlier and no practice outliers in North Durham. 


• Care Quality Commission (CQC) - Bowburn Medical Centre was inspected by the CQC  in July 2017, 
with the report published on 14 September 2017. Bowburn Medical Centre was given an overall rating of 
inadequate, with all inspected areas rated as requiring improvement or inadequate and specific services 
rated as inadequate. North Durham CCG are working with the practice to address the areas highlighted 
in the CQC report as inadequate and requiring improvement.  


 







3 


CQC primary care medical inspections  
 


 
 
 


 
 
 
 
 
 


 
 


 


Date of inspection visit Date of publication Overall rating for this service Are services safe? Are services effective? Are services caring? Are services responsive 
to people's needs?


Are services well-
led?


CQC Inspections and ratings of 
specific services


Belmont & Sherburn Medical Group (Sherburn 
site) 06/10/2015 12/11/2015 Good Good Good Good Good Good Good 


Belmont & Sherburn Medical Group (Broomside 
Lane) Archived 30/06/2016 19/08/2016 Missing Good Missing Missing Good Good N/A


Bowburn Medical Centre 13/07/2017 14/09/2017 Inadequate Inadequate Requires Improvement Requires Improvement Requires Improvement Inadequate Inadequate


Brandon Lane Surgery 16/02/2016 17/03/2016 Good Good Good Good Good Good Good 


Cheveley Park Medical Practice 21/10/2015 26/11/2015 Good Good Good Good Good Good Good 


Coxhoe Medical Practice 11/08/2015 15/10/2015 Good Good Good Good Good Good Good 


Chastleton Medical Group 22/08/2016 15/09/2016 Good Good Good Good Good Good Good 


Dunelm Medical Group 14/09/2016 07/11/2016 Good Good Good Good Good Good 


Good for 5 areas and 
'Outstanding' for 'people whose 
circumstances may make them 


vulnerable'


The Medical Group 10/11/2016 28/12/2016 Good Good Good Good Good Good Good 


West Rainton Medical Practice 17/11/2015 07/01/2016 Good Good Good Good Good Good Good 


Claypath & University Medical Group 06/09/2016 16/12/2016 Good Good Outstanding Good Good Good 
Good for 5 areas and rated 


'Outstanding' for 'people 
experiencing poor mental health'


Chester Le Street Constituency


Bridge End Surgery 22/03/2016 21/04/2016 Good Good Good Good Good Good Good 


Middle Chare Medical Group 26/04/2016 23/06/2016 Good Good Good Good Good Good Good 


Gardiner Cresent Surgery 24/01/2017 15/03/2017 Good Good Good Good Good Good Good 


Great Lumley Surgery 25/08/2016 17/10/2016 Outstanding Good Good Outstanding Outstanding Outstanding Outstanding for all 6 areas


The Surgery - Pelton 05/07/2016 30/08/2016 Good Good Good Good Good Outstanding Good 


Sacriston Medical Centre 15/03/2016 10/05/2016 Good Good Good Good Outstanding Good Good for 5 areas and rated 
'Outstanding' for 'older people'


Cestria Health Centre 10/11/2016 27/02/2017 Outstanding Good Outstanding Good Good Outstanding
Good for 4 areas and outstanding 
for 'Older people' and 'People with 


long term conditions'


Durham Constituency
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CQC primary care medical inspections  
 


 
 
 


 
 
 
 
 
 


 
 


 


Date of inspection visit Date of publication Overall rating for this service Are services safe? Are services effective? Are services caring? Are services responsive 
to people's needs?


Are services well-
led?


CQC Inspections and ratings of 
specific services


Annfield Plain Surgery 15/12/2015 28/01/2016 Good Good Good Good Good Good Good 


Browney House Surgery 06/12/2016 25/01/2017 Good Good Good Good Good Good Good 


Cedars Medical Group 25/08/2015 15/10/2015 Good Good Good Good Good Good Good 


Craghead Medical Practice 01/12/2015 07/01/2016 Good Good Good Good Good Good Good 


Dr Lambert & NG (West Road and Lousia 
Surgeries) 22/12/2015 04/02/2016


Good
Good Good Good Good Good Good 


The Haven Surgery 03/11/2015 24/12/2015 Good Good Good Good Good Good Good 


Lanchester Medical Centre 08/09/2015 12/11/2015 Good Good Good Good Good Good Good 


Leadgate Medical Centre 02/02/2016 22/03/2016 Good Good Good Good Outstanding Good 
Good for 5 areas and rated 


'Outstanding' for 'people with long 
term conditions'


Tanfield View Medical Group 19/01/2016 18/02/2016 Good Good Good Good Good Good Good 


Consett MC 07/06/2016 01/07/2016 Good Good Good Good Good Good Good 


Dipton Surgery 16/06/2016 25/07/2016 Good Good Good Good Good Good Good 


Oakfields Health Centre 15/06/2016 21/07/2016 Good Good Good Good Good Good Good 


Queens Road Surgery 22/04/2016 24/05/2016 Good Good Good Good Good Good Good 


Stanley Medical Centre 19/10/2016 16/01/2017 Outstanding Good Good Good Outstanding Outstanding


Good for 4 areas and rated 
'Outstanding' for 'people with long 
term conditions' and 'working age 
people (including those recently 


retired and students)'


Derwentside Constituency
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CQC primary care medical inspections  
 


 
 
 


 
 
 
 
 
 


 
 


 


Date of inspection visit Date of publication Overall rating for this service Are services safe? Are services effective? Are services caring? Are services responsive 
to people's needs?


Are services well-
led?


CQC Inspections and ratings of 
specific services


THE WEARDALE PRACTICE 25/08/16 updated 02/09/16 06/04/2017 Good Good Good Good Good Good Good 


BARNARD CASTLE SURGERY 10/05/2016 21/07/2016 Good Good Good Good Good Good Good 


GAINFORD SURGERY 21/10/2015 21/12/2015 Good Good Good Outstanding Good Good Good 


WOODVIEW MEDICAL PRACTICE  28/07/2016 updated 01/08/16 20/02/2017 Good Good Good Good Good Good Good


BISHOPGATE MEDICAL CENTRE 30/11/2015 11/05/2016 Good Good Good Outstanding Good Good Good


STATION VIEW MEDICAL CENTRE 18/08/2016 07/12/2016 Good Good Good Good Good Good Good


EVENWOOD MEDICAL PRACTICE 30/11/2016 03/03/2017 Good Good Good Outstanding Good Good Good 


NORTH HOUSE SURGERY 17/02/2017 28/03/2017 Good Requires improvement Good Good Good Good Good 


OLD FORGE SURGERY 22/09/2016 28/03/2017 Good Good Good Good Good Good Good


WILLINGTON MEDICAL GROUP 27/06/2016 15/12/2016 Good Good Good Good Good Good Good


PINFOLD MEDICAL PRACTICE 23/06/2016 25/08/2016 Good Good Good Outstanding Good Good Good


AUCKLAND MEDICAL GROUP No inspection to date No inspection to date N/A N/A N/A N/A N/A N/A N/A


Durham Dales Locality
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CQC primary care medical inspections  
 


 
 
 


 
 
 
 
 
 


 
 


 


Date of inspection visit Date of publication Overall rating for this service Are services safe? Are services effective? Are services caring? Are services responsive 
to people's needs?


Are services well-
led?


CQC Inspections and ratings of 
specific services


SKERNE MEDICAL GROUP 11/07/2016 26/09/2016 Good Requires improvement Good Good Good Good Good 


ST ANDREW'S MEDICAL PRACTICE 28/06/2016 28/11/2016 Good Good Good Good Good Good Good


JUBILEE MEDICAL GROUP 27/07/2016 19/09/2016 Good Good Good Good Good Good Good 


PEASE WAY MEDICAL CENTRE 20/07/2016 19/09/2016
Good


Good Good Good Good Good Good 


HALLGARTH SURGERY 18/11/2015 25/02/2016 Good Good Good Good Good Good 
Good for 5 areas and oustanding 


for 'People with Long Term 
Conditions'


WEST CORNFORTH MEDICAL CENTRE 27/05/2016 17/08/2016 Good Good Good Good Good Good Good 


OXFORD ROAD MEDICAL PRACTICE 22/09/2015 24/12/2015 Good Good Good Good Good Good Good


FERRYHILL AND CHILTON MEDICAL PRACTICE 12/09/2016 02/02/2017 Good Good Good Good Good Good Good


BISHOPS CLOSE MEDICAL PRACTICE 04/11/2015 24/12/2015 Good Good Good Good Good Good Good 


BEWICK CRESCENT SURGERY 10/09/2015 19/11/2015 Good Good Good Good Good Good Good 


Sedgefield Locality
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CQC primary care medical inspections  
 


 
 
 


 
 
 
 
 
 


 
 


 


Date of inspection visit Date of publication Overall rating for this service Are services safe? Are services effective? Are services caring? Are services responsive 
to people's needs?


Are services well-
led?


CQC Inspections and ratings of 
specific services


HORDEN GROUP PRACTICE No inspection to date N/A N/A N/A N/A N/A N/A N/A N/A


AVENUE FAMILY PRACTICE 04/07/2016 21/09/2016 Good Good Good Good Good Good Good


SILVERDALE FAMILY PRACTICE 12/08/2015 07/01/2016 Good Good Good Good Outstanding Good
Good for 5 areas and oustanding 


for 'People with Long Term 
Conditions'


STATION ROAD SURGERY 14/12/2015 25/02/2016 Requires improvement Good Good Good Good Good Good


INTRAHEALTH AT HEALTHWORKS No inspection to date N/A N/A N/A N/A N/A N/A N/A N/A


WINGATE MEDICAL PRACTICE INTRAHEALTH 20/07/2016 16/09/2016 Good Good Good Good Good Good Good


SOUTHDENE MEDICAL CENTRE 24/11/2016 28/02/2017 Outstanding Outstanding Outstanding Good Good Outstanding Outstanding


PHOENIX MEDICAL GROUP 02/02/2016 13/04/2016 Good Requires improvement Good Good Good Good Good


SHOTTON MEDICAL PRACTICE 22/07/2016 26/09/2016 Good Good Good Good Good Good Good


SHINWELL MEDICAL GROUP 18/01/2017 15/03/2017 Outstanding Good Good Good Outstanding Outstanding Outstanding


DENESIDE MEDICAL CENTRE 27/042017 25/05/2017 Good Good Good Good Good Good Good


WILLIAM BROWN CENTRE 03/11/2016 01/03/2017 Good Good Good Good Good Good Good


MARLBOROUGH SURGERY 16/02/2016 08/04/2016 Good Good Good Good Good Good Good


MURTON MEDICAL CENTRE 17/11/2016 26/01/2017 Good Good Good Good Good Good Good


BLACKHALL AND PETERLEE PRACTICE 09/11/2016 06/01/2017 N/A N/A N/A N/A N/A N/A N/A


NEW SEAHAM MEDICAL GROUP 19/01/2016 17/03/2016 Good Good Good Good Good Good Good


Easington Locality
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Primary care  operating model   


 
· GP Forward View - ND and DDES CCGs have completed a number of submissions to NHS England 


stating their current delivery against the requirements of the GP Forward View.  
 
· International Recruitment -  NHS England national team have approved the North East Model. The 


North East will therefore be one of the sites being taken forward during Phase 2 roll out alongside 
Birmingham/Solihull and Kent/Medway.  
 


· Care Navigation - The County Durham Community Education Provider Network have agreed to 
progress with the West Wakefield Model of training. Engagement work will begin in November 2017 
with the aim for training to start in February/March 2018.  
 


· Federated employed GP’s - This scheme will commence in October 2017. It is aimed towards newly 
qualified GP’s, GP’s currently not working in County Durham and GP’s who only do locum work.  
 


· Primary Care Home - all Primary Care Home’s are now in place across DDES CCG and are aligned to 
the same populations and practices as Teams around Patients (TAPs). Each Primary Care Home has 
a lead GP. The practices have individual practice meetings, meetings with the other practices and 
appropriate staff within their TAPs and also at a locality level to discuss an issues, share best practice 
and identify and barriers. 
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Patient safety 
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Safeguard Incidents & Risk Management System (SIRMS) – GP practice reports per 
1000 list size (North East and Cumbria) 
North Durham 
• The North Durham GP practice reporting rate decreased in quarter 2, 2017/18 with 135 incident reports in 


period July to September 2017 compared to 210 incidents in quarter 1.   
• North Durham GP practices were the fifth highest reporting CCG area across the North East and Cumbria 


in quarter 2 with a reporting rate of 0.53 for the quarter however this is below the regional mean of 0.63.  
• As a comparison 2016/17 reporting average for quarter 2 was 0.68 incidents per 1000 list. 
 


DDES 
• The DDES GP practice reporting rate slightly decreased in quarter 2, 2017/18 with 199 incident reports 


being entered on to SIRMS during period July to September 2017 compared to 228 incidents in quarter 1.   
• DDES GP practices were the third highest reporting CCG area across the North East and Cumbria in 


quarter 2 with a reporting rate of 0.68 for the quarter which is above the regional mean of 0.63 but lower 
that the DDES average reporting rate for the same period the previous year per 1000 list which was 1.07.  
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• The NECS Clinical Quality Team provide individual incident feedback for all incidents reported by 
general practice in relation to other organisations, directly back to the member of general practice staff  
who logged the incident on SIRMS. 


SIRMS – Durham by GP practice 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


• Coxhoe, Cheveley Park and Denholm House have reported more incidents per 1000 list size than other 
GP practices within Durham constituency during quarter 2, 2017/18.  


• Five Durham constituency practices did not report any incidents on SIRMS during quarter 2. 
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SIRMS – Chester le Street by GP practice 
 
 
 
 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
• Great Lumley Surgery have reported more incidents per 1000 list size than other GP practices within the 


Chester le Street constituency during quarter 2 of 2017/18.  
• One Chester le Street constituency practice did not report any incidents on SIRMS during quarter 2 of 


2017/18. 
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SIRMS – Derwentside by GP practice 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


• Dipton Surgery and Tanfield View practice reported more incidents per 1000 list size on SIRMS than 
other Derwentside constituency practices during quarter 2 2017/18.   


• Six practices did not report any incidents on SIRMS during quarter 2 2017/18. 
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SIRMS – Durham Dales by GP practice 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


• Old Forge and The Weardale Practice reported more incidents per 1000 list size on SIRMS than 
other Durham Dales practices during quarter 2, 2017/18.   


• Three practices did not report any incidents on SIRMS during quarter 2, 2017/18. 
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SIRMS – Easington by GP practice 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


• Wingate, Southdene and Shotton Medical Practices reported more incidents per 1000 list size on 
SIRMS than other Easington practices during quarter 2, 2017/18.   


• Five practices did not report any incidents on SIRMS during quarter 2, 2017/18. 
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SIRMS – Sedgefield by GP practice 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 


• Bishops Close and Bewick Crescent  reported more incidents per 1000 list size on SIRMS than other 
Sedgefield practices during quarter 2, 2017/18.   


• Three practices did not report any incidents on SIRMS during quarter 2, 2017/18. 
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SIRMS – North Durham Practice incidents Q2 2017/18 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


• There were 17 incidents reported by general practices about their own practice incidents in quarter 2;  7 
incidents were reported by Durham practices, 5 in Derwentside constituency and 5 reported by practices 
in Chester le Street constituency. 
 


• There remains scope for improvement as reporting levels about own practice incidents remains low. 
Reporting, management and learning from own practice incidents is a CQC requirement. 
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SIRMS – DDES Practice incidents Q2 2017/18 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


• There were 53 incidents reported by general practices in DDES about their own practice incidents in 
quarter 2;  17 incidents were reported by Durham Dales practices, 10 by practices in the Easington 
locality and 26 reported by practices across Sedgefield. 
 


• There remains scope for improvement as reporting levels about own practice incidents remains low. 
Reporting, management and learning from own practice incidents is a CQC requirement. 
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Medication safety 
 


• Developing a revised pathway and shared care for subcutaneous methotrexate. 


 


• Initial action plan for reducing Gram negative blood stream infections, through working with  secondary 
care colleagues, Infection Control Teams and Medicines Optimisation. 


 


• Collaborative working with acute trusts and palliative care leads  to produce prescribing memos with 
regard to the  morphine supply issue. 


 


• Specialised Medicines Optimisation  advice service specifications and procurements. 


 


• Stoma prescribing guidelines produced and all prescribing clerks offered training to manage requests for 
stoma related prescriptions. 


 


• The Medicines Optimisation Team have responded to a number of patient queries with regard to the 
availability of items on prescription, and prescribing decisions. 
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Clinical effectiveness 
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North Durham - Rapid Specialist Opinion (RSO)   
• The aim of this service is to ensure patients are receiving the most appropriate treatment for their 


condition in the most appropriate place.   
 
• Based on current data (50 weeks of the scheme) 9.76% of the referrals triaged have been returned to 


practices. With the advice that the agreed clinical guidelines suggest that the most appropriate care 
would be within the primary care setting.  


 
• Referrals data shows an actual reduction in referrals of 13.21% over the first three months to June 


2017. 
 
• Feedback from ND CCG’s main provider CDDFT has been positive and they are seeing benefits, in 


particular when they receive the referrals all documentation is attached to the referral where previously 
they would often have to chase referral letters and documentation.   


 
• CDDFT have not seen any adverse impact on Referral to Treatment times and have requested that the 


CCG includes Colorectal in RSO.  Clinical Support Information (CSI) guidelines are being worked on 
which will allow colorectal to be include in RSO. 


 
• Consultants using the CSI guidance to review the referrals have commented on the high quality of the 


clinical guidelines which have been agreed locally with GPs, hospital consultants and many other 
relevant practitioners. 


 
• Patients can refuse to have their referral processed through the RSO, GP practices are asked to inform 


the CCG when this happens. 
 
• One practice has opted not to use RSO. 
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Clinical Support Information (CSI) 
 


• Following the implementation of RSO the way in which CSI usage is used has been reviewed, and is 
now being looked at alongside RSO usage and GP Referrals by practice. 


 
• CSI usage has increased in North Durham following the implementation of RSO in October 2016. 
 


 
 
 
 
 
 
 
 
 


 
• Guidelines continue to be reviewed and updated. 
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Patient Experience 
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North Durham – Friends and Family Test (FFT) results 
 
 
 
 
 
 
 
 
 
 
 
 
• FFT is a contractual requirement, the FFT must be made available to patients and data submitted to NHS 


England each month through the Calculating Quality Reporting Service.  
 
• The number of ND CCG GP Practices that are shown to have submitted no data in May/June 2017 was 16 


Practices and in July/August 2017 there were 17 Practices which had no data. 
 
• The total responses increased between May/June 2017 to July/August 2017, with an increase of 344 


responses (May/June – 251 responses, July/August – 595 responses). 
 
 


 
 


Practice list size (March 17) Total responses
Percentage 


recommended
Percentage not 
recommended


Total 
responses


Percentage 
recommended


Percentage not 
recommended


Total responses
Percentage 


recommended
Percentage not 
recommended


Total responses
Percentage 


recommended
Percentage not 
recommended


Total responses
Percentage 


recommended
Percentage not 
recommended


Total responses
Percentage 


recommended
Percentage not 
recommended


Total responses 
Percentage 


recommended
Percentage not 
recommended


Total responses
Percentage 


recommended
Percentage not 
recommended


England 89% 6% 89% 6% 89% 6% 89% 6%  89% 6%  89% 6% 89% 6% 89% 6%
NHS North East & Cumbria 91% 4% 91% 5% 89% 5% 89% 6%  89% 6%  89% 5% 89% 6% 88% 6%
North Durham CCG 338 88% 4% 374 90% 5% 203 87% 5% 92 84% 10% 161 94% 3% 90 89% 6% 116 81% 8% 479 77% 15%
DDES CCG 192 96% 1% 262 89% 7% 224 86% 6% 139 92% 3% 280 83% 9% 138 93% 3% 339 81% 11% 597 71% 17%
Durham Constituency
Belmont & Sherburn Medical Group 7304 23 96% 0% 23 83% 9% 25 92% 8% 23 100% 0% 240 63% 25%
Bowburn Medical Centre 3989 34 100% 0% 24 100% 0% 46 98% 0% 109 94% 1%
Brandon Lane Surgery 2462 20 100% 0% 22 91% 5% 27 89% 4% 11 100% 0% 6 100% 0% 4 * * 7 86% 0% 13 92% 0%
Chastleton Medical Group 11566 6 100% 0% 0 * * 4 * * 3 * * 1 * * 0 N/A N/A 3 * * 3 * *
Cheveley Park Medical Practice 3984 17 71% 6% 0 * * 0 N/A N/A 0 N/A N/A 0 N/A N/A 0 N/A N/A
Claypath & University Medical Group 28348 197 95% 1% 92 96% 1% 5 100% 0 17 100% 0 2 * * 2 * *
Coxhoe Medical Practice 6303 0 N/A N/A 2 * * 0 N/A N/A 0 N/A N/A 0 N/A N/A 0 N/A N/A 0 N/A N/A
Dunelm Medical Group 12112 11 100% 0% 39 82% 8% 27 85% 7%
The Medical Group 23917 12 75% 8% 8 100% 0% 6 67% 17% 4 * * 0 N/A N/A
West Rainton Medical Practice 5750 14 79% 21%
Chester Le Street Constituency   
Bridge End Surgery 8733 11 91% 9% 8 75% 25% 6 67% 33% 0 N/A N/A 4 * *
Cestria Health Centre 11957 37 81% 11% 35 77% 6% 1 * * 1 * * 5 60% 40%
Great Lumley Surgery 4886 2 * * 1 * * 3 * * 4 * * 2 * * 1 * * 0 N/A N/A
Middle Chare Medical Group 9903 28 82% 11% 15 60% 20% 13 77% 0% 2 * * 2 * * 12 92% 8% 6 83% 17% 3 * *
Middle Chare (Gardiner Cresent Surgery) 2037 8 63% 13% 4 * * 5 60% 20% 5 100% 0% 1 * * 3 * * 11 73% 0%
Pelton Fellrose 8731 10 40% 30% 18 61% 22% 14 71% 14% 5 100% 0% 6 33% 17% 15 60% 20% 7 43% 29% 7 57% 29%
Sacriston Medical Centre 9962 4 * * 9 89% 11% 2 * * 5 80% 0% 1 * * 1 * * 10 80% 0% 6 83% 17%
Derwentside Constituency
Annfield Plain Surgery 3470 0 N/A N/A 58 98% 2% 18 100% 0% 40 100% 5
Browney House Surgery 2689 24 100% 0% 23 100% 0% 19 100% 0% 11 100% 0% 9 100% 0% 15 93% 7%
Cedars Medical Group 5650
Consett Medical Centre 19223 10 30% 30% 1 * * 4 * * 8 63% 38% 3 * * 1 * * 2 * * 1 * *
Craghead Medical Practice 2455 No data No data 0 N/A N/A 4 * * 1 * * 0 N/A N/A
Dipton Surgery 2733 0 N/A N/A 1 * * 0 * * 0  N/A N/A 0 N/A N/A 0 N/A N/A
West Road Surgery 5110 5 100% 0% 25 96% 4% 4 * * 6 100% 0% 6 1 0
Leadgate Surgery 5782 9 78% 0% 3 * * 0 N/A N/A 3 * * 8 100% 0% 5 100% 0% 2 * *
Oakfields Health Centre 4320 0 N/A N/A 0 N/A N/A 2 * * 1 * * 1 * * 1 * * 2 * * 1 * *
Lanchester Medical Centre 4064 4 * * 4 * * 0 N/A N/A 0 N/A N/A
Queens Road Surgery 13173 0 * * 4 * * 6 100% 0%
Stanley Medical Centre 11257 2 * * 2 * * 0 N/A N/A 1 * * 0 N/A N/A 3 * * 0 N/A N/A 0 N/A N/A
Tanfield View Medical Group 11452 1 * * 3 * * 0 N/A N/A
The Haven Surgery 1653 0 N/A N/A 2 * * 0 N/A N/A 0 N/A N/A 0 N/A N/A


No data


No data
No data


No data


No data


No data
No data


No data
No data


 No data
No data
No data


No data


No data


No data


No data


No data


No data


No data


No data


No data
No data


No data


No data


No data


No data


No dataNo data


No data
No data
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No data
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June 2017
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North Durham - FFT results 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 


• In July and August 2017/18 ND CCG were below the national average for the monthly percentage of 
patients that would recommend their GP practice at 81% and 77%.  Most recent published data 
demonstrates out of 595 responses: 
 


• The percentage of patients that would recommend their GP practice in ND CCG in July was 81% and in 
August was 77% (national average 89%). 
 


• The percentage of patients of ND CCG GP practices that would not recommend their practice in July was 
8% and in August was 15% (national average 6%). 
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DDES - FFT results 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
• The number of DDES CCG GP Practices that are shown to have submitted no data in May/June 2017 was 


19 Practices and in July/August 2017 there were 20 practices which had no data. 
 
• The total responses increased between May/June 2017 to July/August 2017, with an increase of 518 


responses (May/June – 418 responses, July/August – 936 responses). 
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DDES - FFT results 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
• In July and August 2017/18 DDES CCG were below the national average for the monthly percentage of 


patients that would recommend their GP practice at 81% and 71%.  Most recent published data 
demonstrates out of 936 responses: 


 


• The percentage of patients that would recommend their GP practice in DDES CCG in July was 81% 
and in August was 71% (national average 89%). 


 


• The percentage of patients of DDES CCG GP practices that would not recommend their practice in July 
was 11% and in August was 17% (national average 6%). 
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Patient, Public and Carer Engagement - North Durham  and Durham Dales, Easington 
and Sedgefield 
· Undertaken a County wide piece of targeted engagement work in partnership with Healthwatch County 


Durham regarding Stroke services and the support received post discharge. The information for this 
piece of engagement work is being collated by Healthwatch and will be sharing their report with the 
CCGs in due course.  


 
· Across County Durham and Darlington engagement was undertaken in relation to the re-procurement of 


the Community services contract. This engagement targeted patients who are in receipt of Community 
services currently, staff working in community services as well as GPs and Practice nurses. This work 
also used the opportunity to gather views on the effective working between these various teams in 
relation to the development of TAPs.  
 


· Engaged with patients in conjunction with CDDFT in order to look at maximising the use of the estates 
and space available. This is currently centred on the need to consider relocating a limited number of 
services (podiatry reviews) into other existing NHS properties nearby.  


 
· Delivered an open session with young people in conjunction with Investing in Children to look at and 


discuss use of social media and how CCGS can reach and connect with audiences using these 
methods.  
 


· All members of the CCG Engagement teams across County Durham took part in a bespoke gypsy, 
romany travellers awareness session in relation to the culture, history and health inequalities for these 
communities. The session was delivered by members of the specific health team working with these 
communities across the county. 
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Patient, Public and Carer Engagement  


· The first DDES Patient Reference Group (PRG) ‘in common’ took place in July at Hardwick Hall where 
the three locality PRG members met to hear three presentations on Plan for Life, TAPS, Primary Care 
Home (PCH). 
 


· The three PRGs in the DDES area – Easington, Sedgefield and Durham Dales met on a monthly basis 
and were involved in the discussions around engagement activity for stroke, community contracts and 
Commissioning Priorities Public Engagement Event. They also heard presentations around Help to 
Health and medicines optimisation. 
 


· The Patient, Public and Carer Engagement Committee continue to meet and hold ND CCG to account in 
terms of engagement activity. Topics covered included discussions in relation to the implementation of 
the new extended access to primary care in North Durham, an update on the developments in relation to 
TAPS. 


 
· The North Durham PRG meets on a monthly basis, ND CCG are represented and have a dedicated slot 


for CCG business. Patient issues highlighted include audiology services, patient transport providers, 
identification of vulnerable children and the review of RSO. Members of the group also attended a 
Protected Learning Time event to connect directly with staff from practices who are not currently 
represented.  
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Introduction  


This report is provided by Health Education England (HEE) working across the North East to 
help CCGs understand the primary care workforce within their area.  It is based on information 
extracted from the HEE primary care workforce tool, and therefore, like all reports of this nature, 
the quality and the detail included in the graphs is as good as the information supplied by 
participating practices. However, much work has been done by practices and CCGs to provide 
a data return that is of ever increasing quality. 
  
As we received very positive feedback on the first iteration of this report, we have made 
improvements to this report with the aim that it, and subsequent reports, will provide the wider 
health and care system (CCGs, Community Education Provider Networks, GP Federations, 
NHS ALBs etc.) with a reliable data set. From which we can create these reports with the aim to 
create insight into and understanding of the workforce within primary care. It provides potential 
challenges and risks may occur in the future, which at the same time, will enable fruitful (system 
wide discussions) on the opportunities to meet those workforce challenges.   
 
The report is not meant to be the final product, it is meant to provide a catalyst for the 
conversation on what do we need to do next.  Clearly one of the key challenges is moving from 
the current signup and usage of the primary care workforce tool (currently at 73%) to as close to 
100% by continuing to develop and grow the use of the tool.  Having a robust and up to date 
understanding of the primary care workforce is the first step in directing dedicated investment to 
mitigate the risks and challenges identified by the system, based on the findings reported here.  
 
This report forms the second step of what we feel is a meaningful journey into understanding 
capacity and capability to deliver primary care in our locality. We would like to thank those that 
have already worked with us to get us thus far, and would like to encourage all readers to 
engage with the contents of this report and provide comments and or feedback where 
appropriate.  
 
Finally, if you read this and haven't been part of this journey and would like to be, we'd 
encourage you to get in touch with us as soon as possible. It is only by collaborating on 
initiatives such as this that we get closer to understanding the challenges and opportunities 
within primary care to help design a more sustainable future together. 
 


Report Background  


This report provides a summary (by staff group), of the current primary care workforce (as at 
30th of June 2017) a forecast of who may leave (retirements, moving outside primary care and 
the NHS) and who may join (potential employees). The data contained within this report has 
been collected via the Health Education England (HEE) Primary Care Workforce Tool.  
 
The aim of the HEE data collection is to get better intelligence about staff employed in General 
Practices and to explore the capacity and capability to deliver high quality services for patients. 
This data collection process is the practices opportunity to affect future workforce structure and 
quality as well as a possibility to develop current staff. 
 
Throughout the report there are references to the following staff groups, these staff groups are 
made up of the following job roles;  
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General Practice (GP) 
 GP Partner  
 GP Salaried  
 Long Term Locums (>3 months) 
 GP Foundation Registrar - Years 1 & 2 
 GP Foundation Registrar - Years 3 & 4 


 
Nursing  


 Practice Nurse 
 Advanced Practice Nurse 
 Specialist Nurse Practitioner  
 New Practice Nurse 


 
Direct Patient Care 


 Healthcare Assistant  
 Dispenser 
 Pharmacist 
 Phlebotomist  
 Podiatrist  
 Other 


 
Apprentices  


 Admin and Clerical Apprentice  
 Healthcare Apprentice  
 AHP Apprentice 


 
Admin and Estates  


 Admin and Clerical  
 Medical Secretary  
 Practice Manager 
 Practice Management  
 Reception Staff 
 Telephonist  
 Other Practice Staff 


 
This report has been built using individual staff level data, this allows the greatest degree of 
accuracy and allows us to drill deeper into the data. The following areas have been used within 
the report.  
 


 Practice Name – The name of the practice  
 Practice Code – The A or Y Code that is used to identify the practice  
 Branch Post Code – Some practices have more than one branch, hence why we use 


individual branch post code. Using the branch postcode allows us to drill deeper on 
mapping visualisations.  


 Staff ID – This is a system generated measure that automatically assigns each staff 
record with a five digit code. 


 Staff Groups - Staff Group is a defined grouping of related job roles 
 Job Roles - Job Role is a generic description of the role associated with a position 
 Gender – Used to define whether a member of staff is male or female  
 Date of Birth – Used to calculate the staff members age in years and months  
 Source of recruitment – The destination a staff member came from when they began 


their new substantive post.  
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 Date Joined – the date the staff member started at the practice. 
 Contracted Working Hours – the number of hours that staff in the following staff groups 


are contracted to work per week 
o Nursing  
o Direct Patient Care  
o Admin and Clerical  
o Apprentices 


 Clinical Sessions worked per week  - The number of clinical sessions anyone within 
the General Practice (GP) staff group is contracted to work per week. 


 Type of Contract  - Permanent, fixed term or locum  
 
For staff who have terminated their employment  
 


 Date of leaving – The exact date that the staff member left the practice  
 Reason for leaving – The reason the staff member left the practice, for example; 


retirement, ill health, promotion etc  
 Destination on leaving – The destination of the staff member following the termination 


of their employment, for example; NHS organisation, General practice, private sector etc.  


Data Quality  


Missing data items and data quality checks  


Although the aim of the data collection is to achieve a one hundred percent compliance rating 
there are a number of areas where key workforce data items / metrics are missing. Highlighted 
below are the practices where the necessary data required to produce the reports has not been 
entered into the HEE Primary Care Workforce Tool.  
 
The Primary Care Helpdesk Team at HEE work with practices who are identified as missing key 
data items on an ongoing basis. The helpdesk team in conjunction with NHS Digital (NHSD) 
formally the Health and Social Care Information Centre (HSCIC), run data quality reports (DQR) 
on a quarterly basis. The DQRs look at specific data items such as, Contracted Hours is not 
less than 10 or greater than 75, Checks Reason for Leaving is in list of Valid Categories and 
Checks subject's age is not less than 14 or greater than 90.  
 
The HEE Primary Care Workforce Tool has inbuilt validations such as limiting the job roles to 
those permitted within the National Workforce Minimum Data Set (nWMDs), numbers are 
entered for numeric fields with range limits set which reduces data input errors. 
 


Practices identified with missing key data items 


Nothing identified within the June 2017 submission.  
 


Getting your practice to diamond standard  


In order to gather the most robust data sets that will allow us to produce reports with even more 
detail and depth, it is a recommended that practices achieve a diamond BRAGD status. To 
achieve a diamond status a practice is required to fully complete / populate the following areas 
for staff in all of the five staff groups 
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  Qualifications – Select the qualifications held by each staff member, the list includes 
most generic medical and non-medical specialist qualifications that are relevant to 
general practice. If a particular qualification does not appear in this list the practice can 
request that it be added.  


 GPs with Special Interests (GPwSI) Accredited – Select any accredited special 
interests in the list for all staff members within the GP staff group. Note – within the next 
update of the Primary Care Workforce Tool a non-accredited GPwSI tab will be 
introduced.  


 Specialist Nursing Qualifications – Select any additional higher nursing qualifications 
in the list for all staff members within the Nursing staff group.  


 Mentor Qualifications – Select any mentor qualifications in the list for all staff members 
within the Nursing staff group.  


 Nursing Specialist Areas - Select any additional specialist nursing qualifications and 
the level of the qualification in the list for all staff members within the Nursing staff group. 
Note – this section will directly feed into our Continuous Workforce Development (CWD) 
team.  


 
 Absence – recording individual instances of staff absence and the reason for the 


absence. Providing this information will allow us to provide CCGs with detailed sickness 
absence rates which can be compared against a north east average. 


 Vacancies – recording individual vacancies and the available FTE, ensuring that all filled 
vacancies are closed on the system in a timely manner.  


 Workforce baseline – recording the baseline FTE demand for each job role within each 
staff group. Providing this information will allow us to calculate the variance between staff 
in post and current staffing demand. 


 


April - June 2017 BRAGD 


Our records (as of the 30/06/2017) indicate that there are 38 practices in your CCG and a 
summary of progress is shown below1. 
 


 
Application Usage and Compliance Status – By practice 


   


Submission Made  


 
Practice 
Code 


Practice Name 
Logged 
into the 
Tool 


Dec-
16 


Mar-
17 


Jun 
-17 


Currently 
Compliant 


A83021 Auckland Medical Group  Yes Yes Yes Yes Yes 


A83004 Avenue Family Practice  Yes Yes Yes Yes Yes 


A83046 Barnard Castle Surgery Yes No Yes Yes Yes 


A83037 Bewick Crescent Surgery Yes No Yes Yes Yes 


A83052 Bishop's Close Medical Practice Yes Yes Yes Yes Yes 


                                            
1
    R (active account – not used system), A1 (no data entered) A2 (some data – no submission) A3 (submitted – 


validation errors) G (submitted – compliant) D (compliant – fully verified data)   


G DCCG Area B R A1 A2 A3


38 0Durham Dales, Easington and Sedgefield CCG


38 Practices 0 0 0 0 0
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Submission Made  


 
Practice 
Code 


Practice Name 
Logged 
into the 
Tool 


Dec-
16 


Mar-
17 


Jun 
-17 


Currently 
Compliant 


A83025 Bishopgate Medical Centre Yes No Yes Yes Yes 


A83007 
Blackhall & Peterlee Practice (Dr 
Armstrong & Partners) 


Yes No Yes Yes Yes 


A83042 
Carodoc Surgery (Dr Fairlamb & Partners 
) 


Yes No Yes Yes Yes 


A83075 Deneside Medical Centre Dr Chealikani Yes Yes Yes Yes Yes 


A83626 Evenwood Surgery Yes No Yes Yes Yes 


A83045 
Ferryhill and Chilton Medical Practice 
(Fhill) 


Yes Yes Yes Yes Yes 


A83061 Gainford Surgery Yes Yes Yes Yes Yes 


A83008 Hallgarth Surgery (Intrahealth) Yes Yes Yes Yes Yes 


A83044 Horden Group Practice Yes Yes Yes Yes Yes 


A83634 Intrahealth @ West Cornforth Yes Yes Yes Yes Yes 


A83610 Intrahealth @ Wingate Yes Yes Yes Yes Yes 


A83012 Intrahealth William Brown Centre  Yes Yes Yes Yes Yes 


A83066 Jubilee Medical Group   Yes No Yes Yes Yes 


A83051 Marlborough Practice Yes Yes Yes Yes Yes 


A83041 Murton Medical Group   Yes Yes Yes Yes Yes 


A83071 New Seaham Medical Centre Yes Yes Yes Yes Yes 


A83020 North House Surgery Yes Yes Yes Yes Yes 


A83043 Old Forge Surgery   Yes Yes Yes Yes Yes 


A83603 Oxford Road Surgery Yes Yes Yes Yes Yes 


A83074 Peaseway Medical Centre Yes Yes Yes Yes Yes 


A83017 Phoenix Med Group (Wheatley Hill) Yes No Yes Yes Yes 


A83060 Pinfold Medical Practice Yes Yes Yes Yes Yes 


A83057 Shinwell Medical Group Yes Yes Yes Yes Yes 


A83616 
Shotton Medical Practice (Dr 
Ramakrishna) 


Yes No Yes Yes Yes 


A83627 Silverdale Family Practice  Yes Yes Yes Yes Yes 


A83054 
Skerne Medical Group  (DR Jones & 
Partners) 


Yes No Yes Yes Yes 


A83619 Southdene Medical Centre Yes Yes Yes Yes Yes 


A83001 
St Andrew's Medical Practice Sensier 
House 


Yes No Yes Yes Yes 


A83019 
Station Road Surgery Dr Rushi 
Mudalagiri 


Yes No Yes Yes Yes 


A83015 Station View Medical Centre Yes Yes Yes Yes Yes 


A83035 The Weardale Practice Yes Yes Yes Yes Yes 


A83003 Willington Medical Group Yes Yes Yes Yes Yes 


A83032 
Woodview Medical Practice (Cockfield 
Surgery) 


Yes Yes Yes Yes Yes 
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Number of staff by staff group total for CCG – Headcount / FTE 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Breakdown of Headcount and FTE by staff group 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Headcount FTE 


Headcount Headcount 


FTE 
FTE 
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Number of staff per practice by staff group 


The below graph shows the total number of staff employed at each practice, the graph has been 
broken down by staff group.  
 
The graph has been constructed using the headcount of all staff that were employed at each 
practice as at the 30th of June 2017.  
 
The data shows;  
 


 The average number of GPs working in each practice is 5.1 
 The average number of Nurses working in each practice is 4.8 
 The average number of Direct Patient Care (non GP / nurses) working in each practice is 


3.0 
 The average total number of staff working in each practice is 26.2 
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Number of staff by practice as a % of total by staff group 


The below graph shows the total number of staff employed at each practice by staff group 
shown as a percentage of the total practice workforce.  
 
The data shows;  
 


 The highest percentage of GPs in one practice is 41.67%  
 The lowest percentage of GPs in one practice is 5.88% 
 57.8% of practices have a higher percentage of GP staff compared to nursing staff 
 39.4% of practices have a higher percentage of Nursing staff compared to GP staff 
 13.1% of practices have a higher percentage of direct patient care staff compared to 


nursing staff. 
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Number of staff per practice as a % of total by staff group (GP, ANP, nursing 
and HCAs excluding admin and clerical) 


The below graph shows the total number of staff employed at each practice by staff group 
shown as a percentage of the total practice workforce.  
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Number of staff per practice as a % of total by staff group (GP, ANP, nursing 
only) 


The below graph shows the total number of staff employed at each practice by staff group 
shown as a percentage of the total practice workforce.  
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Age profile by practice, by age and by gender 


The below graph shows the breakdown of the total staffing profile by age in years, the graph is 
then split further showing the Male / Female split by colour.  
 
The data shows;  
 


 86.56% of staff employed are female  
 13.44% of staff employed are male  
 35.81% of staff are aged 45 – 55 
 15.85% of staff are aged 56 - 60 
 6.22% of staff are aged 61 – 66 
 1.60% of staff  are aged over 67 
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Age profile by practice, by age and by gender (GP only) 


The below graph shows the breakdown of the total GP staffing profile by age in years, the graph 
is then split further showing the Male / Female split by colour. 
 
The data shows;  
 


 48.45% of staff employed are female  
 51.54% of staff employed are male  
 29.90% of staff are aged 45 – 55 
 13.92% of staff are aged 56 - 60 
 6.70% of staff are aged 61 – 66 
 2.58% of staff  are aged over 67 
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Age profile by practice, by age and by gender (Nurses only) 


The below graph shows the breakdown of the total nursing staffing profile by age in years, the 
graph is then split further showing the Male / Female split by colour. 
 
The data shows;  
 


 96.17% of staff employed are female  
 3.83% of staff employed are male  
 45.90% of staff are aged 45 – 55 
 15.85% of staff are aged 56 - 60 
 2.73% of staff are aged 61 – 66 
 1.09% of staff  are aged over 67 
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Patients per 1 FTE and Headcount (GP only) 


The below graphs show the total number of patients there are per one full time equivalent (FTE) 
and the number by one headcount. 
 
The charts have been created by calculating the total patient list size per practice then dividing 
that by the total FTE or headcount per staff group.  
 
The data shows;  
 


 The average number of patients per 1 FTE for GPs only in DDES is 2,234 
 The average number of patients per 1 HC for GPs only in DDES is 1,766 
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Patients per 1 FTE and Headcount (Nurses only) 


The below graphs show the total number of patients there are per one full time equivalent (FTE) 
and the number by one headcount. 
 
The data shows;  
 


 The average number of patients per 1 FTE for nurses only in DDES is 2,615 
 The average number of patients per 1 HC for nurses only in DDES is 1,883 
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Patients per 1 FTE and Headcount (Direct Patient Care only) 


The below graphs show the total number of patients there are per one full time equivalent (FTE) 
and the number one headcount. 
 
The data shows;  
 


 The average number of patients per 1 FTE for direct patient care only in DDES is 3,738 
 The average number of patients per 1 HC for direct patient care only in DDES is 2,688 
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FTE and Headcount per 1000 patients (GP only) 


The below graph shows the total FTE per 1000 patients  
 
The chart has been created by calculating the total patient list size divided by 1000 then divided 
by the total available FTE.  


 
The data shows;  
 


 The average FTE per 1000 patients for GP only in DDES is 0.55 
 The average HC per 1000 patients for GP only in DDES is 0.73 
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FTE and Headcount per 1000 patients (Nursing only) 


The below graph shows the total FTE per 1000 patients  
 
The data shows;  
 


 The average FTE per 1000 patients for nurses only in DDES is 0.48 
 The average HC per 1000 patients for nurses only in DDES is 0.68 
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FTE and Headcount per 1000 patients (Direct Patient Care Only) 


The below graph shows the total FTE per 1000 patients  
 
The data shows;  
 


 The average FTE per 1000 patients for direct patient care only in DDES is 0.34 
 The average HC per 1000 patients for direct patient care only in DDES is 0.46 
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Eligibility to retire within the next ten years 


The below table shows the breakdown of staff by staff group and by job role.  
 
The data shows the total FTE aged over 55 years and the total FTE for all ages in that staff 
group and job role. The percentage column shows the total percentage of FTE with the eligibility 
to retire in the next ten years.   


 


Job Role 55+ FTE Total FTE % in staff group 


GP 39.55 171.39 23% 


GP Partner 31.73 106.19 30% 


GP Salaried 6.94 41.82 17% 


Long Term Locums (> 3 months) 0.88 0.88 100% 


Nurses 23.67 141.2 17% 


Advanced Nurse Practitioner 11.49 59.44 19% 


Extended Role Practice Nurses 0.78 5.47 14% 


Practice Nurses 10.79 72.24 15% 


New Practice Nurse 0.61 3.05 20% 


Direct Patient Care 19.68 87.83 22% 


Healthcare Assistant 13.78 61.21 23% 


Phlebotomist 1.06 3.86 27% 


Other 1.12 3.12 36% 


Dispenser 3.24 10.25 32% 


Physiotherapist 0.48 0.48 100% 


Admin/Non-Clinical 102.33 386.93 26% 


Admin & Clerical 26.9 133.02 20% 


Other Practice Staff 5.61 20.43 27% 


Reception Staff 47.14 167.55 28% 


Practice manager 19.33 45.29 43% 


Estates and Ancillary 0.82 1.77 46% 


Medical Secretary 2.53 17.87 14% 


 







Primary Care Workforce Report - June 2017 
 


 23 


 
Nursing Qualifications  


The below table shows the breakdown of specialist nursing qualifications and the associated 
FTE.  
 
The data shows the total available FTE against the total number of FTE that have been marked 
as holding the specified qualification. It is important to note; that as the majority of practices in 
DDES are not yet at diamond standard and this data will improve over time. It is also important 
to note that a staff member can appear more than once, for example, Nurse A may have three 
of the following qualifications, so their FTE will appear in each of the three corresponding rows 
below, therefore qualification FTE should never be totalled as there is a risk of double counting. 


 


Qualification 
Qualification 


FTE 
% in staff group 


Specialist Practitioner Qualification (SPQ) SPQ General 1.66 1.18% 


Practice Nursing 20.29 14.37% 


Community Nursing degree 0 0.00% 


Foundation programme (60 credits level 3 or more) 0 0.00% 


Accredited Advanced Nurse Practitioner degree/masters 10.35 7.33% 


Nursing Degree or Masters 18.06 12.79% 


Other 8.03 5.69% 


 


Mentor Qualifications  


The below table shows the breakdown of nursing mentor qualifications and the associated FTE.  
 
Similar to the table above FTE should never be totalled as there is a risk of double counting.  
 


Qualification type FTE 
% in staff 


group 
ENB 997/998 5.79 4.10% 


Mentor -Sign-off Mentor 2.67 1.89% 


Mentor Preparation Level 6 0 0.00% 


Mentor Preparation Level 7 0 0.00% 


Mentorship 2.67 1.89% 


Midwifery Sign-off Mentor Preparation Level 6 / Level 7 0 0.00% 


NMC Lecturer/ Practice Educator (PE) 0 0.00% 


Postgraduate Cert (Health and Social Care Education) 1 0.71% 
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Nurse Specialist Areas by Age Profile 


The table below shows the additional specialist nursing qualifications by age. The 
% of total available FTE column shows the total percentage of the available 
workforce who currently have this skill. Similar to the table above FTE should 
never be totalled as there is a risk of double count.  
 


Specialist Area 
Under 


25 
25-34 35-44 45-54 55+ 


Specialist 
FTE 


Total 
Nurses FTE 


Childhood vaccinations   3.65 3.57 3.18 1.76 12.16 8.61% 


Chronic Kidney Disease   0.96 1   0.73 2.69 1.91% 


Coil Fitting     0.62 1.82   2.44 1.73% 


COPD Management   3.3 2.8 4.02 1.34 11.46 8.12% 


COPD screening (Vitalograph)   1.81 1.8 1.43   5.04 3.57% 


Cytology   2.46 3.67 5.58 2.37 14.08 9.97% 


Dementia   1.96 1   0.73 3.69 2.61% 


Depo Injections     2.42 2.66 1.48 6.56 4.65% 


Diabetes Management   1.96 5.9 3.07 4.86 15.79 11.18% 


Doppler assessments   2.84 1.56 1.5 0.73 6.63 4.70% 


Family Planning   1.21 2.87 3.49 2.61 10.18 7.21% 


Flu and Pneumococal 
Injections 


  2.84 5.59 2.09 1.16 11.68 8.27% 


Heart Disease Management     1 3.5 0.73 5.23 3.70% 


Home visits   1.96 2.84   0.73 5.53 3.92% 


Hypertension   2.84 2.36 1.84 1.16 8.2 5.81% 


Implanon fitting   0.6 1.62 2.54   4.76 3.37% 


Leg ulcer management   2.84 2.36 0.89 1.16 7.25 5.13% 


Mental Health   1.96 1.62   0.73 4.31 3.05% 


Minor illness     2     2 1.42% 


Minor Injuries   1.88 3.36 1.84 1.16 8.24 5.84% 


NHS Healthchecks   1.88 2   0.73 4.61 3.26% 


Non Medical Prescribing   1.21 4.42 4.89 0.99 11.51 8.15% 


Sexual Health     1 1.67   2.67 1.89% 


Smoking cessation     2.8 1.84 1.16 5.8 4.11% 


Spirometry   1.88 3.36 1.84 1.16 8.24 5.84% 


Sutures and Clip Removal   2.84 3.23 1.84 1.16 9.07 6.42% 


Travel Health   2.84 3.75 2.56 1.16 10.31 7.30% 


Weight Management   0.88 2.8 1.84 1.16 6.68 4.73% 


Woundcare   2.84 3.23 3.52 1.76 11.35 8.04% 
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STP Delivery Plans 
§ In 2016 STPs developed proposals to close the three gaps (health, 


quality, finance) set out in the Five Year Forward View. 
§ In March 2017 Next Steps on the Five Year Forward View set out the 


deliverables for the NHS to 2020/21 and identified four priority areas 
with STPs as the delivery vehicle: 
o Urgent and emergency care (including improving services for frail elderly) 
o Primary care 
o Cancer services 
o Mental health services 


• This work would be supported by integrating care locally and bringing 
together NHS commissioners, providers and local authority partners in 
formal partnerships that over time would develop as Accountable Care 
Systems. 


• STPs will need to incorporate the Next Steps priority work streams into 
their own Delivery Plans and these need to be underpinned through a 
number of key enablers: 
o Increasing workforce capacity in the primary care and community setting, 
o Addressing variation in provision and quality of clinical care 
o Greater utilisation of technology to support patients and clinicians  


• Regional teams have been asked to report the aggregate position for 
these priority areas in terms of baseline starting point, planned target 
outturn, milestones and delivery trajectory, and current position against 
that trajectory. 
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• In developing their Primary Care delivery plan, STPs are not expected 
to start from scratch but to ensure existing CCG GPFV implementation 
plans are: 
Ø Coherent – ensuring coordination of delivery across their CCG geography’s  
Ø Consistent – timelines for implementation will maximise their impact to 


improve patient access, reduce demand of acute hospital services and 
enable a shift of resources and care into out-of-hospital setting.  


Ø In aggregate, outcomes will deliver the national commitments 
• Strengthening the capability of General Practice, securing greater 


integration with wider primary,  community and mental health care 
services, will be critical to the wider transformation of any health 
system, as these services provide far and away the largest point of 
interaction that patients have with the NHS each year.  


• Whilst the emphasis for CCGs should be the delivery of the GPFV 
commitments, STPs will also want to ensure that aggregate delivery 
plans enable a planned and sustainable shift in care and activity out of 
hospital.  In assuring CCG, STPs should aim to triangulate data, 
looking at planned changes to activity from acute hospital into primary 
and community out-of-hospital provision which is supported by 
increased workforce capacity delivered in to out-of-hospital services, 
alongside planned sustained growth in investment over the next 2-3 
years. 
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Overview 
Delivery of the GPFV commitments provides systems with the opportunity to 
transform the model of care delivered to patients, building capacity and 
services in local communities, integrating primary and community services to 
support a local population, enabling a shift in care, with a greater emphasis 
on population based interventions - prevention, self-care and pro-active 
management of frail and vulnerable patients within their local community.  
 
There are 6 key components that delivery plans need to clearly cover: 
1. Building sustainable and resilient general practice 
2. Extending access and enhancing services offered to patients in a 


primary care setting 
3. Increasing the primary care workforce 
4. Increasing investment in primary care  
5. Development of ‘at scale’ primary care organisations 
6. Ensure effective communications of STP Primary Care delivery plans  
 
These components are not separate from each other but are mutually 
supporting to enable a new model of provision and to transform care 
offered. 
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1. Ensuring current general practice is sustainable and resilient.   
• General Practice looks after the vast majority of any local population, 


providing holistic undifferentiated care to its registered population. It is 
the bedrock from which the NHS should build a transformed out-of-
hospital care offer. 


• It delivers over 300m patient consultations each year, both routine pre-
bookable and urgent same day appointments and enjoys the highest 
public satisfaction rating of any public service. 


• It also provides great value for money, with a year’s worth of care for a 
patient costing less than two A&E visits 


• Without a sustainable and resilient general practice, the NHS will fail. 
• But primary care should not operate separately from other community 


based provision, as patients with local communities are often equally 
supported by community, voluntary and social care services.  


• Joining up, co-ordinating and integrating the support offered to 
communities will benefit patients, carers, providers and the wider 
community.   


• The overall aim is not simply to sustain general practice as it is now but 
to build upon and enable the transformation in the model of care 
delivered. 
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2. More convenient patient access to GP services. 
• As we increase the workforce in primary care, it will enable more proactive 


care to support frail and vulnerable people, making greater use of technology 
to support people take more  control of their health and will enable clinicians 
to provide preventive advice and intervention, that can reduce future demand 
into hospitals. 


• There is also existing variability in how and when patients can access primary 
care clinicians (not just GPs, but increasingly nurses, therapists, and 
pharmacists with the general practice team) during core as well as out-of-
hours.   


• During daytime surgery hours, many practices are increasingly ‘streaming’ 
patients so as to offer convenient same day urgent appointments, while 
preserving continuity of care for patients with more complex long term 
conditions.  


• For many people with jobs, particularly self-employed and hourly paid 
workers, tackling inequalities in access will mean making available bookable 
evening and weekend appointments. 


• This will require not only an extended provision of primary care into the 
evenings and weekends, but also an enhanced offer of services in a local 
community, with greater access to diagnostics and utilisation of that increased 
capacity to pro-actively manage the support patients within that local care 
setting and not just wait for a patient to request an appointment.    
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3. Increasing the primary care workforce 
• The overall size of the primary care workforce has not kept pace with patient demand 


and is significantly lower than the growth of the clinical workforce within hospital setting. 
• There is also considerable existing variation in the skill mix within general practice both 


in terms of doctor to nurse to HCA as well as the utilisation of the skills of such staff 
within practices.    


• However, whilst steps have been taken to increase the future supply of primary care 
clinicians, the current availability of GPs is insufficient to meet existing demand. 


• Most health systems continue to plan for a reduction or future lower growth in hospital 
provision, this implies further increases in demand for patient care and support in a 
local primary and community based model. 


• Evidence from Vanguards, including Primary Care Homes, operating new model of care 
have demonstrated that integrating primary and community clinical staff on a 
geographical community basis, with support from more specialist services, can deliver 
greater efficiency and better care for segmented populations, without increasing 
workload pressure for these integrated care teams. 


• STPs therefore need to identify and deliver how they can both better integrated existing 
the clinical workforce, develop the capability, capacity and utilisation of existing clinical 
staff, whilst also ensuring the planned increase in the primary care workforce as set out 
in the GPFV. 


• This will require commissioners to ‘contract’ for an increased and transformed 
workforce and not just ‘additional activity’ in primary and community settings.. 


• Finally, STPs are also producing delivery plans, including workforce implications, 
covering U&EC, mental health services, cancer as well as primary care – given primary 
care has a role to play in improving and transforming these other clinical priorities it is 
important that the Primary Care workforce component for securing improvements to all 
these priorities are considered and captured in one primary care delivery plan.  
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4. Increasing the investment in primary care  
• The GPFV sets out clear objectives to increase the proportion of NHS 


expenditure on primary care services by a minimum of £2.4bn per annum by 
2020/21.  This has a number of elements: 


i. A cumulative real terms increase of 14% in allocation of funding into primary 
care revenue budgets (compared to 8% for the rest of the NHS)  


ii. Coupled with continued investment from CCGs into Primary Care services 
iii. One off  non-recurrent investment  of c£500M over 5 years related 


specifically to GPFV programme deliverables 
iv. An expectation that c18% of local Sustainability and Transformation 


investment allocated to health systems will also be invested in supporting 
transformation of primary and community care provision 


v. Increased capital investments to support delivery of technology and 
premises developments that will increase clinical capacity within primary 
care, over 5 years to reach more than £900M  


• Through STPs, the level of investment to secure the necessary transformation 
of Primary Care, implementing the specific GPFV commitments, will 
monitored.  


• This will include, increases in historic levels of CCG investment in primary 
medical care, new additional investment through earmarked funds as well as 
new local spend to achieve delivery of improved out-of-hospital service 
provision. 
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5. Development of ‘at scale’ primary care organisations 
The key characterises of at scale primary care organisation can be defined as: 
• Responsibility for improving the health of the whole population and tackling inequalities through 


utilising the services it provides, including primary medical services. 
• Maximises the opportunities to deliver enhanced primary care by integrating with community and 


mental health, built on list-based general practice as a foundation.  
• Understanding the whole populations health needs and utilisation of care through segmentation 


approach so as to better target support of patients with the highest needs and highest costs.                                                                              
• Accessible and responsive care for people with self-limiting conditions, as part of a coherent local 


urgent and emergency care system. 
• Accessible and responsive routine care, direct access to personal records and greater use of 


technology to support e-consultation and care management ‘at home 
• Empowers and mobilises patients, their families, carers, communities, local employers and the 


voluntary sector  to ensure that the community assets are maximised and utilised effectively, working 
with non-health partners. It builds community resilience. 


The attributes of at scale primary care organisation 
• Takes a whole population health management approach, covering all practices and their 


patients in that geography included 
• An integrated, multi-disciplinary workforce spanning primary care, community care, 


secondary care, mental health, social care and voluntary sector 
• The aims, values, and behaviours are aligned to securing health benefits for the whole 


population  
• A focus and alignment of clinical teams to typically serve a population of 30,000 – 


50,000 people so it is relevant to the needs of the community served and responsive to 
the teams providing care.  
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• Each of the next five sections sets out the specific ask on what is 
wanted from STP Delivery Plans. 


• They provide the overall deliverable to be secured, along with any 
specific component or contributing aspects to that deliverable. 


• STPs are reminded that they are not expected to start from scratch but 
to ensure that existing CCG GPFV implementation plans are consistent 
and coherent. 


• The local NHS England Primary Care team will be able to provide 
relevant local information to STPs on CCGs existing GPFV 
implementation plans and greater context to the National and Regional 
NHS England expectations – including any comparison with other areas 
aspirations.   


• Nationally, through the NHS England assurance and delivery team, a 
reporting tool has been developed which will enable each STP to 
monitor its progress compared to regional and national comparisons. 


• Critically, however, STPs are intended to be the local accountable 
mechanisms to ensure delivery and therefore STPs will want to ensure 
they have sufficient local detail on each of the components of this 
Primary Care Delivery Plan to be able to assess, and manage local 
implementation.        







02 
Extended Access 


05 


03 


Increase General Practice 
Workforce 


04 
Increasing investment 
in  Primary Care  


Developing at scale 
Primary Care 
organisations 







Sustainable and resilient 
General Practice 
 
1. Supporting general practice to free-up capacity 


through: 
i. Implementing 10 high impact initiatives, 
ii. Develop the roles of practice staff as care 


navigators and Clinical Assistants, 
iii. Utilise technology such as online 


consultation systems to support patient care 
2. Utilise capital investment through ETTF to 


improve premises and use of technology in 
primary care   


01 


14 
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Delivery milestones by work stream 
The national delivery milestones for each of the Primary Care priority work streams will be achieved in the following timeframe:  


2017/18 2018/19 2019/20 


Workstream Activity / initiative Baseline Baseline 
date 


Final 
Target 


Final 
Target 


Deadline 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


Sustainable 
and resilient 
practices 


% of practices who have active care navigation Q1 17-18 100% Mar-20 9 9 50 75 75 10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% of practices with active clinical assistants Q1 17-18 100% Mar-20 0 0 0 0 0 10
0 


% of practices who have a online consultation 
system in use Q1 17-18 95% Mar-20 0 0 10


0 


% population able to access online consultations Q1 17-18 
 95% Mar-20 0 0 10


0 


% practices who have implemented the online 
GPIT digital assurance tool Q1 17-18 100% Mar-20 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% of CCGs who have a validated and prioritised 
pipeline of achievable schemes in place Q1 17-18 100% Mar-21 


% CCGs who have a profile of affordable ETTF 
spend across the programme life Q1 17-18 100% Mar-21 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


Number of completed ETTF schemes 
 


Q1 17-18 
 


Mar-21 3 3 3 7 7 7 7 7 7 7 7 7 


Clinical Assistants- waiting for pilot evaluation- 
September 2018. Online Consultations- waiting for 
funding allocations. 
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Reduce bureaucracy 
Requirement 


• Utilisation of and accurate completion of online reporting tools such as e-Dec and UNIFY to reduce  duplication of reporting to multiple organisations 


 


Progress to date 
 


• All CCGs and practices within the STP 
footprint accurately and within deadline, 
complete online reporting for eDEC and 
UNIFY. 


• Returns are reviewed and utilised in order to 
effectively plan and manage primary care  


 


Assumptions and enablers 
 Assumptions 
• All returns are completed based on guidelines, 


therefore reports produced as a result provide 
accurate information across STP footprint. 


Enablers 
• Reduction of ad hoc requests for reporting same 


information within organisations and across multiple 
organisations  


• Agreement on reporting tools that are considered to 
reflect progress within a STP footprint 


16 


Challenges 
  
•  Ad hoc requests increase risk of multiple 


sources of information and interpretation is at 
risk as a result 


• Timelines create a risk to submission deadline 
achievement 


• Internal governance can pose risk to data 
completion 


Plan to achieve regional requirement 
 
• Ongoing support to those completing returns 


with provision of structured timelines and 
resource 


• Contractual levers in place to ensure that 
online reporting is completed by all, accurately 
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10 High Impact initiatives 
Requirement 


• Implementation of relevant 10 high impact initiatives that will release capacity in general practice and build resilience 


 


Progress to date 
 


• The following High Impact actions have been targeted: Productive 
workflows, Reduced DNAs, New consultation types, Develop QI 
expertise, Active Signposting ( care navigation training to take place 
January 2018), Developing the team  (Physician Associates), Partnership 
Working, Social Prescribing – care navigation , Support & Selfcare ( 
TAPS & PCH). 
 


• Development of single point of access communications centre 
• Successful joint bid with North Durham CCG for resilience 


 
2 successful  resilience bids from DDES: 
• GP virtual register- Coordinated support to help with workforce issues 
• Auckland Medical Group- Specialist advice and guidance 


 


Assumptions and enablers 
 


• Assume all  practices will be involved.  
 


• Providing initial session locally is enabler to 
gaining practice buy in.  Enabled by support 
from NHS England  


•   
•   
•   
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Challenges 
  
• Not all resilience bids submitted were accepted 


therefore some practices are still at risk  
• Time- delays in process 
• Capacity in Primary Care 
• Costs   
• Expectations on primary care staff 
• Full practice engagement 
• Staff turnover 


Plan to achieve regional requirement 
 


•  Continued support and links to NHSE 
Transformation support team 
 


• Local 10 HIA event 2nd November 2017 
•    
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10 High Impact initiatives 
Requirement 


• Implementation of relevant 10 high impact initiatives that will release capacity in general practice and build resilience 


 


Progress to date 
 
• The 10 HIAs  are new ways of working releasing  


capacity , building resilience in practice and seeking 
alternatives to reduce duplication and bureaucracy. 


• Providing patients with options around new ways of 
consultation and self care. 


• Each of the 11 CNE CCGs are at different  stages of 
implementing the HIAs, some have  already evidenced 
improvements around releasing time. 


•   
•   


Assumptions and enablers 
 


• Assumption capacity to deliver 
• Assumption of all  practices buy in to initiatives under 


10 HiAs 
• Assumption sufficient free time in practice to 


undertake training away from practice site 
 
 


•   
•   
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Challenges 
  
• Practices  realising the benefits 
• Engagement from practices  as  similar initiatives  


undertaken in the past . 
• Challenge for practice managers to take time out of 


their practice in order to attend events. 
• Evidencing improvements  may be difficult within 


restricted timeline. 
 
•   
•   


Plan to achieve regional requirement 
•   
• Two showcase events are scheduled for the HIAs (2  


November and  6 December.) 
• Benefits from  actual implementers will provide best 


practice and share experience  of effectively working 
in collaboration. 


•   
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Development of practice staff 
Requirement 


• Develop the role of practice staff as care navigators to ensure appropriate signposting to correct care first time 
• Develop the role of practice staff  as clinical assistants to release additional  capacity for clinical staff i.e. coding; letter writing 
• Access to a directory of services at practice level 


Progress to date 
 


• Staff from 36  out of 38 practices have completed Locate 
training ( a total of 75 people).   
 


• Model agreed to role out West Wakefield care navigation- 
agreed by CEPN. 
 


• More  training is planned to start January  2018. 
 
• A directory of services is available to all practices across 


the CCG ( Locate , hosted by the LA) 
•   


Assumptions and enablers 
 


•  A standardised and consistent training model will be 
rolled out across the CCG. 


• A minimum number of staff from  practices will 
complete care navigation training. 


• Practice manager engagement and agree to release 
staff for training.  
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Challenges 
  
•  Implementing clinical assistants- pilot evaluation due 


September 2018 
• Appropriate timing of training to allow all staff to be 


involved. 
• Planning dates and times for training where all 


practices can attend. 
• Funding 


Plan to achieve regional requirement 
 


• Engagement with practices 
 


• Using a model of delivery to suit delegates e.g. online 
training plus workshops 


• Using a gold standard training 
• Working with key partners e.g.. local authority  







www.england.nhs.uk 


Use of technology 
Requirement 


• CCGs will invest in an online consultation package and will produce an implementation plan which will release funding as CCG plans are signed off 


 


Progress to date 
 


• No practices are currently using online consultation although there plans 
to pilot. 


•  Engagement with local practices, GP federations and transformation 
teams to share the concept and begin thinking about implementation of 
online consultation  


• Awaiting national specification and funding to be released by NHS 
England  


• Initial analysis of systems available 
• Discussions across the STP about opportunities to work together and 


share learning 


 
•   


Assumptions and enablers 
 


• Funding from NHS England  
•  Availability and willingness of practices to adopt new 


ways of working 
• Assuming that national allocated funding will be 


enough to deliver implementation costs and costs of a 
system to deliver online consultations 


• Learning from other CCG’s and key partners 
•   
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Challenges 
  
• Willingness of practices to adopt new ways of working 
• Perception of increased demand 
• Funding availability to fully implement 


 
•   
•   


Plan to achieve regional requirement 
 


•  A full implementation plan will be developed when the specification 
and funding are released. Initial planning suggest a phasing as follows: 


• 17/18 – Engagement and introducing concept to practices, Planning, 
seeking early adopter sites and commencing implementation with these 


• 18/19 – Refining new model of working, evaluating early adopters, 
supporting wider cohort of practices to implement and promoting to 
patients 


• 19/20 – Implementation with remaining practices, developing a 
sustainable plan for online consultations post 2020 


•   
•   
•   
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ETTF (Estates) 
Requirement 


• A prioritised pipeline of schemes supported by the CCG with consideration of  increased revenue costs and assessed for viability, affordability, and need. The 
schemes must form part of the strategic estates plan or digital roadmap. Implementation of schemes must be deliverable before completion of programme in April 
2021 


 


Progress to date 
 


• 57 CNE schemes were submitted in June 2016. 
• 5 are in delivery 
• CCGs are now progressing 9 to PID stage; 34 


extensions and 23 new builds. 
• OPE funding to develop PID’s for Health and Social 


Care hubs. 
• As at 29 09 17 – 2 PIDs with NHSE others still being 


written. 
 


Assumptions and enablers 
 


• CCGs have revenue allocated against the expected 
revenue impacts of these schemes. 


• OPE funding being used to employ the local LIFT 
company and its supply chain to progress PID’s  


• Local Authorities are supportive of the ETTF plans. 
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Challenges 
 


• Dealing with multiple stakeholders 
• Financial constraints and revenue impact for CCGs 
• Affordability against District Valuer standards 
• Timescales to complete by 2021  
• Site acquisition where not currently owner 
• GP equity in existing premises 
• Fear that service charges costs in new builds will be 


high. 


Plan to achieve regional requirement 
 


• Working with PMO and CCGs and partners to 
progress documentation to gain approvals for each 
scheme. 
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ETTF (digital) 
Requirement 


• A prioritised pipeline of schemes supported by the CCG with consideration of  increased revenue costs and assessed for viability, affordability, and need. The 
schemes must form part of the strategic estates plan or digital roadmap. Implementation of schemes must be deliverable before completion of programme in April 
2021 


 


Progress to date 
 


• Technology – schemes identified to support delivery of  
Local Digital Roadmap. 16/17 schemes carried out and 
evaluation undertaken. Proposals for 17/18 onwards 
submitted and awaiting confirmation from NHS 
England on whether have been approved 
 


Assumptions and enablers 
 


• Assumption that bids will be approved 
• CCG has revenue allocated against the expected 


ongoing revenue cost of the scheme. 
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Challenges 
  
• Capacity to deliver 
• Revenue impact f maintenance contract etc. 


 
 
  


Plan to achieve regional requirement 
 


• Technology ETTF elements being carried out across the 
region are being evaluated and progress shared so that 
good practice can be adopted across the region 


• If bids are approved, schemes will commence which 
include implementation of telehealth systems into primary 
care, standardisation of referral processes, digitisation of 
paper records in primary care and introduction of a 
standardised domain connect and improve how practices 
work with their IT 
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Modernise Primary Care – Premises  
Requirement 


• Improvements or extensions to existing facilities  used for Primary medical care services; refurbishment of unused or under utilised premises to increase clinical 
capacity 


• Construction of new premises; for example to co-location  of practices to facilitate  primary care at scale  or to promote  patient access to a wider  range of services 


Progress to date 
 


• ETTF programme until 2019/20 
• NHS Capital Business  As Usual support for premises 


improvements 
• Annual programme of Small Premises Improvement 


Grants (SPIG’s) promoted with practices. 


Assumptions and enablers 
 


• Availability of funding streams – e.g.. ETTF over-
subscribed 


• Working with public sector partners through OPE and 
other initiatives to support wider integration and 
delivery of plans 


• NHSPS Vacant Space Policy 
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Challenges 
• Population growth across CCG areas / housing development 


areas puts pressure primary care. A growing and ageing 
population will also place significant pressures on current primary 
care resource 


• GP equity in owned premises and lease restrictions in leased 
premises “locking” into unfit premises 


• Costs of voids 
• Partners within GP practices not all in agreement as to way 


forward 
• Limited funding to support the modernisation agenda 


Plan to achieve regional requirement 
   
• Progression of existing programmes 
• Continued encouragement to GP Practices to work 


closely together and to explore co location 
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Modernise Primary Care – Technology 
 


Requirement 
• Implementation of  IT systems which support the development of primary care at scale and integrated working practices; for example to support integrated care 


models and record sharing 
• Technology systems which enable the delivery of a service which is paper free at the point of care; for example through use of integrated digital care records 
• Technology which enables the public to have better access to services; for example to enable, electronic prescribing , new forms of clinical  consultations via e-mail , 


webcam. Telephone of clinical decision support  


 
Progress to date 


• Implementation of the Medical Interoperability Gateway (MIG) to share 
summary of primary care record to foundation trusts across the STP. 
Summary Care record implemented in Pharmacies 


• Development of Great North Care Record to begin building integrated 
systems 


• Video consultation pilots undertaken to explore new methods of 
consultation 


• Patient online programme 
• Implementation of Electronic prescribing 
• Mobile working introduced to support clinical staff working with real time 


information in care homes and on home visits 
• Implementation of Information Sharing Gateway to allow a single process 


to manage data sharing agreements 
 


Assumptions and enablers 
 


• IT systems which are able to interoperate through use 
of open standards 
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Challenges 
 


• Organisations rely on national clinical systems which do not 
always interoperate 


• Information Governance can be a concern for practices and 
some patients are wary about information sharing   


• Disparate systems in use across health and care  


Plan to achieve regional requirement 
• Ongoing implementation of the GNCR to create shared 


care record 
• Patients able to take greater control over their information 


sharing preferences 
• Connecting infrastructure of primary care (and wider 


systems) by connecting networks 
• Wi-Fi being introduced, with plans to create a region wide 


Wi-Fi network to support health and care professionals to 
access their systems where they are needed 
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Timeline 
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Category Q1 2017 Q2 2017 Q3 2017 Q4 2018 Q1 2018 Q2 2018 Q3 2018 Q4 2019 Q1 2019 Q2 2019 Q3 2019 Q4 2020 


Apr-Jun 
2017 


Jul-Sep 
2017 


Oct-Dec 
2017 


Jan-Mar 
2018 


Apr-Jun 
2018 


Jul-Sep 
2018 


Oct-Dec 
2018 


Jan-Mar 
2019 


Apr-Jun 
2019 


Jul-Sep 
2019 


Oct-Dec 
2019 


Jan-Mar 
2020 


C
ritical path 


 10 H
IA 


R
eception &


 
C


lerical 
Training 


 


 ETTF Estates 
ETTF 


Technology  


XXXX 


Key 


Activity 


Milestone 


Dependency 


Regional 10 
HIA event 


CEPN Paper Care Navigation 
Training 
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Key Dependencies- STP Level 
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Category Activity Dependency on Comment 


1 Care 
Navigatio
n  


Planning dates and times for training where 
all practices can attend. 


Practice Engagement 


2 10 HIA Expectations on primary care staff 
 


Ambition and the way 
practices see  


3 ETTF 


4 Digital 
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Finance and resources 
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Resources 
 


•   
•   
•   


Finances 
 


•  See slide 27 
•   
•   
 


 
 


 


Embedded resources 
 
•   
•   
•   
  


Requirement 
• CCGs are required to report on their use of earmarked funding on a regular basis 
• Identification of additional local funding or use of existing resources are articulated 
• Consideration of other capital  funding streams have been considered (e.g.. 3PD, private equity, or other public funds) 
• Future  revenue funding has been identified 
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•Finance Summary  
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2017/18 2018/19 2019/20 


INVESTMENT IN PRIMARY CARE £ £ £ 


Overall Primary Care funding 


i. Funding from NHS England delegated core primary medical care allocations £43,694,000 £44,149,000 £44,868,000 Confirmed in allocation planning 2017-2021 


ii. Total CCG locally enhanced services  £67,924 £67,924 £67,924 Gynae and Cryotherapy     


iii. Out-of-hours commissioned services £1,369,976 £1,369,976 £1,369,976 Mon-Fri 6pm to 8pm + Sat & Sun 8am to 1pm 


iv. CCG investment in GP IT services £741,000 £741,000 £741,000 Latest GPIT figures       


v. Any other CCG investment in General Practice £1,926,075 £1,926,075 £1,926,075 PCH + balance of Extended Access Scheme 


General Practice transformational support 


i. £3 per head non recurrent investment £445,000 £445,000 Confirmed - within financial plan 17/18 and 18/19 


Use of notified dedicated GPFV allocations to CCGs  


i. Online general practice consultation software systems  £xxx,xxx £xxx,xxx Allocations not yet been provided by NHSE 


ii. Training care navigators and medical assistants workforce £50,000 £50,000 unknown Confirmed - Allocation received in 17/18   


Extended Access in Primary Care  


i. GPFV £6 per head  £1,841,000 £1,841,000 unknown Confirmed - Allocation received in 17/18   
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Risks and issues 
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Issue Description Trend Issue Proximity Actions


A statement 
describing the risk 
event, cause and 


impact Lik
elih


oo
d


Im
pa


ct


RA
G S


tat
us


The trend 
indicates 


any change 
in the 


current risk 
score in the 
form of an 


arrow


Timescales as 
to when the 


risk will occur


The actions and activities planned 
to take place that will when 


implemented or completed reduce, 
eliminate or minimise the risk.


10 High Impact 
Actions- That 
practices do not 
engage with Time 
for Care 
Programmes. 
Caused: lack of 
capacity within 
Primary Care to 
release staff to 
engage. The impact 
of the lack of 
engagement could 
lead to low numbers 
and prevent those 
interested taking 
part because of 
minimum attendee 
requirement


M M Now - within 
programme.


Propose Suitable dates for PGPP ( 
outside winter pressures) to ensure 
more practices are prepared to 
engage. Continue to promote the 
benefits of the time for care 
programme using local examples. 
Promote regional stakeholder day 
(when the date is released). 
Feedback current work on 10HIA ( in 
collated Project plan)


Developing Practice 
Staff: i) Implementing 
clinical assistants- pilot 
evaluation due 
September 2018
ii)Appropriate timing 
of training to allow all 
staff to be involved.
Iii)Planning dates and 
times for training 
where all practices can 
attend.
Funding


M M
Now- within 
programme


This will be achieved by : 1)Engagement 
with practices
ii)Using a model of delivery to suit 
delegates e.g online training plus 
workshops
iii)Using a gold standard training
v)Working with key partners e.g. local 
authority 


Use of Technology: 
i)Willingness of 
practices to adopt new 
ways of working
ii)Perception of 
increased demand
iii) Funding availability 
to fully implement


M M Year 2 ( 2018/19)


A full implementation plan will be 
developed when the specification and 
funding are released. Initial planning 
suggest a phasing as follows:
17/18 – Engagement and introducing 
concept to practices, Planning, seeking 
early adopter sites and commencing 
implementation with these
18/19 – Refining new model of working, 
evaluating early adopters, supporting 
wider cohort of practices to implement 
and promoting to patients
19/20 – Implementation with remaining 
practices, developing a sustainable plan 
for online consultations post 2020


5







05 


01 


Sustainable and resilient 
General Practice 


03 


Increase General Practice 
Workforce 


04 
Increasing investment 
in  Primary Care  


Developing at scale 
Primary Care 
organisations 







Extended Access 
 
1. At least 50% of population to be receiving 


extended access by March 2018 
2. 100% of population to be receiving extended 


access by March 2019 


02 
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Delivery milestones by work stream 
The national delivery milestones for each of the Primary Care priority work streams will be achieved in the following timeframe:  


2017/18 2018/19 2019/20 


Workstream Activity / initiative Baseline Baseline 
date 


Final 
Target 


Final 
Target 


Deadline 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


GP Access 
(as per the 
UNIFY 
submission) 


The service has been procured following 
procurement rules 100% Mar 19 0 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% CCGs offering partial extended access Mar 2017 0% Mar-19 0 0 0 0 0 0 0 0 0 0 0 0 


% of population receiving some level of extended 
access Mar 2017 100% Mar 19 0 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% of population receiving full extended access to 
the 7 core requirements Mar 2017 100% Mar 19 0 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% of population receiving pre-bookable and 
same day 18:30  - 20:00 appointments 
Weekdays 


Mar 2017 100% Mar 19 0 10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% of population receiving pre-bookable and 
same day appointments Sat / Sun Mar 2017 100% Mar 19 0 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% practices offering min 30mins/1000 population Mar 2017 100% Mar 19 0 10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% CCGs who have carried out modelling to  
identify capacity requirements and can provide 
evidence of such 


Mar 2017 100% Mar 19 0 10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


% CCGs who have identified and implemented a 
measure of activity, demand and utilisation.  Mar 2017 100% Mar 19 0 


% of practices who have actively publicised 
extended access service and have links on their 
websites 


Mar 2017 100% Mar 19 0 25 10
0 


% practices who offer digital services and on-line 
booking Mar 2017 100% Mar 19 0 0 0 10


0 


% CCGs who can evidence development and 
integration of services to whole system Mar 2017 100% Mar 19 10


0 
10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 


10
0 
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Procurement 
 


Requirement 
• That the service has been procured using procurement rules and within required timeframe 
• Name of provider appointed and contract dates 


 


Progress to date 
 


• Single Tender Action in line with EU procurement rules.  
• 3 providers of extended access across the CCG in 9 


hubs ( 3 per locality in Durham dales, Easington and 
Sedgefield).The providers are Durham Dales Health, 
South Durham Health and Intra Health 


•  Contract duration is 3 years (1st April 2017- 31st 
August 2020) with the option to extend for a further  12 
months x 2 


Assumptions and enablers 
 


• The CCG stated its intent to develop such as service 
in its commissioning intentions 16/17 with plans in 
place for implementation so providers were aware of 
the model and way of working  


•   
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Challenges 
  
• Contract variations maybe required as the service 


develops if there are any changes. 
•   
•   


Plan to achieve regional requirement 
 


• Regional requirement achieved.  
•   
•   
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Appointments: 
Proportion  of population able to receive full extended access as defined by seven core requirements  


 


Requirement 
• Commission 30mins/1000 pop rising  where demand demonstrated to 45mins / 1000 pop. 
• Pre-bookable and same day appointments to be available Monday to Friday, minimum of 1.5 hours after 6:30pm (each day). 
• Pre-bookable and same day appointments to be available Saturday and Sunday, (including access to a GP), total additional hours in response to local demand 


 


Progress to date 
 


• 45 mins per 1,000 population already being commissioned. 
•  Pre-bookable and same day appointments are available Monday to Friday, 


minimum of 1.5 hours after 6:30pm (each day) and Pre-bookable and same day 
appointments are available 8am-1pm Saturday and Sunday ( in line with local 
demand)  


•  This service provides capacity for : (this is a GP led service)  
• o1268 additional appointments Monday to Friday across 9 sites 8am – 6pm 


(some are provided in Primary Care)  
• o400 additional appointments Monday to Friday across 9 sites 6pm – 8pm 
• o390 additional appointment Saturday and Sunday 8am – 1pm 
• All services  accessible by 111, practices, MIU and A&E remotely via system one 


Assumptions and enablers 
 


• NHS 111 will be used to book appointments  
•  Appropriate staffing levels in line with demand  and 


population size. 
•  Extended access model will be provided by 3 hubs 


across the CCG area. 
• GP practice promotion 
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Challenges 
• NHS111 issues: 
• Indemnity  
• Monitoring of appointment utilisation until national 


commissioned  tool is available. 
• •Close working with 111 on improvements to the 


service and ensuring patients profile to the lowest 
disposition first time – daily dialogue   


•   


Plan to achieve regional requirement 
 


•  7 core requirements are being achieved.  
•   
•   
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Inequalities 
 


Requirement 
• Issues or challenges of inequalities in patients’ experience of accessing general practice identified  
      by local evidence and actions to resolve in place. 


 


Progress to date 
 


• 100% Population coverage from 1st April 2017. 
• Extended Access appointments  are available to all 


patients in all  hub sites; no restrictions. 
 


•   
•   


Assumptions and enablers 
 


• The national commissioned tool is not available as 
yet- awaiting further update from NHSE.  


• The service has been discussed and developed by 
local practices and staff for local practices and staff 


•   
•   
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Challenges 
  
• Are the disposition of appointments correct? 
• Practices and their patients that are not hub locations , 


accessing the service.  
•   
•   


Plan to achieve regional requirement 
 


•   Will be achieved once the national commissioned 
tool is available. 


•   
•   
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Extended Access 
 


Requirement 
• These services should be available to all registered population in the area 
• These services should have access to patients medical records 
• Patients should be able to access these services via multiple routes including 111, online and via the practice 


 


Progress to date 
 


• All hubs and appointments are available to the whole 
population   


• Implementation of the Medical Interoperability 
Gateway (MIG) into providers to allow viewing of 
summary of GP records 


• Access to appointments is currently through NHS 111 
and eventually through GP practices. 


•   
•   
•   


Assumptions and enablers 
 


•  Successful procurement route 
 


• The ability to access digital and patient records both 
inside and outside the practice premises is in place. 


•   
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Challenges 
  
•  Public awareness of access and availability and 


ensuring that patients are aware  what appointments 
are for. 


• Maintaining read/write access to primary care record  
 


•   
•   


Plan to achieve regional requirement 
 


• Online booking to access this service is being 
explored. 
 


•  Long term plan is to implement digital self 
care solutions. 


•   
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Measurement 
 


Requirement 
• Availability of services should be provided based on robust evidence, ( measuring available  provision, against utilisation rates) with capacity and  disposition of 


services throughout the week flexed in response to demand. 
• Ensure use of a nationally commissioned new tool to be introduced during 2017/18 to automatically measure appointment activity by all participating hubs/practices, 


both in-hours and in extended hours. This will enable improvements in matching capacity to times of high demand. 
 


Progress to date 
 


• Nationally commissioned tool is not yet available. 
• Full minimum data set sand KPI’s within provider 


service specifications which will be monitored locally.   
•   


Assumptions and enablers 
 


• National commissioned tool 
• National commissioned tool will be made available 


during before the end of 2017 
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Challenges 
  
• Identify to resource to monitor service ( utilisation rate) 


until the national commissioned tool is available. 
• As service becomes established uptake will increase. 


Advertising of NHS 111 service will also raise demand 
• Successful implementation of nationally commissioned 


tool (Apollo) 
• Compatibility with appointment data 
• Longevity of national commissioned tool 
• Will CCG’s have capacity to monitor the service. 
•   
•   


Plan to achieve regional requirement 
 


• Implementation of the nationally commissioned tool 
when it is available   


•   
•   







Digital 
 


Requirement 
• Technology should be maximised to improve access (in hours and extended hours) 
• Hubs are integrated with the wider NHS system, particularly the primary care record and urgent and emergency care with the ability to effectively connect to A&E and 111.   
• Interoperability and booking between services will be an important outcome.  


 


Progress to date 
• Implementation of the Medical Interoperability Gateway (MIG) into 


providers to allow viewing of summary of GP records across 
urgent and emergency care settings 


• Implementation of booking from 111 into primary care systems   
• Data sharing agreements in place between providers and there is  


Wi-Fi in all practices 
• All hubs are an integral part of the UEC system and part of local 


networks with technology available which is interoperable with all 
provider systems. All clinicians will be able to see the patients full 
primary care record, wherever the patient presents. 
 
 


Assumptions and enablers 
 


• National GP connect programme to allow opening up 
of information sharing between EMIS and SystmOne  
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Challenges 
  
• Capacity of providers to adopt new systems and ways of working 
• Issues around the “community” hub modules of S1 and EMISWEB being able to 


offer access to spine services, choose and book, electronic prescriptions and ICE. 
Also, appointment ledger issues re: multiple sites and NHS111 being able to 
distinguish different appointments at different sites (esp. in community modules of 
the S1 and EMIS) 


• •IT support. Currently, NECS can only provide Priority level 1 on-call support (i.e. 
total system failure) during the extended access period. In essence, there is not 
helpdesk support for password resets, printer problems etc. 


• Not able to profile for nurse dispositions/appointments in the extended access 
service – only GP appointments.  


• DOS also not able to profile ‘speak to’ GP dispositions 


 


Plan to achieve regional requirement 
• Training for clinicians to use Systm1(S1) and EMIS. 


We have asked our providers to use S1 and EMIS to 
access and write into patient records  
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Communication 
 


Requirement 
• Patients and the population are able to ‘see the difference’, with clear advertising and promotion and clear routes to accessing these services. Including leaflets, 


advertising across all practice websites, and other community based publicity 
• All practice receptionists are able to direct patients to the service and offer appointments to extended hours service on the same basis as appointments to non-


extended hours services 
• Patients should be offered a choice of evening or weekend appointments on an equal footing to core hours appointments 


 
Progress to date 


 
• CCG’s and Feds have promoted service via websites and local 


press. 
• All residents in the CCG area received a patient leaflet which 


promoted the extended access service. 
• Practice staff are aware of the service.  
• Patients directed to 111  which will allow equality of access in core 


hours. An arrangement to ensure that the disposition of 
appointments allows quick access have been set up.  Promotes 
NHS 111 model.  


•  PRG’s  have been engaged about the promotion of the service. 
•   
•   


Assumptions and enablers 
 


 
• The support of practices,  Healthwatch and other  


patient groups will be a key enabler in supporting the 
delivery of any comms plans. 
 


•   
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Challenges 
  
• Promoting the service to 100% of CCG population  
• Ensuring that all practice websites have consistent  


information on the service. 
• Enforcing that individual practices put information 


promoting the service on their websites. 
•   


Plan to achieve regional requirement 
 


• Information promoting the extended access service to 
go on all practice websites. 


•   
•   
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Enhanced Primary Care  
 


Requirement 
• Effective connection to other system services  enabling patients to receive the right care, in the right location i.e.. In a community setting or supporting provision of 


hospital care 
• Provision of wider primary care services to support extended access including: proactive management; workforce; diagnostics; new care models 


 


Progress to date 
 


• Scoping has commenced on how GP extended access will fit with other 
community services  being developed to integrate and wrap around GP practices. 
These services are known as Teams Around Patients (TAPs) and are multi 
disciplinary.                               


• NDCCG have put in place plans to increase the number of doctors, practice 
nurses, clinicians working in primary care, clinical pharmacists and mental health 
therapists to ensure that patients get the right treatment from the right 
professional in a timely manor.   


• New model of care implementation: Primary Care Home is up and running. The 
PCH is a form of multispecialty community provider (MCP) model. Its provides  
care to a defined, registered population of between 30,000 and 50,000; aligned 
clinical financial drivers through a unified, capitated budget with 


• appropriate shared risks and rewards and an integrated workforce, with a strong 
focus on partnerships spanning primary, secondary and social care 


•   


Assumptions and enablers 
 


•  There are  8 TAPS in DDES,: 3 in Durham Dales locality, 3 in 
the Easington locality and 2 in the Sedgefield locality.  
 


• Engagement with the local authority , Foundation Trusts and 
other partner organisations. 
 


• Clinical leads have been identified for each TAP’s area. 
•   
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Challenges 
  
• Appropriateness and suitability of current 


estate/locations of hubs. 
• Ability to effectively improve comms between primary 


and secondary care clinicians to enable patient care to 
be delivered in the community  


•  Community Services Procurement is ongoing. 
•   
•   


Plan to achieve regional requirement 
 


• Sharing of good practice across Cumbria and the 
North East.  


•   
•   
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Timeline 
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Categor
y 


Q1 2017 Q2 
2017 


Q3 
2017 


Q4 2018 Q1 2018 Q2 2018 Q3 2018 Q4 2019 Q1 2019 Q2 2019 Q3 2019 Q4 2020 


Apr-Jun 
2017 


Jul-Sep 
2017 


Oct-
Dec 
2017 


Jan-Mar 
2018 


Apr-Jun 
2018 


Jul-Sep 
2018 


Oct-Dec 
2018 


Jan-Mar 
2019 


Apr-Jun 
2019 


Jul-Sep 
2019 


Oct-Dec 
2019 


Jan-Mar 
2020 


C
ritical path 


Appointm
ents 


30 mins 
per 
1,000 
populati
on 
commis
sioned  
 


Inequalities 


100% 
populati
on 
covera
ge 
 


Access 
M


easurem
en


t 
D


igital 


MIG 
operational 
7 data 
sharing 
agreements 
in place 


O
ther 


XXXX 


Key 


Activity 


Milestone 


Dependency 


National Tool to  become available 


Access to appts via 
NHS 111 or booked 


by practice 
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Key Dependencies 
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Category Activity Dependency on Comment 


1 


2 


3 


4 
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Finance and resources 


43 


Resources 
 


•   
•   
•   


Finances 
 


• See Slide 43  
•   
•   
 


 
 


 


Embedded resources 
 
•   
•   
•   
  


What resources  (other than financial) 
are in place to deliver the FYFV? 


What / how are the embedded 
resources being used to deliver the 
FYFV requirements? i.e. internal or 


covert resources 


Requirement 
• Impact on finance and resources articulated to include spend per head on improved access as per extended access contract 
• Financial breakdown including CCG and STP recurrent and non-recurrent contribution 
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•Finance Summary  
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2017/18 2018/19 2019/20 


INVESTMENT IN PRIMARY CARE £ £ £ 


Overall Primary Care funding 


i. Funding from NHS England delegated core primary medical care allocations £43,694,000 £44,149,000 £44,868,000 Confirmed in allocation planning 2017-2021 


ii. Total CCG locally enhanced services  £67,924 £67,924 £67,924 Gynae and Cryotherapy     


iii. Out-of-hours commissioned services £1,369,976 £1,369,976 £1,369,976 Mon-Fri 6pm to 8pm + Sat & Sun 8am to 1pm 


iv. CCG investment in GP IT services £741,000 £741,000 £741,000 Latest GPIT figures       


v. Any other CCG investment in General Practice £1,926,075 £1,926,075 £1,926,075 PCH + balance of Extended Access Scheme 


General Practice transformational support 


i. £3 per head non recurrent investment £445,000 £445,000 Confirmed - within financial plan 17/18 and 18/19 


Use of notified dedicated GPFV allocations to CCGs  


i. Online general practice consultation software systems  £xxx,xxx £xxx,xxx Allocations not yet been provided by NHSE 


ii. Training care navigators and medical assistants workforce £50,000 £50,000 unknown Confirmed - Allocation received in 17/18   


Extended Access in Primary Care  


i. GPFV £6 per head  £1,841,000 £1,841,000 unknown Confirmed - Allocation received in 17/18   
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Risks and issues 
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Issue Description 5 Trend Issue Proximity Actions 


A statement describing the risk event, cause and impact 


Li
ke


lih
oo


d 


Im
pa


ct
 


R
AG


 S
ta


tu
s 


The trend indicates 
any change in the 


current risk score in 
the form of an arrow 


Timescales as to when the 
risk will occur 


The actions and activities planned to take place that will when 
implemented or completed reduce, eliminate or minimise the 


risk. 


There are some IG issues with EMISWEB re: accessing patient records. Where providers have data share 
agreements in place to share patient records to the hub, it is possible for the consulting GP to view any 
patient record from that practice, which does pose an IG risk 


            


·         Prescriptions. There are also issues with Federation providers being able to set up S1 and EMIS to correctly 
charge prescription spends to dedicated Extended Access medicines budgets. S1 and EMIS are aware of all of the 
these issues, but there is little feedback on when they plan to address these issues.             


appointment ledger issues re: multiple sites and NHS111 being able to distinguish different appointments at 
different sites (esp. in community modules of the S1 and EMIS             


Availability of pathology sample transport. The traditional sample transport does not fit in around the extended 
access hubs opening hours. In  DDES our providers are using an approved sample transport organisation to collect 
samples as and when required            


• NHS111 issues: 
o Not able to profile for nurse dispositions/appointments in the extended access service – only GP appointments.  
o DOS also not able to profile ‘speak to’ GP dispositions. 
o During times of surge, NEAS 111 calls being handled elsewhere in the country and the call handlers not following 
the DOS instructions and not sending over the NHS Pathways triage information to the hub ahead of a patient 
consultation 
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Sustainable and resilient 
General Practice 
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Extended Access 
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Increasing investment 
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Primary Care 
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Increase General Practice 
Workforce 
 
1. Increasing the number of doctors working in 


general practice by at least 5,000 by 20/21. 
2. Increasing the number of clinical staff (non-


GP) working in general practice by at least 
5,000 20/21. 
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 Transforming General Practice 
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Delivering care and services patients deserve – creating momentum 
 
• Investing and increasing the skill mix to develop an efficient ‘whole system’, 


reducing   practice workload, releasing time and future proofing primary care. 
• Expansion of the multi-disciplinary primary care team, providing patients with 


access to specialist services, enabling ‘access to the right person at the right 
time’ (diverse workforce). 


• Extending  the role of healthcare professionals, upskilling staff and building a 
well functioning  practice. 


• Making the most of clinical expertise and resources, capitalising on the 
oversupply of current pharmacists. 


• Shifting care out of hospital into the community and general practice, bringing 
healthcare ‘closer to home’ and improving the patient journey. 


• Working at scale to improve patient outcomes, systems and deliver 
efficiencies. 


 







Increasing the medical workforce 
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• There is a commitment to increase the supply of doctors training to be a GP to 3250 per 
annum. 


• However, current attrition rate of doctors leaving general practice is such that overall 
increase in GP numbers (FTE) will not be achieved simply by this increased future supply. 


• Working through LWABs, STPs need to fully understand there current supply (availability of 
new GPs) and need (demand both to fill existing or expected vacancies and to meet future 
out-of-hospital provision) so as to be able to deliver an increase in medical workforce 
working within general practice. 


• Plans should identify:  
 


– Current GP workforce attrition rates across the STP area;  
– How they plan to reduce the rate that the medical workforce leave general practice;  
– Numbers of doctors in training within that STP, when they are expected to complete 


that training and how the plan to maximise achievement of full-time working of this 
additional workforce coming through within their area; 


– How other supply measures (I&R scheme, GP retention scheme, International 
Recruitment), will be used to increase numbers of doctors working in primary care 
setting across the STP; 


– Utilisation of other hospital doctors able to work in a primary/community setting to 
support the future model of out-of-hospital care.  


 
• Table below sets out for each STP the target share of the national commitment to deliver 


a 5,000 increase in doctors working in primary care.  In addition, a national tool is under-
development for STPs to use to inform modelling of stock and flow analysis (supply and 
demand) and will be made available as soon as possible. 
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• There is no specific additional allocation for increasing the general practice workforce but 
is expected to be funded from the overall growth in primary care budgets and the 
proposed shift in resources into out-of-hospital care. 
 


• CCGs should be aiming to ‘buy’ additional primary care workforce as an explicit 
deliverable rather than ‘commission’ additional activity from providers (which may or may 
not provide additional workforce capacity). 
 


• The current staffing model in general practice is typically 4 (GPs):2 (Practice Nurses):1 
HCA ratio: although studies have suggested that up to 75% of GP activity could be 
undertaken by other clinical staff.  This would suggest an inversion of the current staffing 
model: 1 (GP) to 2 (Nurses) to 4 (other Direct Care staff): although a more achievable 
interim model might be 1:1:1.   
 


• Workforce modelling tools have illustrated differences in costs based on an additional 
1450 face to face appointments might require c17 GPs at an indicative cost of £1.7m but 
with a different skill mix 1450 face to face appointments  could require 6 Physician 
Associates, 6 ANPs and 5 Pharmacists at an indicative cost of £635k a year. 


 
• What additional workforce will be required in each neighbourhood will undoubtedly vary 


but STPs will want to consider different options with primary care providers.  


 


 







 Primary Care Workforce 
DCO Share of extra doctors in general practice by 20/21 
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North 
region 


share of 
national 


target


DCO 
Code


DCO DCO GP 
Indicative 


share


STP STP Code Baseline 
number of 


doctors 
(FTE) by DCO


 DCO GP 
indicative 


share 
(mid point)


Target 
number of 


FTE 
doctors by 


20/21


Attrition 
rate (at 
current 
national 


8% 
average)


Number 
of FTE 


doctors to 
be 


recruited 
to target


South Yorkshire and Bassetlaw 9


Q72 West Yorkshire 5 3,306                         407          3,713         1,088         1,494 


Coast & Humber 6   
Hambleton, Richmond & Whitby 3


Q74 Northumberland, Tyne and Wear 1


N&W Cumbria 2


Q75
  


Merseyside 192 - 196 Cheshire and Merseyside 8 1,649                         194          1,843             507             701 


Q83 Greater Manchester 240 - 369 Greater Manchester 7 1,957                         305          2,262             531             836 


Q84 Lancashire 109 - 158 Lancashire & South Cumbria 4 941                            134          1,075             280             414 


Total               9,732         1,287        11,019         3,318         4,605 


Source: Regional planning and supporting tools: Additional 5,000 doctors working in general practice, Version 9.0, 8 August 2017


            249          2,128             649             897 


1174 to 
1400 
extra 


doctors 
working in 


primary 
care


Yorkshire and 
Humber


392 - 421


Cumbria and North 
East


241 - 256               1,879 


Baseline data, September 2015, General and Personal Medical Services Statistics, NHS Digital 
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STP Share of extra doctors in general practice by 20/21 
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North 
Region 
share of 
national 
target 


DCO Code DCO DCO GP Indicative share STP  STP Code Baseline 
number of 


doctors 
(FTE) by 


STP 


 STP GP 
indicative 


share                      
(mid point) 


Target 
number of 


FTE 
doctors by 


20/21 


Supply of 
newly 


qualified 
GPs 


Retirements Other net 
leavers 


and 
joiners 


Gap to be 
met 


through 
other 
local 


initiatives 


1174 to 
1400 
extra 


doctors 
working 


in primary 
care 


  


Yorkshire and 
Humber 392 - 421 


South Yorkshire and 
Bassetlaw 9 


                 
779              107  


               
886              254  


                  
193  


              
66  


           
112  


Q72 
West Yorkshire 5 


              
1,330              177  


           
1,507              438  


                  
330  


           
112  


           
181  


  
Coast & Humber 6 


                 
745                93  


               
838              237  


                  
184  


              
63  


           
103  


  


Cumbria and North 
East 241 - 256 


Durham, Darlington, Tees, 
Hambleton, Richmond & 
Whitby 3 


                 
753                90  


               
843              238  


                  
186  


              
63  


           
101  


Q74 Northumberland, Tyne and 
Wear 1 


                 
828                94  


               
922              274  


                  
206  


              
70  


              
95  


  
N&W Cumbria 2 


                 
195                19  


               
214                62  


                    
48  


              
16  


              
21  


Q75 Cheshire and 
Merseyside 192 - 196 Cheshire and Merseyside 8 


              
1,433              164  


           
1,597              493  


                  
358  


           
122  


           
151  


Q83 
Greater Manchester 240 - 369 Greater Manchester 7 


              
1,496              202  


           
1,698              502  


                  
372  


           
127  


           
198  


Q84 
Lancashire 109 - 158 Lancashire & South Cumbria 4 


                 
896              115  


           
1,011              296  


                  
222  


              
76  


           
116  


Total           
              


8,455  
        


1,061  
           


9,516  
       


 2,794  
               


2,099  
           


715  
        


1,078  
Source: STP GP demand and supply tool, version 3.3 


                  


An expected increase in GP registrars working in general practice also contributes towards the overall 5,000 at England level. However, due to data quality issues with the GP registrar data at CCG level  GP 
registrars are excluded from the STP level workforce projection and STP indicative shares.  
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DCO Share of extra clinical staff (non – GP) in general practice by 20/21 
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North 
region 


share of 
national 
target 


DCO Code DCO DCO GP Indicative 
share 


STP  STP Code Baseline number of 
clinical staff (FTE) by 


DCO 


 DCO clinical 
staff indicative 


share  of  
growth (mid 


point 
threshold) 


Target 
number of 


FTE 
clinical 
staff by 
20/21 


Clinical 
Pharmacists 


(share of 
regional 
target) 


MH 
therapists 
(share of 
national  
target) 


Physicians 
Associates 
(share of 
national 
target) 


            All Nurses 
(working in 
General 
Practice) 


Other Direct 
patient Care 


          


1174 to 
1400 
extra 


clinical 
staff 


working 
in 


primary 
care 


  


Yorkshire and Humber 392 - 421 
South Yorkshire and Bassetlaw 9   


  
1,702   


  


        
1,009  


                
407  


  
           


3,118  
  


                
145  


           
291  


                
97  Q72 


West Yorkshire 5 
  Coast & Humber 6 


  


Cumbria and North East* 241 - 256 


Durham, Darlington, Tees, 
Hambleton, Richmond & Whitby 3            


983  
           


549  
                


249  


  
           


1,781  
  


                  
90  


           
180  


                
60  Q74 


Northumberland, Tyne and Wear 1 
  N&W Cumbria 2 


Q75 
Cheshire and Merseyside 192 - 196 Cheshire and Merseyside 8            688             271    194    1,153  


                  
73  


           
146  


                
49  


Q83 
Greater Manchester 240 - 369 Greater Manchester 7            728             372    305    1,405  


                  
82  


           
163  


                
54  


Q84 
Lancashire* 109 - 158 Lancashire & South Cumbria 4            541             311    134  


              
986  


                  
42  


              
83  


                
28  


Total             4,642          2,512  
            


1,287  
           


8,443  
                


432  
           


863  
              


288  


* Adjustments due to boundary changes in Cumbria & North East and Lancashire  
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STP Share of extra clinical staff (non – GP) in general practice by 20/21 
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North 
Region 
share of 
national 
target 


DCO Code DCO Other Clinicians Indicative 
share (DCO) 


STP  STP 
Code 


 STP Other 
Clinicians 
Indicative 


Share (mid 
point) 


Mental Health 
Therapists 
working in 


Primary Care 
(share of 
national 
target) 


Clinical 
Pharmacists 


(share of 
regional 
target) 


Physicians 
Associates 
(share of 
national 
target) 


1174 to 
1400 
extra 
other 


primary 
care 


clinicians 
working 


in primary 
care 


  


Yorkshire and Humber 392 - 421 
South Yorkshire and Bassetlaw 9 114 82 41 27 


Q72 West Yorkshire 5 190 137 68 46 
  Coast & Humber 6 103 72 36 24 


  
Cumbria and North 
East 241 - 256 


Durham, Darlington, Tees, 
Hambleton, Richmond & Whitby 3 101 78 39 26 


Q74 
Northumberland, Tyne and Wear 1 109 84 42 28 


  N&W Cumbria 2 38 18 9 6 


Q75 Cheshire and 
Merseyside 192 - 196 Cheshire and Merseyside 8 194 146 73 49 


Q83 Greater Manchester 240 - 369 Greater Manchester 7 305 163 82 54 


Q84 
Lancashire 109 - 158 Lancashire & South Cumbria 4 134 83 42 28 


Total                   1,287  863 432 288 
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Doctors in General Practice - International Recruitment  
Requirement 


 
• Regional target set at 161, commencing in 16/17 over a 4 year period,  potentially set to increase with additional NHS England funding (up to c580).  
• Engagement with CCGs to develop at scale proposals under a single IR provider. 
• Utilisation of the  IR framework. 
• Embark on a rolling programme of work.  
• Ensure recruited GPs are fully supported as part of the programme. 


Progress to date 
 


• North Cumbria secured Phase 1 funding and as a result is 
progressing with the recruitment of 25 International GPs; 


 
• South Tees & HaST secured Phase 1 funding and as a result, is 


progressing with the recruitment of 20 International GPs; 
 
• 8 of the remaining 9 CCGs are working to recruit 132 International 


GPs under the Phase 2 model of International Recruitment, with 
phase 2 project commencing  Qtr4 201718.  DDES  have asked 
for 25 GP’s as part of the process. 


Assumptions and enablers 
 


Assumptions 
• Total number of 177 recruits for primary care is as a result of 


CCG engagement with practices 
• Phase 2 is under national development but it is assumed that 


funding model will support recruitment of 132 international 
recruits to support STP Delivery Plan 


 
Enablers 
• Development of International Recruitment Programme Board to 


support planning and delivery of International Recruitment 
targets for this STP 
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Challenges 
 
• Successful recruitment and retention  of 177 international GPs 
This is as a result of:  


o Availability of recruits internationally from EU and outside 
EU; 


o Recruitment outside of EU is a longer, more challenging 
process; 


o Willingness for international recruits to locate to CNE; 
o Willingness for international recruits to remain in CNE once 


in post 
 


• Brexit 
 
  


Plan to achieve regional requirement 
 


• Further enhancement of International Recruitment Programme 
Board 


 
• Local links to key stakeholders to support International 


recruitment and retention (e.g. Local Authorities, LMCs) 
 
• Link across STP to support development of bespoke 


employment offers for each international GP recruited 
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Doctors in General Practice - TERS  
Requirement 


 
• Attract GP trainees to accepted posts in 5 hard to recruit areas (North East - West Lakes & North West - South Cumbria (8), Yorkshire and the Humber Northern Lincolnshire (Scunthorpe 


& Grimsby) (21), North East - East Cumbria (24), North West – Blackpool (16) 
• Targets apply to 2017/18, North total  equates to 69 and funded by NHS England. 
• Demonstrate close working links with HEE locally. 


Progress to date 
 


•  Bernard to complete 
•   
•   


Assumptions and enablers 
 


•   
•   
•   
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Challenges 
  
•   
•   
•   


Plan to achieve regional requirement 
 


•    
•   
•   
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Doctors in General Practice – GP Retention Scheme 
Requirement 


 
• Aimed at retaining doctors in general practice who are unable to work more than 4 sessions per week, regional target set at 60 from 2017/18 over a 4 year period. 
• CCGs to support new applications (additional resources within primary care allocations). 


Progress to date 
. 
• The GP Retention scheme replaced the GP Retainer 


scheme with effect from 1 April 2017 
• There are currently 17 GPs on the Retention  scheme 


across CNE 
• There are currently 12 applicants waiting to join the 


scheme. 
• A new governance process has been developed for 


approval of applications  via delegated CCGS. 
•   
•   


Assumptions and enablers 
 


• Assumption there will be a ready supply of 
applications 


• Assumption CCGs will promote the scheme to their 
practices 
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Challenges 
  
• A high attrition rate of GPs leaving general practice, a high 


percentage of GPs approaching retirement age and a shortage of 
new GPs entering the profession – difficulty filling posts 


• Application process varies according to region and delegated 
CCGs 


• Funding is to be  met within Primary care allocation - may present 
challenges for CCGs. 


• New governance process has been timely to develop and approve 
which may have resulted in  some applicants losing interest. 


•   
•   


Plan to achieve regional requirement 
 


• There are currently  201 GPs on the scheme   
• National target is 500 by 2020 / 21 
•   
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Doctors in General Practice – GP Career Plus 
Requirement 


 
• Regional pilot for 2017/18  across 3 CCGs (Hull, Lancashire North and Vale Royal & South Cheshire), resulting in the recruitment of approximately 28 GPs into 3 ‘pools’ covering 92 


practices. 
• Pilot review due to commence in October 2017 (interim report due December 2017) probability based on initial feedback shows  programme of work likely to be rolled out, STPs to start 


identifying where gaps in GP provision exist and to commence conversations with CCGs.   


Progress to date 
 


•  CCG not identified as a pilot site. 
•   
•   


Assumptions and enablers 
 


•  Evaluations to be shared and learning to be 
incorporated in future plans. 
 


•   
•   
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Challenges 
  
•  Not being identified and recognised as having 


workforce pressures in comparison other areas 
•   
•   


Plan to achieve regional requirement 
 


•  Learning and model to be shared regionally from 
original areas  


•   
•   
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Doctors in General Practice – I&R Scheme      Bernard 
 


Requirement 
 


• To support GPs who have previously been in practice to introduce them back into the workforce. 
• National  target equates to 500, regionally this equates to 145, with NHS England offering a package of financial support.  


Progress to date 
 


• Locally advertised opportunities to practices through 
weekly newsletter     


• Scheme run by HEENE in our region 
• Links established with Dr Graham Rutt at HEENE 


Assumptions and enablers 
 


• Practices keep this scheme in mind in future  
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Challenges 
 
• Capacity of training practices 
• HEE advertising & CCG – need a combined approach 
• Need additional capacity to support the NE model for 


International Recruitment 
• Little local understanding of scheme usage by 


clinicians in our areas 
 


Plan to achieve regional requirement 
 


• Regional communications plan to advertise and 
promote the scheme and its availability 


•   
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Mental Health Therapists 
 


Requirement 
 


• National target set at 3000 for Improving Access to Psychological Therapies (IAPT) MHT workforce. 
• National aim is to have 800 MHT in post by March 2018 and over 1500 by 2019, this equates to approximately 232 in 2017/18. 
• Patients to have access to mental health support (first point of contact for healthcare advice). 


 


Progress to date 
 


• All practices in DDES have an Primary Care Mental 
Health Nurse aligned to them.  


• There are a total of 13 covering the locality and nurses 
have been allocated to practices based on a weighted 
population. There is also  there are two mental health 
social workers covering the CCG. 


• Service is being well utilised with a high number of 
referrals 
 


•   


Assumptions and enablers 
 


•  MoU in place between TEWV and the Federations 
who are providing the service – enabler 


• Close partnership working between CCG, TEWV and 
Federations when developing the service 


• Close monitoring of capacity 
 


•   
•   
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Challenges 
  
• Staff capacity – ensuring that nurses can manage the 


referral rate/case load 
• Signposting – ensuring staff are fully aware of changes 


in services they are able to refer into 
•   
•   
•   


Plan to achieve regional requirement 
 


• Share best practice with other CCG’s   
•   
•   
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Clinical Pharmacist Programme 
Requirement 


 
 


• From 2017/18 – 2019/20 (3 years) an annual allocation of 144 clinical pharmacists  (total 432). Funding from NHS England is tiered over a 3 year period, 60%  contribution to the post in 
year 1, 40% in year 2 and 20% in year 3 .  


• To have a pharmacist per 30,000 of the population. 
• Retaining CPs beyond the 3 year funding period (promotion of a sustainable model, where pharmacists form part of the  new footprints/models  i.e. STPs, PACs models). 


Progress to date 
• During the pilot phase of the programme, 7 providers were awarded funding covering 38 


practices. 24 Clinical Pharmacists and 8 Senior Clinical Pharmacists were employed as a 
result. There were 2 organisations awarded funding covering DDES practices. 
 


• No successful applicants  in wave 1 from  North East & Cumbria. 
 
• 2 successful applicants in wave 2  which were awarded funding for 14 whole time equivalent 


clinical pharmacists covering a total population of 402,000  across Gateshead, South 
Tyneside and South Tees CCG’s. Gateshead and South Tyneside were awarded funding for  
9.2 WTE ( 2 WTE SCP’s & 7.2 CP’s) which is 1 WTE CP for 30,989 population. South Tees 
(although to be confirmed) will be employing 3 x WTE CP’s and 1 x 0.8 WTE to cover a 
population of 116,969.  This gives a ratio of 1 WTE : 30,781 population. 
 


• The deadline for wave 3 was 29th September 2017. 9 applications have been submitted from 
the North East & Cumbria including 2 applications from federations in DDES. The outcome of 
the applications for wave 3 will be announced early – mid November. 


 


Assumptions and enablers 
 


Assumptions 
• 1 WTE pharmacist will cover 30,000 population. 
• Funding for clinical pharmacists is for 3 years with £60k per 


clinical pharmacist and £73k per senior clinical pharmacist.  This 
is staggered over 3 years with 60% funding received in year 1, 
40% in year 2 and 20% in year 3.  


 
Enablers 
• Local  NHS England team support applicants and there is a 


robust evaluation process at local , regional and national level. 
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Challenges 
• Retaining clinical pharmacists in primary care posts 


 
• The number of appropriately qualified clinical pharmacists available 


in the North East & Cumbria to be recruited into the posts. 
 


• Applicants being able to meet the criteria to successfully apply for 
the clinical pharmacist programme e.g.. achieving the 1 WTE 
pharmacist :30,000 population ratio 
 


• Rural  practices/ federations not being able to meet the programme 
criteria.    


 
  


Plan to achieve regional requirement 
 


• Local NHS England team covering the North East and Cumbria 
supporting and working with potential applicants to apply for the 
programme to help recruit clinical pharmacists across whole of 
STP area. 
 


• Ongoing support to successful applicants who have been 
awarded funding to employ pharmacists to ensure the 
programme runs successfully. 
 


• Learning from pilot sites within the North East and Cumbria. 
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Physician Associates 
 


Requirement 
 


• 1000 Physician Associates to be available to work in general practice by 2020/21, this equates to approximately 290 as a regional target. 
• Demonstration of close working links with HEE. 
• Enhance and utilise the capabilities  of existing staff e.g.. other healthcare professionals . 


 


Progress to date 
 


• 21 Physician Associate Trainees were appointed to a two 
year programme in 2016/17 


 
• 28 Physician Associate Trainees were appointed to a two 


year programme in 2017/18 
 
• Physician Associate Trainees receive Primary Care 


placements throughout course 
 
• 2 Physician Associates employed in the STP currently: 1 in 


primary care and 1 in secondary care  


Assumptions and enablers 
 


Assumptions  
• That vacancies will be available for Physician Associates 


within primary care  
 
Enablers 
• Provision of more placements within primary care during 


traineeship 
• Enhancement of role to enable prescribing 
• More training provided to General Practice on the benefits of 


this role in practice 
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Challenges 
  
• Reluctance to recognise the value of this role within Primary 


Care 
• Physician Associates cannot currently prescribe and as a 


result, GP Practices who value independent working do not 
always recognise the contribution this role might make 


• There is no guarantee that Physician Associates will remain 
in this STP once training is complete  


• There is no guarantee that qualified Physician Associates will 
look for employment in Primary Care 


Plan to achieve regional requirement 
 


• Continuation of course availability   
• Provision of more placements in primary care during 


training 
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General Practice Nurses         Bernard 
 


Requirement 
 


• Practice nurse programme delivery timeframe and numbers yet to confirmed, £15m of national investment  to be made available. 
• General practice to be promoted as  the first  career choice for newly qualified nurses. 
• Focus on  encouraging nurses to return to practice. 
. 


Progress to date 
• Change in the curriculum for the Pre-Registered Nursing Programme at local HEI 


into a integrated health and care programme requiring all students to have access 
to a placement in General Practice  


• Coordinating 60+ week placements in General Practice in 2017/18 
• Career Start Practice Nurse Scheme It is a rolling programme and offers 10 


places across North Durham and DDES at anyone time. There are 6 training 
places available for DDES. 


• Influencing Continuous Workforce Development portfolios with Health Education 
England to support GPNs 


• Leadership modules to be available in the above 
• In conversations with local HEIs for GPNs to deliver sessions on life in General 


Practice throughout the curriculum 
• Exploring opportunities for GPN return to nursing scheme 
 


 
•   
•   


Assumptions and enablers 
 


• To deliver the required amount of placements in 
General Practice to support the new integrated pre-
registration nursing programme  


• Assuming exposure to General Practice aids 
workforce pressures  


• University Practice Placement Facilitators have 
capacity to support placement and mentor support 


• The system working together to co-ordinate a joined 
up community placement 
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Challenges 
• Lack of pathway education for development of key roles i.e. ANP 


and sponsorship of such pathways  
• Large increase in General Practice placement commitment with 


short timescales 
• Mentorship availability and time to be able to support learners 
• Low placement tariffs 
• Quality assurance of placement for the number of learners  
• Introduction of new apprenticeship standards need to be 


embedded into programmes  
• Need to also focus on career start B1-4  developments and 


career entry 
 
 
 


Plan to achieve regional requirement 
 


• Regional apprenticeship development – career 
pathway developments 


• Consistent approach to placement tariffs  
• Commitment regionally to sponsor programmes and 


support back fill arrangements   
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Physiotherapists 
 


Requirement 
 


• Increase the number of GP physiotherapists providing MSK services in primary care. 
• Direct patient access - self referral into physiotherapy services within a GP practice.  
• No planned national investment, local funding to be utilised to reduce  GP appointments and workload alongside practice costs. 
 


Progress to date 
 


•  A Physiotherapy App for smart phones is available to 
all residents across DDES focussing on MSK to try 
and empower patients and reduce the number of  
appointments in primary and secondary care. 


•   


Assumptions and enablers 
 


•   
•   
•   
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Challenges 
  
•   
•   
•   


Plan to achieve regional requirement 
 


•    
•   
•   
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Other workforce requirements 
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Description (EXAMPLES) STP progress to date STP plan 


Introduction of pilots of new medical assistant 
roles that help support doctors, as 
recommended by the RCGP. 


• Medical Assistants being piloted in the 
North west. Evaluation expected In 
2018 


 


STPs to facilitate the development of care 
navigators, who will relieve pressure on GPs 
by signposting patients to the most 
appropriate solution for their needs. 


• Training to commence in January 2018 ( 
West Wakefield Model) 


 


Practice Manager Development including 
£6m of national funding for practice manager 
development and access for practice 
managers to the new national development 
programme. 


• NELA/HEE Programmes, NAPC Post 
graduate development 


 


National investment of £45 million benefiting 
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. 


• Embedding all competencies in all front 
line staff. 


 


Leadership, culture and behaviour change 
support to facilitate the delivery of patient-
centred care with MDTs. 


• NELA – How we develop the 
programme. 


 


Workforce planning to ensure a safe supply of 
the workforce . •  HEENE. WFT/Capacity & demand tools  


Delivering and implementing change 
including provider support, digital support, 
and federation development. 


 Federation development – in place 
Provider Support- ongoing 
Digital Support- IT Steering across North 
Durham CCG and DDES 
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Delivery milestones by work stream- 
Bernard 
The national delivery milestones for each of the primary care priority work streams will be achieved in the following timeframe:  


2017/18 2018/19 2019/20 2020/21 


Workstream Activity / initiative 
Baseline 
(at Sept 
2015) 


Final 
Target 


Final 
Target 


Deadline 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


Increase in 
general practice 
workforce 


Total FTE GPs (all practitioners) Mar-21 


Total of FTE GP registrars (taking 
up employment) Mar-21 


Number of HC GPs recruited from 
overseas into practices 
(international recruitment) 


Mar-20 


Number of HC GP returners (e.g.. 
via the induction and refresher 
scheme) 


Mar-21 


Number of HC GPs on the 
retention programme Mar-21 


Total FTE other clinical staff Mar-21 


Total FTE all nurses Mar-21 


Number of HC Clinical 
pharmacists Mar-20 


Total FTE physician associates Mar-21 


Number of FTE mental health 
therapists Mar-21 


Total FTE physiotherapists Mar-21 


Number of HC general practice 
assistants (referred to as medical 
assistants) 


Mar-21 
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Delivery by work stream- Bernard 


 
 
Supply 2017/18  Qx 


Doctors  
in general practice 


2020 Target Plan (approved 
applications) 


Suspensions 
(including maternity 


leave) 


Leavers In Post Variance +/- plan 
against target   


Variance +/- in post 
against target 


 HC = headcount FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC 


International Recruitment                           


TERS                           


GP Retention Scheme                           


GP Career Plus                           


I&R Scheme                           


Total                           


Supply 2017/18  Qx 


Clinical Staff (non-GP) 
In general practice 


2020 Target Plan (approved 
applications) 


Suspensions 
(including maternity 


leave) 


Leavers In Post Variance +/- plan 
against target 


Variance +/- in post 
against target 


  FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC 


Clinical Pharmacists                           


Mental Health Therapists                           


Physicians Associates                           


General Practice Nurses                           


Physiotherapists                           
General Practice Assistants 
(medical assistants) 


Total                           







Delivery through GP trainees  
Supply and indicative target  


Supply 2017/18 Qx 


  


Estimated supply from 
training 2015 - 2020 


Additional supply from 
registrars 


Suspensions (including  
maternity leave) 


Leavers Number of trainee 
placements outside of 


STP area 


Variance +/- in post 
against target (supply) 


  FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC 


Trainee 
numbers                          


• GP training recruitment places have been increased, regionally the estimated DCO supply is set at 
3,195 from 2015 - 2020 (at STP level 2,794). 


• Additional registrar supply at DCO level is estimated at 226. 
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Timeline 
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Category 


Q1 
2017 


Q2 
2017 


Q3 
2017 


Q4 
2018 


Q1 
2018 


Q2 
2018 


Q3 
2018 


Q4 
2019 


Q1 
2019 


Q2 
2019 


Q3 
2019 


Q4 
2020 


Q1 
2021 


Q2 
2021 


Q3 
2021 


Q4 
2021 


Apr-
Jun 
2017 


Jul-
Sep 
2017 


Oct-
Dec 
2017 


Jan-
Mar 
2018 


Apr-
Jun 
2018 


Jul-
Sep 
2018 


Oct-
Dec 
2018 


Jan-
Mar 
2019 


Apr-
Jun 
2019 


Jul-
Sep 
2019 


Oct-
Dec 
2019 


Jan-
Mar 
2020 


Apr-
Jun 
2020 


Jul-
Sep 
2020 


Oct-
Dec 
2020 


Jan-
Mar 
2021 


C
rit
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Wave 
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ne 


Wave 
3 
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ne 


Wav
e 4 
dead
line 
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e 
N
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s 
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MSK 
App 
availa
ble 


XXXX 


Key 


Activity 


Milestone 


Dependency 


Career Start – Rolling Programme 
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Key Dependencies 
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Category Activity Dependency on Comment 


1 


2 


3 


4 
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Finance and resources 


71 


Resources 
 


•   
•   
•   


Finances 
 


•  See slide 71 
•   
•   
 


 
 


 


Embedded resources 
 
•   
•   
•   
  


What resources  (other than financial) 
are in place to deliver the FYFV? 


What / how are the embedded 
resources being used to deliver the 
FYFV requirements? i.e. internal or 


covert resources 


Requirement 
• Impact on finance and resources 
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•Finance Summary  
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2017/18 2018/19 2019/20 


INVESTMENT IN PRIMARY CARE £ £ £ 


Overall Primary Care funding 


i. Funding from NHS England delegated core primary medical care allocations £43,694,000 £44,149,000 £44,868,000 Confirmed in allocation planning 2017-2021 


ii. Total CCG locally enhanced services  £67,924 £67,924 £67,924 Gynae and Cryotherapy     


iii. Out-of-hours commissioned services £1,369,976 £1,369,976 £1,369,976 Mon-Fri 6pm to 8pm + Sat & Sun 8am to 1pm 


iv. CCG investment in GP IT services £741,000 £741,000 £741,000 Latest GPIT figures       


v. Any other CCG investment in General Practice £1,926,075 £1,926,075 £1,926,075 PCH + balance of Extended Access Scheme 


General Practice transformational support 


i. £3 per head non recurrent investment £445,000 £445,000 Confirmed - within financial plan 17/18 and 18/19 


Use of notified dedicated GPFV allocations to CCGs  


i. Online general practice consultation software systems  £xxx,xxx £xxx,xxx Allocations not yet been provided by NHSE 


ii. Training care navigators and medical assistants workforce £50,000 £50,000 unknown Confirmed - Allocation received in 17/18   


Extended Access in Primary Care  


i. GPFV £6 per head  £1,841,000 £1,841,000 unknown Confirmed - Allocation received in 17/18   
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Risks and issues 


73 


Issue Description Trend  Issue Proximity Actions


A statement describing the risk event, cause and impact


Li
ke


lih
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d
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A
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s 
 


The trend indicates 
any change in the 


current risk score in 
the form of an arrow


Timescale as to when the risk 
will occur


The actions and activities planned to take place that will when implemented or completed reduce, 
eliminate or minimise the risk


Please select
Please select
Please select


5







05 


01 


Sustainable and resilient 
General Practice 


02 
Extended Access 


03 


Increase General Practice 
Workforce 


Developing at scale 
Primary Care 
organisations 







Increasing investment in  
Primary Care  
 
1. Achieving a minimum £2.4bn per annum 


revenue investment into Primary Medical by 
2020/21 


2. Full investment of c£500m dedicated non-
recurrent Sustainability and Transformation 
funds allocated to support delivery of GPFV 
commitments  


3. Investment of over £900m capital funds to 
support increasing capacity in primary care 
through use of technology and development 
of Primary Care estate  


04 


75 







www.england.nhs.uk 


Delivery milestones by work stream 


 


The national delivery milestones for each of the Primary Care priority work streams will be achieved in the following timeframe:  
2017/18 2018/19 2019/20 


Workstream Activity / initiative Any current 
expenditure 


Additional 
17/18 


investment  


Additional 
18/19 


investment 


Additional 
19/20 


investment 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


Primary Care 


Planned investment in delivering  
extended access to primary care in 
evenings and weekends £2,967,459 £2,967,459 £2,967,459 
Planned investment to increase the 
number of additional doctors in primary 
care 


Planned investment to increase the 
number of other clinicians working in 
primary care 


Planned additional non-recurrent 
investment to support GPFV 
deliverables  


Planned capital investment in primary 
care ETTF provision  


2017/18 2018/19 2019/20 


Workstream Activity / initiative Baseline 
spend 


Additional 
17/18 


investment 


Additional 
18/19 


investment 


Additional 
19/20 


investment 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


Out-of-
hospital care 


Planned increase in investment in 
delivering  increased out-of-hospital 
provision 


Of the above investment what level of 
investment relates to increase in out-of-
hospital  


What level of activity is intended to shift 
from hospital provision  


Planned capital investment in out-of-
hospital provision   
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Increasing investment in Primary Care 


77 


• National commitment is to increase the annual expenditure going into 
general practice by at least £2.4bn by 2020/21 – approx. 10% of total 
NHS spend.  


• There are 4 funding elements that comprise the 2015/16 baseline 
position: 
• NHS England GP Contract funding 
• NHS England earmarked investment through the GPFV funds which is 


allocated to commissioners 
• Existing local CCG investment into Primary Medical Care Services (such as 


through local enhanced services, out-of-hours provision, other discretionary 
CCG investment) 


• Other investment in General Practice provision made by other Organisations 
(NHS Digital, HEE and DH).  


• In addition, non-recurrent pump-priming investment from CCGs and STP 
transformation resources are additional expected to be invested over the 
next few years to enable Primary Care to be in a position to enable 
transformation in primary care.  


• NHS England will monitor on-going investment to ensure delivery of the 
national commitments. 
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Enablers 
 


Requirement 
• Contribute to the delivery of an additional £2.4bn recurrent investment in primary medical care by 20/21, including £3ph non recurrent transformational support 
• Identified year-on-year increase in investment to wider Out-of-hospital provision 
• Planned spend against dedicated GPFV allocations made to CCGs 
• Additional non-recurrent investment in Primary Care  
• Capital investment into Primary Care (for technology or Premises developments) 
. 


Primary Medical Care Resources 
 


•   
•   
•   


1. What resources are in place to 
deliver the GPFV? 


2. How are existing Primary Medical 
Care resources being used to 


deliver the GPFV 
 


Finances 
•   
•   
•   
 


 
 


 


Details on existing spend on Primary 
Medical Care, plus dedicated GPFV 


allocations, and  additional CCG 
investment planned. (i.e. proposed year 


on year % increase) 


 
 


Details on existing spend on wider out-
of-hospital provision and planned 


investment to increase provision in out-
of-hospital care so as to enable shift in 


care from hospital provision 
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Out-of-Hospital  resources 
  
•   
•   
•   


Finances 
 
 


•    
•   
•   


1. Identify level of  activity / capacity to 
support out-of-hospital care. 


2.   Identify workforce in place that 
supports out-of-hospital care  


3. What increase in capacity is planned 
to further increase shift in care to 


out-of-hospital setting? 
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Risks and issues 


Issue Description Trend  Issue Proximity Actions


A statement describing the risk event, cause and impact
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The trend indicates 
any change in the 


current risk score in 
the form of an arrow


Timescale as to when the risk 
will occur


The actions and activities planned to take place that will when implemented or completed reduce, 
eliminate or minimise the risk


Please select
Please select
Please select


5







01 


Sustainable and resilient 
General Practice 


02 
Extended Access 


03 


Increase General Practice 
Workforce 


04 
Increasing investment 
in  Primary Care  







Developing at scale 
Primary Care 
organisations 
 
1. 50% population covered by Primary Care at 


scale organisations by March 2018 
2. 100% of population covered by Primary Care 


at scale organisations by March 2019 


05 
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Developing at scale Primary Care Organisations  


82 


 
• The decision to join/establish a Primary Care Network (or Primary Care 


Home) is for local GPs, with other local provider partners s to agree with their 
CCG.   


• Each PCN could be part of a larger unit within an accountable care provider / 
system, or may stand alone with a direct contractual relationship with its 
CCG.   


 
The process for establishing a Primary Care Network is expected to be: 
1. Identify natural, geographically defined community of 30 – 50k based on the 


registered lists of participating practices.  The PCN should be asked to 
identify the population needs within the population using an agreed 
stratification approach. 


2. Providers sign a ‘partnership agreement’, nominating a ‘host’ to hold any 
monies on behalf of partners. Commissioners (LA / CCG) must approve.  


3. STP / CCG approves footprint for PCN. Non-recurrent transformation funding 
is expected to be available through NHS England and transferred via the 
STP (c£1 per head pop).  
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Establishing at scale Primary Care 
Organisations (cont.) 


4. Based on the population stratification work undertaken by the 
PCN, through the STP a CCG will agree clinical priority areas 
for the PCN to pursue and will holds the PCN to account for 
making service improvements.  


5. PCN partners design and operationalise care model tailored to 
suit local population needs. Over time these models will 
become the natural vehicles to deliver national transformation 
priorities. 


6.  PCN partners will be able to access a performance dashboard 
and receive recurrent incentive funding based on utilisation 
measures being developed nationally 


7. NHSE will evaluate the impact on improving patient experience 
and quality of care as well as dashboard and incentives 
scheme. The findings from the evaluation will be used to further 
refine and improve both care model and operational model.  
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Delivery milestones by work stream 


• fff 


The national delivery milestones for each of the Primary Care priority work streams will be achieved in the following timeframe:  


2017/18 2018/19 


Workstream Activity / initiative 


Current pop 
covered by at 
scale primary 


care 
organisation    


Target 50% 
pop covered 


by March 2017 


Target 100% 
pop covered 


by March 2019 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


Primary Care at 
scale 


Establishment of at scale primary care 
organisations 270,000 70% Achieved 70% 100


% 
100
% 


100
% 


100
% 


100
% 


100
% 


100
% 


Where Primary Care Organisations are 
established to identify: See attachment See 


attachment 


Size of pop covered (typically between 30-50k) See attachment See 
attachment 


Name of Primary Care organisation See attachment See 
attachment 


Identify practices in each organisation (Practice ID 
number, and postcode of practice boundary) See attachment See 


attachment See attachment 


Agreed clinical priorities to be taken forward Q1 17/18 


Confirm  multi-disciplinary governance 
arrangements agreed 


Q! 17/18 
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Enclosed response to above  







www.england.nhs.uk 


At scale Primary Care Organisations 
 


Requirement 
• By March 2017 to have established at scale Primary Care Organisations covering 50% of the registered population 
• By March 2019 to have 100% of the population covered by at scale Primary Care Organisations 


 
 


Progress to date 
 


•   
•   
•   


What progress has already taken place 
within the STP against this 


requirement? 
What is the current position at the STP? 


Assumptions and enablers 
 


• Clinical engagement 
• Delegated budgets 
• Risk gain share agreements 
•   
•   
•   
 


 
 


  
 


How does the STP plan to establish at 
scale primary care organisations across 
its geography, securing local ownership 
to their governance and accountability 


and agreeing appropriate clinical 
priorities for care redesign.  Identify any 
national or regional support that would 


assist their onward development?                  
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Challenges 
  
• Clinical engagement 
• GP understanding of Primary Care at scale 


organisations 
•   
•   
•   


Plan to achieve regional requirement 
 


•    
•   
•   
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Risks and issues 







05 


01 


Sustainable and resilient 
General Practice 


02 
Extended Access 


03 


Increase General Practice 
Workforce 


04 
Increasing investment 
in  Primary Care  


Developing at scale 
Primary Care 
organisations 


Communications Communications Communications 


Communications    Communications 
 


Communications  Communications  


Co
m


m
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ic
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ns


  
Co


m
m
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ns
  


Com
m


unications  
Com


m
unications  







Communications 
 
Engage and involve: 
• Patients and wider population in design and 


delivery of transformed primary care, including 
supporting greater self-care  


• Communicate proposed changes and 
improvements to be delivered to Primary Care 
clinicians and wider NHS staff  


• Support improve communications between 
primary care and secondary care clinicians 
 
 


06 
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STP Internal and external communications 
 


Requirement 
• To improve communications between primary and secondary care, including consultant discharge  letters which is a  NHS Standard contractual requirement 
• Robust communications to patients using digital and hard copy mechanisms which can be evidenced 
• Robust communications to staff 
 
 


Progress to date 
 
• The new ‘Improving access to General Practice 


Communications Guide and resource pack has now been 
received and we will adopt best practice. 


• There are a variety of communications tools and methods 
currently in place for timely communications. These 
included printed items, digital communications, focus 
groups and committees and social media. 


• All current and future communication methods  for proposed 
changes and improvements are developed with the Patient 
in mind. 
 


Assumptions and enablers 
 


• Understanding which communications activities work 
best will enable commissioners and providers to plan 
and use their communications budget and other 
resources as effectively as possible in the future. 
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Challenges 
  
• Communicating clear consistent messages to partner 


providers, stakeholder and patients Communicating 
the same message to the right people, at the right time 
depending on their progress against plans. 


Plan to achieve regional requirement 
 


•  Joint working across the STP footprint  
•   
•   
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Internal and external communications 
 


Requirement 
• To improve communications between primary and secondary care, including consultant discharge  letters which is a  NHS Standard contractual requirement 
• Robust communications to patients using digital and hard copy mechanisms which can be evidenced 
• Robust communications to staff 
 
 


Progress to date 
 
• Regular updates   at TITO GP Development forum 


Newsletters, GP Team net 
• Establishing meetings with key partners involved in 


TAP’s 
• All patient comms go via patient reference and My NHS 


Members and social media. 
• All contractual requirements regarding consultant 


discharge letters achieved. 


Assumptions and enablers 
 


Using existing comms mechanisms to share info with 
staff, patients and public and stakeholders e.g. 
• TITO 
• CCG bulletin 
•  PRG’S are operational across DDES 
• Stakeholder networks 
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Challenges 
• For all key stakeholders to deliver their areas of responsibility 
• Reaching hard to reach groups 
• Effective comms with staff involved in transforming the 


system 
• Co ordinating the communications - systematic approach 


required 
• Delivering the extended access communications  
• Requirements 
• Staff understanding the implications and role within the 


change process 


Plan to achieve regional requirement 
 


• All of the above 
• More co ordinated approach 
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Risks and issues 


Issue Description Trend  Issue Proximity Actions


A statement describing the risk event, cause and impact
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The trend indicates 
any change in the 


current risk score in 
the form of an arrow


Timescale as to when the risk 
will occur


The actions and activities planned to take place that will when implemented or completed reduce, 
eliminate or minimise the risk


Please select
Please select
Please select


5
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