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Terms of reference for the Northumberland Primary Care Committee 

 
Introduction  
 
1. The Northumberland primary care committee is a joint committee of NHS England and 

NHS Northumberland formed with the primary purpose of jointly commissioning primary 
medical services for the people of Northumberland. 

Statutory Framework 

2. The National Health Service Act 2006 (as amended) (“NHS Act”) provides, at section 
13Z, that NHS England’s functions may be exercised jointly with a CCG, and that 
functions exercised jointly in accordance with that section may be exercised by a joint 
committee of NHS England and the CCG.  Section 13Z of the NHS Act further provides 
that arrangements made under that section may be on such terms and conditions as 
may be agreed between NHS England and the CCG.   

Role of the Northumberland primary care committee  

3. The role of the Northumberland primary care committee shall be to carry out the 
functions relating to the commissioning of primary medical services under section 83 of 
the NHS Act (except those relating to individual GP performance management, which 
have been reserved to NHS England) and such CCG functions under sections 3 and 3A 
of the NHS Act as have been delegated to the joint committee.  

 
4. This includes, but is not limited to, the following activities: 
 

 General Medical Services (GMS), Personal Medical Services (PMS) and 
Alternative Providers of Medical Services (APMS) contracts (including the design 
of PMS and APMS contracts, monitoring of contracts, taking contractual action 
such as issuing branch/remedial notices, and removing a contract).  

 Newly designed enhanced services (“Local Enhanced Services” and “Directed 
Enhanced Services”). 

 Design of local incentive schemes as an alternative to the Quality Outcomes 
Framework (QOF); 

 Decision making on whether to establish new GP practices in an area; 

 Approving practice mergers. 

 Making decisions on ‘discretionary’ payment (e.g., returner/retainer schemes). 
 

5. In performing its role the Northumberland primary care committee will exercise its 
management of the functions in accordance with the agreement entered into between  
NHS England and NHS Northumberland CCG, as appended, which sit alongside the 
delegation and terms of reference. 
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Geographical coverage  
 
6. The Northumberland primary care committee will comprise NHS England (Cumbria and 

North East) and NHS Northumberland CCG.  It will undertake the function of jointly 
commissioning primary medical services for Northumberland.    

 
Membership  
7. The Committee shall consist of:  

 

 CCG Lay Chair (or a lay Governor nominated by him/her) (Chair of the committee) 

 One other CCG Lay Governor (vice chair of the committee) 

 The CCG Chief Operating Officer or a nominated Director  

 A Director or deputy director from NHS England Cumbria and North East Area 
Team 

 
The Clinical Chief Officer or a GP Director nominated by him will be invited to attend all 
meetings. To ensure effective management of actual or potential conflicts of interest he 
or she will withdraw from the meeting as requested to do so by the Chair of the 
committee. Other CCG Governing Body members, officers, employees and practice 
representatives may be invited to attend all or part of meetings of the committee to 
provide advice or support particular discussions. 

 
Those invited to attend will not be entitled to vote. 
 

8. The Chief Operating Officer will be the lead officer for the committee, or will nominate a 
Director to undertake this role. 

 
9. A standing invitation will be made to specified partners in a non-voting capacity, namely:  
 

a) Northumberland Health and Wellbeing Board and  
b) Healthwatch Northumberland  

 
Meetings and Voting 
 
10. The Committee shall adopt the Standing Orders of NHS Northumberland CCG insofar as 

they relate to the: 
 

 Notice of meetings. 

 Handling of meetings. 

 Agendas. 

 Circulation of papers. 

 Conflicts of interest. 
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11. Each member of the Committee shall have one vote.  The Committee shall reach 
decisions by a simple majority of members present, but with the Chair having a second 
and deciding vote, if necessary.  
 

12. The quoracy for the committee is 3 members, including at least one member from 
Northumberland CCG and one member from NHS England  
 

13. The committee will meet at regular intervals and not less than 5 times per year. 
 

14. Meetings of the  Committee: 
 

a. Shall, subject to the application of 14(b), be held in public. 
b. The Committee may resolve to exclude the public from a meeting that is open to 

the public (whether during the whole or part of the proceedings) whenever 
publicity would be prejudicial to the public interest by reason of the confidential 
nature of the business to be transacted or for other special reasons stated in the 
resolution and arising from the nature of that business or of the proceedings or for 
any other reason permitted by the Public Bodies (Admission to Meetings) Act 
1960 as amended or succeeded from time to time.  

 

15. Members of the Committee have a collective responsibility for the operation of the 
Committee. They will participate in discussion, review evidence and provide objective 
expert input to the best of their knowledge and ability, and endeavour to reach a 
collective view.  

 
16. The Committee may call additional experts to attend meetings on an ad hoc basis to 

inform discussions. 
17. Members of the Committee shall respect confidentiality requirements as set out in the 

CCG Standing Orders unless separate confidentiality requirements are set out for the 
committee in which event these shall be observed.  
 

18. The secretariat support will be provided as agreed by NHS England and the CCG.  
 
19. The secretariat to the Joint Committee will : 
 

a. Circulate the minutes and action notes of the committee within 5 working days of 
the meeting to all members.  

b. Present the minutes and action notes to Cumbria, Northumberland, Tyne and 
Wear Area Team of NHS England and the governing body of NHS 
Northumberland CCG.  

 
Decisions  
 
20. The Committee will make decisions within the bounds of its remit. 
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21. The decisions of the Committee shall be binding on NHS England and NHS 
Northumberland CCG.  

 
22. Decisions will be published by both NHS England and NHS Northumberland CCG. 

 
23. The secretariat will produce an executive summary report which will be presented to 

NHS England Cumbria and North East Area Team and the governing body of NHS 
Northumberland CCG at least four times a year at regular intervals. 

 
Review of Terms of Reference 
 
24. These terms of reference will be formally reviewed by NHS England Cumbria and North 

East Area Team and NHS Northumberland CCG in April of each year, following the year 
in which the joint committee is created, and may be amended by mutual agreement at 
any time to reflect changes in circumstances which may arise. 

 
 
 
Date  
 
 
 
[Signature provisions] 
 









healthcare professionals, such as health visitors. The senior
GP partner told us these meetings were used to share
important information about patients’ needs and how they
were being managed.

The senior GP partner told us that, over the years, they had
striven to develop and build effective working relationships
with staff in the local care homes. They said clinical staff
responded to patients’ needs as and when they arose. As
part of our preparation for this inspection, we sought the
views of local care home staff about the practice. We
received mixed feedback about the quality of care and
treatment people living at one of these homes had
received. Most of the care home staff we contacted spoke
positively about the practice and their staff. However, the
staff at one particular care home told us they had been so
disappointed with the quality of the care and treatment
people living in their care home received they had raised
their concerns with the appropriate regulatory body.

Practice staff had developed systems to handle incoming
and outgoing patient information. However, these did not
always work effectively. For example, the administrative
team was responsible for summarising patient records.
There was evidence of a backlog of several weeks in
relation to the completion of summaries of patient
information letters and new patient records. The long-term
GP locum told us they had identified delays of several
months in some clinical tasks and patient information
letters being READ coded and actioned. The failure to have
a sufficiently robust system in place to ensure patients’
records are appropriately READ coded, and are
summarised promptly, could mean that the clinical staff do
not have access to the information they need to enable
them to provide effective continuity of care.

Information Sharing

The practice had a clinical IT system which enabled staff to
coordinate, document and manage patients’ care, and to
scan paper communications, such as those from hospital,
on to the system for future reference. Staff used several
systems to communicate with other providers. For
example, there was an agreed process for accessing
information from the local out-of-hours service provider.
This ensured the practice received information about
contact the service had had with any of their patients. Staff
used a secure system to share information about patients
with complex care and treatment needs with out-of-hours
and urgent care providers. This helped to ensure this type

of patient data was shared in a timely manner so that
patients could receive prompt and appropriate care and
treatment. Systems were in place for making referrals using
the Choose and Book system. (The Choose and Book
system enables patients to choose which hospital they will
be seen in and to book their own outpatient appointments
in discussion with their chosen hospital.)

Consent to care and treatment

The practice had a consent policy which provided clinical
staff with guidance about how to obtain patients’ consent
to care and treatment, and what to do in the event a
patient lacked the capacity to make an informed decision.
During our interviews with the senior GP partner, and the
long-term GP locum, we identified no concerns about how
they handled consent issues. The practice nurse we spoke
to was also very clear about when consent was needed and
for what purposes. Good awareness was shown by both.
However, the training matrix we were provided with
contained no evidence that any of the locum GPs or nurses
had completed training on the Mental Capacity Act (MCA)
(2005) and their responsibilities as clinicians in
implementing this legislation. The practice manager
confirmed that the matrix was up-to-date.

Health Promotion & Prevention

The practice offered all new patients a health check with a
member of the nursing team. These checks covered a range
of areas including height, weight and blood pressure. The
practice also offered the NHS Health Checks enhanced
service to all patients aged between 40 and 75 years of age.

Nationally reported QOF data for 2013/14 showed the
practice had obtained 95.8% of the total points available to
them for providing recommended care and treatment for
patients who smoked. (This was 0.4 percentage points
above the local CCG average and 2.1 points above the
England average.) The data also confirmed the practice
supported patients to stop smoking using a strategy that
included the provision of suitable information and
appropriate therapy. Practice staff had recorded the
smoking status of 91.7% of eligible patients aged over 15 in
the preceding 24 months, in order to help them identify
patients at risk and to target the care and treatment they
provided.

The QOF data included other examples of how well the
practice had done in providing recommended care and
treatment to patients in relation to the other public health
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indicators. For example, the practice had obtained 100% of
the total points available to them for treating patients
diagnosed with obesity. (This was the same as the local
CCG and England averages.)The practice had also obtained
97.9% of the points available to them for providing cervical
screening to women. (This was 1.7 percentage points below
the local CCG average but 0.4 points above the England
average.) The QOF data for 2013/14 showed the practice
had protocols that were in line with national guidance. This
included protocols for the management of cervical
screening and for informing women of the results of this
test. The practice’s performance in providing contraceptive
services was 2.2 percentage points above the local CCG
average and 4.8 points above the England average.

Staff had identified patients who needed additional
support. The QOF data confirmed the practice maintained
a register of all patients with dementia, in order to target
the care and treatment they provided. QOF data showed
the practice had obtained 100% of the points available to
them for providing recommended clinical care and
treatment to dementia patients. (This was 3.1 percentage
points above the local CCG average and 6.6 points above
the England average).

Are services effective?
(for example, treatment is effective)

Inadequate –––

24 Cramlington Medical Group Quality Report 13/08/2015



Our findings
Respect, Dignity, Compassion & Empathy

We interviewed three members of the practice’s Patient
Participation Group (PPG). Without exception, they told us
the practice offered a good service and staff were caring
and helpful. They also confirmed they were treated with
dignity and respect, and that staff were professional,
compassionate and understanding. Fourteen patients had
completed Care Quality Commission (CQC) comment
cards. The feedback we received indicated the majority of
these patients were satisfied with the care and treatment
they received. Most of them told us they received a good
service which met their needs.

The practice had completed their own survey of patients in
2014/15. This showed most patients were satisfied with the
services provided. For example, the scores for patient
satisfaction with the quality of the clinical consultation they
received, and the confidence and trust they had in their GP
or nurse, were in excess of 80%. Evidence from this survey
showed there had been an improvement in patient
satisfaction levels compared to the previous year. However,
findings from the National GP Patient Survey of the
practice, published in 2015, showed variable levels of
satisfaction with the quality of services provided. Some of
the results were better than or in line with the local CCG
and national averages, whilst others clearly fell below
them. For example, of the patients who responded to the
survey:

• 91% said they were satisfied with the helpfulness of the
receptionists, (this was above the local CCG average of
88% and the national average of 87%);

• 90% said they had confidence in the last nurse they saw
or spoke to, (this was in line with local CCG average and
above the national average of 86%);

• 83% said the last nurse they saw, or spoke to, was good
at giving them enough time, (this was in line with the
local CCG average but below the national average of
81%);

• 77% said the last GP they saw, or spoke to, was good at
listening to them, (this was below the local CCG average
of 89% and national average of 88%);

• 76% said the last GP they saw or spoke to was good at
giving them enough time, (this was below the local CCG
average of 88% and the national average of 86%);

• 73% said the last GP they saw or spoke to was good at
treating them with care and concern, (this was below
the local CCG average of 86% and the national average
82%);

• 73% said they had confidence and trust in the last GP
they saw or spoke to, (this was below the local CCG
average of 86% and the national average of 82%).

Patients’ privacy and dignity was respected. The reception
desk opened directly onto the patient waiting area. We saw
that staff who worked in this area made every effort to
maintain patients’ privacy and confidentiality. A notice
reminded patients of the importance of standing back from
the reception desk to allow the patient in front to speak
privately with staff. However, in the practice’s own survey of
patients, 25% indicated that their conversations could be
overheard by others and they were not happy with this. In
response to this, the practice had displayed a notice
explaining that patients could speak to a receptionist in
private if they preferred to do so.

During the inspection all consultations and treatments
were carried out in the privacy of a consulting or treatment
room. There were screens in these rooms to enable
patients’ privacy and dignity to be maintained during
examinations and treatments. Consultation and treatment
room doors were kept closed when the rooms were in use,
so conversations could not be overheard. A member of the
reception team told us a private room would be made
available should a patient indicate they wished to speak
confidentially. We observed staff as they greeted and
interacted with patients. We saw their approach was
considerate and caring, while remaining respectful and
professional.

Care planning and involvement in decisions
about care and treatment

Findings from the National GP Patient Survey of the
practice, published in 2015, showed variable levels of
satisfaction regarding the involvement of patients in
decisions about their care and treatment. Some of the
results were better than, or in line with, the local CCG and
national averages, whilst others fell below them. For
example, of the patients who responded to the survey:

• 78% said the last GP they saw or spoke to was good at
explaining tests and treatments, (this was below the
local CCG average of 84% and the national average
82%);

Are services caring?
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• 62% said the GP they visited had been ‘good’ at
involving them in decisions about their care, (this was
below the local CCG average of 78% and the national
average of 74%);

• 80% said the last nurse they saw, or spoke to, was good
at explaining tests and treatments, (this was in line with
the local CCG average and above the national average of
77%);

• 68% said the last nurse they saw, or spoke to, had been
‘good’ at involving them in decisions about their care,
(this was below the local CCG average of 89% but above
the national average of 67%).

Patient/carer support to cope emotionally with
care and treatment

Patients we spoke with expressed no concerns about the
support they were given to cope emotionally with their care
and treatment. Similarly, of those patients who had

completed CQC comment cards, all who made comments
were positive about the support they received from the
practice. The majority of patients confirmed the clinical
staff were compassionate, sympathetic, considerate and
understanding.

Notices and leaflets in the waiting room sign-posted
patients to a number of relevant support groups and
organisations. The practice website provided patients with
links to support organisations such as the Sunderland
Carers’ Association and the local Alzheimer’s Society.

The practice’s IT system alerted clinicians if a patient was
also a carer, so this could be taken into consideration when
they assessed their need for care and treatment. The
practice manager told us clinical staff referred patients
struggling with loss and bereavement to an appropriate
support group, where this was appropriate.

Are services caring?
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Our findings
Responding to and meeting people’s needs

The practice manager told us arrangements had been put
in place to meet the needs of older patients, and those with
long-term conditions. The practice had used a risk
assessment tool to profile patients according to the risks
associated with their conditions. This enabled staff to
identify patients at risk of, for example, an unplanned
admission into hospital. Staff had taken action to prepare
emergency care plans for this group of patients. We were
told these patients were also discussed at the monthly
multi-disciplinary team (MDT) meetings. Arrangements had
previously been made to provide patients aged over 75
years with a named GP. However, because of the absence
of the senior GP partner, this was no longer the case. The
inspection team recognised that this situation was only
short-term, and these patients would be allocated another
named GP once the new doctors started working at the
practice.

We found the practice did not have an effective mechanism
in place to identify and monitor patients who were
unresponsive to ‘recall’. (‘Recall’ is an important process
where staff follow up patients who have received clinically
significant tests and results, or who have failed to attend
their chronic disease healthcare review.) The practice
nursing team was mostly responsible for the delivery of
chronic disease management, and for providing advice and
support to patients with long-term conditions (LTCs), such
as asthma and Chronic Obstructive Pulmonary Disease
(COPD). (COPD is the name for a collection of lung diseases
including chronic bronchitis and emphysema.) The practice
nurse told us they were working on developing an effective
patient ‘recall’ system. They said a member of the
administrative team would, when they had time, carry out
a search to identify all patients with LTCs, requiring a
review. They would then telephone or write to these
patients inviting them in for a review. We were told that no
further contact would be made with the patient to remind
them of the seriousness of not attending their healthcare
review. The failure to ensure that an effective system was in
place for following up patients with LTCs who failed to
attend their healthcare review increased the risk to their
safety and wellbeing. This is because they might not
understand the significance of any changes in their health
and how these should be managed.

At the time of our inspection we identified there was no
system in place for checking whether urgent two-week
referrals had actually been sent to the appropriate hospital
department. The monitoring of these referrals had
previously been undertaken by one of the secretarial staff
who had recently resigned. This increased risks to patient
safety, in that there was no ‘safety net’ in place to make
sure that these referrals had actually been sent, or received
by secondary care health professionals.

Nationally reported QOF data showed the practice had
obtained 100% of the total points available to them for
providing palliative care to patients. (This was the same as
the local Clinical Commissioning Group (CCG) average and
3.3 percentage points above the England average). The
practice kept a register of patients who were in need of
palliative care and their IT system alerted clinical staff
about those who were receiving this care. The QOF data
also showed that MDT meetings took place at least every
three months, to discuss and review the needs of each
patient on this register. The senior GP partner told us these
meetings included relevant healthcare professionals
involved in supporting these patients, such as community
nursing staff and health visitors.

The practice had identified the needs of families, children
and young people, and put plans in place to meet them.
Pregnant women were able to access a weekly antenatal
clinic provided at the practice by a midwife. This provided
mothers with access to a post-natal check performed by
the senior GP partner. Information in the practice’s
brochure informed mothers-to-be that they could access a
primary care mental health nurse for ante-natal and
post-natal support. QOF data for 2013/14 showed
ante-natal care and screening were offered in line with
current local guidelines. The data also showed that child
development checks were offered at intervals consistent
with national guidelines. The practice had obtained 100%
of the total points available to them for providing child
health surveillance. (This was in line with the local CCG
average and 1.2 points above the England average).

The practice nurse provided a fortnightly immunisation
clinic and supported a family planning clinic operated by
the health centre in which the practice was located.
However, on the basis of the nationally reported data
available to the Care Quality Commission (CQC), we saw
that, where comparisons allowed, the delivery of most
childhood immunisations was lower, in comparison to the
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overall percentages for children receiving the same
immunisations within the local CCG area. For example, the
numbers of children who were given six of the eight
childhood immunisations that should be given to children
aged five years were below each local CCG average.

The practice had planned its services to meet the needs of
the working age population, including those patients who
had recently retired. Working patients had, until very
recently, been able to access appointments outside of
normal working hours. This option was no longer available
which made it more difficult for them to access suitable
appointments. Patients were able to book their
appointments on-line which offered them more flexibility.
Patients received recommended treatments for the health
conditions common to working age patients, such as heart
disease and hypertension. For example, QOF data for 2013/
14 showed that 86.5% of patients aged between 16 and 75
years who had hypertension, had had an assessment of
their physical activity during the previous 12 months. (This
was 7.3 percentage points above the local CCG average and
7.9 points above the England average.)

The practice had taken steps to identify patients with
mental health needs and had taken steps to meet their
needs. Patients with mental health needs were able to
access counselling at the practice as well as support from
the community mental health team, where this was
appropriate. The practice maintained a register of all
patients diagnosed with the mental health conditions
specifically covered by the QOF. Maintaining such a register
helps practices to target care, treatment and advice to this
vulnerable group of patients. The QOF data showed that,
where appropriate, care plans had been completed for
92.2% of patients who were on the practice’s mental health
register, in agreement with the patients. However, the
arrangements for supporting patients with mental health
needs to attend their annual healthcare reviews were not
fully satisfactory. We saw evidence that many of the
patients on the practice’s register for this group of patients
had not received their annual healthcare review.

Tackle inequity and promote equality

The practice had recognised the needs of different groups
of vulnerable patients when planning their services. The
majority of patients did not fall into any of the marginalised
groups that might be expected to be at risk of experiencing
poor access to health care, for example, homeless people
and Gypsies and Travellers. However, the practice manager

was aware there were a very small number of patients
living in temporary accommodation. They told us these
patients had been supported to register with the practice
on a temporary basis.

Staff were also aware they had a large group of people with
learning disabilities living in sheltered housing near to the
practice. Nationally reported QOF data for 2013/14 showed
the practice maintained a register of all of these patients to
help them target the care and support they required. The
data showed the practice had achieved 100% of the total
points available to them for providing care and treatment
for patients with learning disabilities. (This was 8.7
percentage points above the local CCG average and 15.9
points above the England average). However, QOF data for
2014/15 showed that out of a total of 48 patients on the
practice’s learning disability register, only 15 had received a
healthcare review. The inspection team felt that much
could be done to improve this group of patients' access to
annual healthcare reviews.

Reasonable adjustments had been made which helped
patients with disabilities and those whose first language
was not English, to access the practice. The premises in
which the practice was located had been purpose built to
meet the needs of patients with disabilities. For example,
the main doors into the health centre building opened
automatically. There was a disabled toilet which had
appropriate aids and adaptations. Disabled parking was
available at the front of the building.

The waiting area was spacious making it easier for patients
in wheelchairs to manoeuvre. The practice had a small
number of patients whose first language was not English.
Staff had access to a telephone translation service and
interpreters should they be needed.

Access to the service

Appointments were available from 8:00am to 6:30pm five
days a week. Extended hours access to GP appointments
had until very recently been provided, and had included
the provision of a Saturday morning surgery and cover on
some bank holidays. Providing extended hours makes it
easier for working age patients and families to attend an
appointment. However, the absence of the senior GP
partner, and the practice’s reliance on the use of locum GPs
to provide all medical cover, had meant the practice was no
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longer able to provide this service in the short-term. We
noted that the practice website had not been updated to
reflect the fact that extended hours were no longer being
provided.

Patients were able to book appointments by telephone
and on-line, or by visiting the practice. The appointment
system offered pre-bookable and ‘bookable on the day’
appointments that were released at the beginning of the
morning and afternoon surgery sessions. The practice
manager told us that 50% of each GP’s morning and
afternoon appointments were reserved so that patients
could book these on the day.

In the absence of the senior GP partner, practice staff had
been providing NHS England with rotas demonstrating they
were providing the necessary level of medical cover. We
looked at the rotas for medical cover and saw that the level
of cover needed in the absence of the senior GP partner,
had mostly been provided. When we checked to see
whether the required number of appointments had been
offered, based on the size of the practice’s patient list, we
found this was less than what should have been provided.
Current guidance states that a practice should be offering
66 appointments per 1000 patients per week. This meant
the practice should have been offering 363 appointments
each week. We found instead it was offering only 330
appointments.

Where patients who had completed Care Quality
Commission (CQC) comment cards had commented on the
practice’s appointment system, most of these were
positive. A small number expressed concerns that
appointments were difficult to access. In addition, two of
the five patients we spoke with on the day of the inspection
also expressed concern and frustration about the lack of
access to appointments. When we arrived at the practice,
we observed a patient requesting an appointment. Whilst
dealing with this patient’s request, the receptionist left the
reception area and did not return for almost 10 minutes.
Our discussions with staff revealed that one of the GP
locums had called in sick earlier that morning. We were
told that, as well as meeting the needs of patients who
were requesting appointments, the administrative team
were also trying to make sure they could provide
alternative appointments for those patients affected by the
locum GP’s absence. It was also evident that reception staff

were having to deal with the uncertainty over who would
be providing medical cover the following week once the
senior GP partner was no longer responsible for the
practice.

Overall, with regards to access to the service, the results
from the National GP Patient Survey of the practice,
published in January 2015, were broadly in line with local
CCG and national averages. Of those patients who
responded to the National GP Patient Survey for the
practice:

• 77% said they were satisfied with the practice’s opening
hours, (this was in line with the local CCG average but
above the national average of 76%);

• 79% said they were able to get an appointment to see or
speak with someone, (this was below the local CCG and
national averages of 86%);

• 75% said they found it ‘easy’ to get through on the
telephone to someone at the practice, (this was in line
with the local CCG average but above the national
average of 71%);

• 69% said they usually waited 15 minutes or less to be
seen after arriving for their appointment, (this was
below the local CCG average of 70% but above the
national average of 65%).

Listening and learning from concerns and
complaints

The practice had a system in place for handling complaints
and concerns. Their complaints policy and procedures
were in line with recognised guidance and the contractual
obligations for GPs in England.

Information was available to help patients understand the
complaints process. The practice website and an
information leaflet provided patients with information
about how to complain. The procedure informed patients
that an apology would be offered where the practice had
not got things right. A suggestions box was available in the
waiting area providing patients with an opportunity to raise
concerns anonymously.

From the information supplied by the practice, we were
able to confirm they had received ten complaints during
the previous 12 months. We found that complaints were
poorly recorded. In particular, none of the entries made in
the complaints record had been dated, and evidence
indicating what learning had taken place was not clearly
recorded. For example, one of the complaints had been

Are services responsive to people’s needs?
(for example, to feedback?)
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made by the relative of one of the patients. This involved a
concern that the locum GP who saw this patient was
unable to access copies of letters that were in their medical
record. The ‘Action Taken’ section of the record of this
complaint did not clearly identify exactly what difficulties
the locum GPs encountered whilst trying to access copies

of the letters. The ‘How Learning Was Implemented’ section
of this record only said ‘consideration’ would be given to
how this issue could be addressed. The record of the
complaint did not contain any information about the
action taken to address the issue or whether it had led to
improved outcomes for patients.

Are services responsive to people’s needs?
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Our findings
Vision and Strategy

The practice website contained no information about the
practice’s vision and strategy for developing the service.
However, it did include information about the planned
changes to the management of the practice. It was clear
the senior GP partner had previously had a clear vision
about how they wanted Cramlington Medical Group to
develop and that they had, in the past, taken steps to
deliver this. However, their absence from the practice
meant they were no longer in a position to influence how
the service was delivered. The senior GP partner was
unable to provide us with an up-to-date business
development plan and they only had one clear objective at
the time of our inspection. This was to make sure the new
GPs, who would be responsible for the day-to-day running
of the practice the week following our inspection, received
a good handover. Because of these circumstances staff
found it difficult to tell us what the plans were for the future
development of the practice.

Governance Arrangements

The senior GP partner and practice manager told us about
the measures they had put in place to ensure patients
received a safe service which met their needs. For example,
they told us they actively promoted patient involvement
and sought feedback from patients on the quality of the
services they received. We thought the practice had
performed well in this area. Members of the Patient
Participation Group (PPG) told us the practice manager and
the senior GP partner had ‘good’ arrangements for
consulting them about the day-to-day functioning of the
practice. However, we also saw evidence of failures in the
practice’s governance arrangements for delivering safe
patient care. For example, staff provided us with limited
evidence that regular clinical audits aimed at improving
outcomes in patient care had been carried out. We also
identified a range of concerns regarding the management
of medicines at the practice. These concerns had not been
identified by practice staff and, because of this, steps had
not been to address them.

Leadership, openness and transparency

The practice did not have effective leadership at the time of
our inspection. The reasons for this included the absence
of the senior GP partner (who was also the registered

manager), and the resignation of the practice manager,
who had left their post on the day prior to the inspection.
This had resulted in the business manager, who had only
recently taken up their post, having to take on the overall
responsibilities for the day-to-day running of the practice.
However, it was evident that the senior GP partner had
taken steps to make sure that the new doctors who would
shortly be taking on the responsibility of carrying on the
regulated activities knew about the practice’s systems and
processes. There was also evidence the senior GP partner
had informed patients of the forthcoming changes, and
staff had been made aware of some of the changes that
were imminent.

Practice seeks and acts on feedback from users,
public and staff

The practice had sought and acted on feedback from
patients and staff. For example, a patient survey had been
carried out in 2014/15. The practice had both actual and
virtual patient participation groups (PPG). Information
about how to join these groups was available in the patient
reception area, and on the practice website. Three
members of the PPG told us practice staff actively
encouraged their involvement and positively engaged with
the group over issues such as the appointment and
telephone systems. They also said they held weekly
sessions at the practice where they asked patients for their
views about the quality of services provided. We were told
that, over the many months they had been doing this, the
feedback they received was always positive. The PPG
members were obviously very proud of the work they
carried out for the practice, which included the completion
of an annual report and action plan.

The most recently completed PPG patient survey report
showed patients were satisfied with most aspects of the
service provided. The survey report included actions to
address issues raised by patients, such as the difficulties
they had getting through to the practice on the telephone.
However, we thought the action plan could be improved by
providing more specific actions. This would enable a fuller
evaluation of the successes achieved by the practice at the
end of each 12 month period.

The practice website encouraged patients to complete a
Friends and Family Test survey (FFT) following their
consultation. (The FFT survey provides patients with an
opportunity to leave feedback on the quality of services
they have received.) A receptacle was available at the
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reception desk for patients wishing to leave their
completed survey forms. There was no feedback on the
outcome of the FFT survey, either on the practice website
or within the reception area.

The practice held monthly practice meetings where
patients’ needs, and matters affecting the day-to-day
operation of the practice, were discussed. These meetings
provided opportunities for staff to raise issues and
concerns with the management team. We looked at a
sample of the minutes of these meetings and noted that
the long-term locum GP had not attended any of them. The
practice’s appraisal system provided opportunities for staff

to comment more formally about day-to-day operational
issues, and their needs as a member of the practice team.
We noted that some staff had not received an appraisal for
over 15 months.

Management lead through learning &
improvement

The practice provided staff with opportunities for
continuing professional development. However, according
to the training records we were given, some staff had not
received all the training they needed to enable them to
carry out their roles and responsibilities effectively.
Evidence referred to throughout this report indicates that
effective systems were not in place to ensure improvement
through learning and review.
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Action we have told the provider to take
The table below shows the legal requirements that were not being met. The provider must send CQC a report that says
what action they are going to take to meet these requirements.

Regulated activity
Diagnostic and screening procedures

Family planning services

Maternity and midwifery services

Surgical procedures

Treatment of disease, disorder or injury

Regulation 18 HSCA (RA) Regulations 2014 Staffing

The registered provider had not ensured that all staff,
including locum GPs who regularly worked at the
practice, had completed all of the training they needed
to deliver safe care and treatment. All staff who obtain
the consent of people who use the service must be
familiar with the principles and codes of conduct
associated with the Mental Capacity Act 2005.

This is a breach of Regulation 18 (1) and (2) (a) and (c) of
the Health and Social Care Act (Regulated Activities)
Regulations 2014 Staffing

Regulated activity
Diagnostic and screening procedures

Family planning services

Maternity and midwifery services

Surgical procedures

Treatment of disease, disorder or injury

Regulation 12 HSCA (RA) Regulations 2014 Safe care and
treatment

The registered provider had failed to ensure that they
provided care and treatment in a safe way. In particular,
the systems in place for ensuring the safe management
of medicines were inadequate.

This is a breach of Regulation 12 (1) and (2)

(b), (g) and (f) of the Health and Social Care Act
(Regulated Activities) Regulations 2014 Safe Care and
Treatment.

Regulated activity
Diagnostic and screening procedures

Family planning services

Maternity and midwifery services

Surgical procedures

Treatment of disease, disorder or injury

Regulation 17 HSCA (RA) Regulations 2014 Good
governance

The registered provider had not protected service users
who may be at risk of inappropriate or unsafe care, by
means of the effective operation of systems designed to-

Regulation

Regulation

Regulation

This section is primarily information for the provider

Requirement notices
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• Regularly assess and monitor the quality of services
provided in carrying on the regulated activity, and

• Identify, assess and manage risks relating to the health,
welfare and safety of service users and others;

• Enable them to evaluate and improve their practice.

This is a breach of Regulation 17 (1) and (2) (a), (b), (c)
and (f) of the Health and Social Care Act (Regulated
Activities) Regulations 2014 Good Governance.

Regulated activity
Diagnostic and screening procedures

Family planning services

Maternity and midwifery services

Surgical procedures

Treatment of disease, disorder or injury

Regulation 19 HSCA (RA) Regulations 2014 Fit and proper
persons employed

The registered provider had failed to ensure that locum
GPs working at the practice had been subject to relevant
pre-employment recruitment checks and were safe to
work with vulnerable patients.

This is a breach of Regulation 19 (1), (2) (a), (3) (a) and
(b), and (4) (a) and (b) of the Health and Social Care Act
(Regulated Activities) Regulations 2014 Fit and Proper
Persons Employed.

Regulation

This section is primarily information for the provider

Requirement notices
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Northumberland Primary Care Co-Commissioning Committee 
1 September 2015 
Agenda Item:  5.2 
Cramlington Medical Group - CQC inspection 
Sponsor: Christine Keen 
 

Members of the Northumberland Primary Care Commissioning Committee are 
asked to: 
 

1. Consider the CQC’s Cramlington Medical Group inspection report. 
2. Agree that all appropriate actions have been taken to date. 
3. Propose additional response actions as required. 
4. Agree the proposed OSC briefing. 

 
Introduction 
 
The Care Quality Commission (CQC) was established in 2009, originally to inspect 
and regulate foundation trusts, mental health trusts and residential/nursing home 
settings.  In October 2014, this remit was extended to GP practices. 

The CQC’s current inspection regime for GP practices enables grading as follows: 
 

 Outstanding – the service is performing exceptionally well. 

 Good - the service is performing well and meeting expectations. 

 Requires improvement – the service isn't performing as well as it should. 

 Inadequate – the service is performing badly and the CQC have taken 
enforcement. 

 No rating/under appeal/rating suspended – there are some services which 
the CQC can’t rate, while some might be under appeal from the provider. 
Suspended ratings are being reviewed and will be published. 

 
Purpose 
 
The purpose of this briefing is to highlight the outcome of the recent CQC inspection 
of Cramlington Medical Group (a copy of the report is at Appendix 1) and the joint 
work that is being undertaken by NHS England and NHS Northumberland Clinical 
Commissioning Group to ensure the practice meets the required standards to 
continue to deliver primary medical care services to its registered population. 
 
.Communications 
 
The outcomes of all other Northumberland CQC visits for 2015/16 are due for 
publication in the Autumn and will be reported to a future committee.  CQC publish 
the results of their reports on a weekly basis. NHS England continues to work closely 
with NHS Northumberland Clinical Commissioning Group on communications 
handling, where concerns have been raised, to ensure patients and other key 
stakeholders are fully informed of the outcome of CQC visits and recommendations 
and, specifically, what this means for patients. 
 



 

 
NHS England and NHS Northumberland Clinical Commissioning Group will provide 
an update report to the Northumberland County Council Overview and Scrutiny 
Committee (OSC) on a quarterly basis, with regard to any practice that is rated as 
‘inadequate’.   A proposed OSC initial report concerning Cramlington Medical Group 
is at Appendix 2 for committee approval. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix 1 - Cramlington Medical Group – CQC Inspection Report 
Appendix 2 – Proposed OSC briefing   



 

 

 
 

Appendix 2 
 

Cramlington Medical Group 
 
Introduction 
 
Cramlington Medical Group is a practice in the Cramlington area of Northumberland 
delivering primary medical care services to a registered list of 5332 patients (5439.15 
weighted patients) under a PMS agreement (as at 01 July 2015).  The practice is 
delivered from The Health Centre, Forum Way, Cramlington, NE23 6QN, and has two 
clinical partners, Dr Thomas and Dr Thomson since 18th May 2015.  At the time of the 
visit, the contract was held by Dr Leith who is no longer at the practice. 
 
Outcome of the CQC Visit 
 
The CQC visited Cramlington Medical Group on 12 May 2015.  The CQC highlighted 
issues concerning safe, effective and well led services, and also found that the 
practice required improvement in respect of providing caring services and being 
responsive to people’s needs. The CQC have rated the practice as ‘inadequate’ but 
has not placed the practice in special measures as the contractor who had 
responsibility for the contract at the time of the visit is no longer responsible for the 
practice, and the new partners had already commenced improvements to the 
practice. 
 
As a result of the CQC report, NHS England and NHS Northumberland Clinical 
Commissioning Group (CCG) have visited the new proprietors of the practice to 
discuss the concerns raised in the report and the plans the practice has in place to 
address them. The practice has been asked to develop a detailed action plan which 
NHS England and the CCG will be monitoring them against. 
 
Communications 
 
NHS England is working closely with the CCG on a communications plan which 
ensures patients and key stakeholders are fully informed of the outcome of the visit 
and what this means. 
 
As we work through these issues, NHS England and the CCG are assured that 
patients are able to continue to receive safe primary medical care from Cramlington 
Medical Group at The Health Centre, Forum Way, Cramlington, NE23 6QN. 
 
 
 



 
 

 
Northumberland Primary Care Co-Commissioning Committee 
1 September 2015 
Agenda Item:  5.1 
Closure of Harbottle Surgery 
Sponsor: Christine Keen  
 

 

Members of the Northumberland Primary Care Commissioning Committee are 
asked to: 
 

1. Agree that all appropriate actions have been taken to date. 
2. Agree the forward communications plan. 
3. Note the clarification issues to be reinforced in future communications. 

 

Background 
 
Dr Miah at Harbottle Surgery has had difficulty in providing access to services for 
patients within recent weeks and, unfortunately, these issues have not been resolved 
this has resulted in the closure of the practice with effect from 28 August 2015.   
 
NHS England and the CCG have, since the termination notice was received, been 
committed to ensuring continued access to quality primary care services for patients.  

 
Dispersal of patients 
 
NHS England considered the future of GP services to patients of Harbottle Surgery.  
The emergency nature of the termination of the contract, and the capacity in 
neighbouring practices, led to the decision that the list of patients should be 
dispersed.  The dispersal is nearing completion at the time of writing this report.  
 
As with any practice closure that happens with such a short notice period, the local 
population has voiced some anxieties about the future of health services provision in 
the village.  The following points provide some clarification of the facts relating to this 
situation: 
 

 The dispersal of patients from Harbottle surgery’s list to neighbouring 
practices reflects the emergency situation’ that was presented to NHS 
England.   

 The safety of patient care is, as in all such situations, the absolute priority, 
patients should register with a neighbouring practice.  

 The financial situation of the practice has been cited in a press release, and in 
particular in the GP press, as a reason for the closure.  Any changes to the 
financial arrangements for the practice would not impact until April 2016 and 
would have amounted to less than £5,000 per year.  Financial pressures are 
therefore are not a reason for the immediate notice tendered by the contract 
holder.  

 
 
 



 
 

 

Communication with patients and stakeholders 
 
Communication with patients has been a priority throughout the process.  
Unfortunately, the local press picked up the story before patients had been contacted 
and notified of the dispersal plan.  Since that point a number of activities have either 
been completed or established:  
 

 NHS England has written to the patients of Harbottle Surgery to advise them 
that the practice will be closing and that they will need to register with an 
alternative practice.   

 HealthWatch provided a patient drop in service on 25 Aug 15 and will share 
the outcomes with NHS England in order to help identify and problem solve 
any operational difficulties patients may have in registering with neighbouring 
practices.    

 Stakeholders have also been briefed verbally, written correspondence is in 
the process of being issued.  

 A public meeting has been arranged by a local councillor for 1 September 
2015.  This will provide an opportunity to listen and respond to the concerns of 
patients, reiterate the facts relating to this case and reassure the public about 
our commitment to access to quality primary care services.   

 A further briefing will be circulated to patients, the public, stakeholders and the 
press, that provides further updates in relation to the service.   

 
 
 
 



 
 

 
Northumberland Primary Care Co-Commissioning Committee 
1 September 2015 
Agenda Item:   5.3 
Cramlington Medical Group – Application to sub-contract to Northumbria 
Primary Care 
Sponsor: Christine Keen 
 

 

Members of the Northumberland Primary Care Co-Commissioning Committee 
are asked to: 
 

1. Review the application by Cramlington Medical Group to sub-contract 
their rights and duties under their PMS contract to Northumbria Primary 
Care. 

2. Agree the sub-contracting agreement. 
 

Background 
 
Dr Thompson and Dr Thomas of Cramlington Medical Group approached NHS 
England on the 10th June to apply to sub-contract their rights and duties, including 
clinical matters, to Northumbria Primary Care Ltd (NPC). NHS England responded 
on 10th July acknowledging receipt of the application and requested a copy of the 
proposed sub-contracting agreement between Cramlington Medical Group and NPC 
for consideration by NHS England prior to agreement, a copy of the broker’s certified 
copy of NPC’s insurance policy schedule and evidence of registration with the Care 
Quality Commission (CQC) NPC. 
 
Two other contract holders in Northumberland have recently applied to sub-contract 
their rights and duties under their respective contracts and been granted the 
application. The practices are Ponteland Medical Group (GMS contract) and 
Collingwood Medical Practice. 
 
Since the application NHS England received a copy of the proposed sub-contract 
agreement on 21st July 15 and comments were returned to NPC on 21st August and 
a final draft of the sub-contracting agreement was received on 24 August 2015.  In 
addition Cramlington Medical Group has submitted evidence of their CQC 
registration and their Certificate of Employers’ Liability Insurance. 
 
Legal advice 
 
Legal advice has previously been sought regarding the appropriateness of practice’s 
sub-contracting to NPC (Collingwood Medical Group/Ponteland Medical Group), this 
formed the basis of sub-contracting rights and duties of a PMS/GMS contract or the 
novation of the contracts. The novation of the contract was not recommended by the 
legal team due to the significant risk of challenge under NHS England’s procurement 
obligations. However, given certain assurances the sub-contracting of clinical 
matters was deemed to be permissible.  
 



 
 

 

NHS England worked with Collingwood Medical Group and Ponteland medical 
Group to ensure that the sub-contracting agreement used addressed all the risks 
raised in the legal advice. The agreements for Collingwood Medical Group and 
Ponteland Medical Group were agreed by NHS England on 19th January 15 and the 
subcontracting agreements came into force on 31 March 15. 
 
PMS regulations 
 
Paragraph 69 of Schedule 5 (part 4) of the PMS contract details the relevant clauses 
regarding sub-contracting of clinical, they state:- 
  

1. The contractor shall not sub-contract any of its rights or duties under the 
agreement in relation to clinical matters unless it has taken reasonable steps 
to satisfy itself that -  
a. it is reasonable in all the circumstances;  
b. that the person is qualified and competent to provide the service; and  
c. it is satisfied in accordance with paragraph 113 that the sub-contractor 

holds adequate insurance.  
2. Where the contractor sub-contracts any of its rights or duties under the 

agreement in relation to clinical matters, it shall -  
a. inform the Board of the sub-contract as soon as is reasonably practicable; 

and  
b. provide the Board with such information in relation to the sub-contract as it 

reasonably requests.  
3. Where the contractor sub-contracts clinical services under sub-paragraph (1), 

the parties to the agreement shall be deemed to have agreed a variation to 
the agreement which has the effect of adding to the list of the contractor's 
premises any premises which are to be used by the sub-contractor for the 
purpose of the sub-contract and paragraph 98(1) shall not apply.  

4. A contractor must ensure that any person with whom it sub-contracts is 
prohibited from sub-contracting the clinical services it has agreed with the 
contractor to provide.  

5. The contractor, if it has a list of registered patients or a list of registered 
patients is held in respect of it, shall not sub-contract any of its rights or duties 
under the agreement in relation to the provision of essential services to a 
company or firm - 
a. owned wholly or partly by the contractor, or by any former or current 

employee of, or partner or shareholder in, the contractor;  
b. formed by or on behalf of the contractor, or from which it derives or may 

derive a pecuniary benefit; or 4  
c. formed by or on behalf of a former or current employee of, or partner or 

shareholder in, the contractor, or from which such a person derives or may 
derive a pecuniary benefit,  

 
where that company or firm is or was formed wholly or partly for the purpose of 
avoiding the restrictions on the sale of the goodwill of a medical practice in 
section 54 of the Act or any Regulations made wholly or partly under that section. 

 
 

http://www.visualproductions.co.uk/protected/pms/Schd%205%20-%20Pt9.htm#S5-113
http://www.visualproductions.co.uk/protected/pms/Schd%205%20-%20Pt8.htm#S5-98


 
 

 

Contractual relationship 
 
Although the partners of Cramlington Medical Group have applied to sub-contract 
their rights and duties to NPC, as the contract holders of the PMS contract they 
remain responsible for the delivery of safe, quality care for patients. NHS England 
does not have any contractual relationship with NPC. 
 
Recommendation 
 
Northumberland Primary Care Co-Commissioning Committee is asked to note the 
content of this report and associated appendices. It is recommended that the sub-
contracting agreement between Cramlington Medical Group and NPC is approved. 
 


