
 

  20170215 PCCC Agenda 

Northumberland Primary Care Commissioning Committee 
 
This meeting will be held at 1200 on 15 February 2017 
Committee Room 2, County Hall 

AGENDA 
 
Item Time Topic Enc. Presenter 

1 1200 Welcome and questions on agenda items from the 
public 

 
 

J Guy 

2  Apologies for absence  J Guy 
3  3.1  Declarations of conflicts  of interest (agenda         

items)  
3.2  Quoracy*  

 
 

J Guy 
 

4 1205 4.1 Minutes from the previous meeting and Matters 
      Arising  
4.2 Action Log  

 
 
 

J Guy 

5 1215 Operational 
 
5.1 Lead Officer Update  
5.2 Operational Group 
 

 
 
 
 
 

 
 
S Brown 
S Young 

6 1250 Strategic 
 
6.1  Primary Care Operational Plan 
6.2  ACO Representation  
6.3  Extended Access 

 
 
 
 
 
 

 
 
S Brown 
S Brown 
S Brown 

7 1330 Any other business 
 

 J Guy 

8  Date and time of next meeting:  
 
1200 on 19 April 2017, Committee Room 2, County 
Hall 

  

 
*  3 members, including at least the Lay Chair or the Lay Governor and at least the Chief Operating Officer or the 
Chief Finance Officer. 
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Clinicians commissioning healthcare 
for the people of Northumberland 

 
Minutes of the Public Meeting of the NHS Northumberland Primary Care 
Commissioning Committee 
21 December 2016  
 
Members Present: 
 
Janet Guy  Lay Chair Northumberland CCG  
Karen Bower Lay Governor Northumberland CCG  
Julie Ross     Chief Operating Officer 
Mike Robson    Chief Finance Officer  
Steve Brazier    Lay Governor Northumberland CCG  
 
In attendance: 
 
Stephen Young    Strategic Head of Corporate Affairs 
Faye Smeaton    Business Support 
Diane Gonsalez    Locality Manager 
Jane Lothian    Local Medical Committee 
Denise Jones   NHS England 
 
 
NPCCC/16/113 Agenda item 1 - Welcome and questions on agenda items from the 
public 
 
Janet Guy welcomed all members to the meeting. There were no members of the public 
present.  
 
NPCCC/16/114 Agenda item 2 – Apologies for absence 
 
Apologies were received from Scott Dickinson, Mike Robson and Cynthia Atkin. 
 
Julie Ross noted that Siobhan Brown will be the NHS Northumberland Clinical 
Commissioning Group (CCG) lead officer for this Committee for future meetings as Julie is 
leaving the CCG.  
 
NPCCC/16/115 Agenda item 3.1 – Declarations of conflicts of interest  
 
Karen Bower is a patient of Wellway Medical Group, which will be discussed under item 5.3. 
The Committee agreed that this was not a significant conflict and that Karen would take part 
in discussions.  Julie Ross is line managed by a partner of Wellway Medical Group; it was 
agreed that Julie would not take part in discussions under item 5.3.  
 
Jane Lothian is an employee of Rothbury practice; the Committee agreed that Jane would 
not take part in discussions under item 5.5.  
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NPCCC/16/116 Agenda item 3.2 – Quoracy 
 
The meeting was quorate.  
 
NPCCC/16/117 Agenda item 4 – Minutes of the previous meeting 
 
The minutes were accepted as a true record pending one amendment to show that Jane 
Lothian had submitted her apologies for the meeting.  
 
NPCCC/16/118 Agenda item 4.1- Matters arising  
 
There were no matters arising. 
 
NPCCC/16/119 Agenda item 4.2 Action Log  
 
All actions were agreed as complete and will be removed from the log.  
 
Agenda item 5 Operational  
 
NPCCC/16/120 Agenda item 5.1 Operational Update Report  
 
Julie Ross presented the report and highlighted the following:  
 
The Outline Business Case (OBC) was discussed by the Joint Locality Executive Board 
(JLEB) and the Governing Body on 21 December 2016. The OBC will be submitted to NHS 
England (NHSE) and NHS Improvement (NHSI) on 23 December 2016.  
 
CCG members have voted for a federation approach in relation to establishing a primary 
care voice within the ACO. The vote had a large turnout and voting practices covered 98% 
of the population. Jane Lothian is working with Pamela Leveny to create a legal agreement 
for the federation. There is potential for the federation to develop into a joint venture over 
time.  
 
Julie noted that Jane undertook a great deal of work to ensure a high turnout for the vote 
and also that Jane will be undertaking a big task in translating the federation approach into 
a legal agreement. The Committee thanked Jane for her work.  
 
Seaton Park Medical Group (SPMG) has recruited a number of GPs and is consequently 
now able to resume the previously suspended Newbiggin branch surgery.  The Committee 
congratulated SPMG for their work in this area.  
 
The owner and PMS contract holder of the premises currently used by Felton practice 
passed away earlier in 2016, leaving the practice with no lease for the premises. The 
practice was then asked to immediately secure tenure, create an interim solution and a long 
term plan for the future of the practice. Tenure has been secured however the practice 
continued its efforts to secure new, larger premises in the area. The Committee noted that 
any relocation should be in line with its principle of cost neutrality and that the sustainability 
of the practice needs to be ensured.  
 
Jane felt that the Committee should provide strategic guidance to practices concerning 
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similar issues to ensure that practices do not spend time compiling evidence for potentially 
unrealistic proposals. An overarching strategy could provide guidance. Mike Robson to 
liaise with Stephen Naylor to request that key overarching principles are written into the 
primary care estates strategy.  The Committee will consider the principles in February 2017. 
 
The primary care commissioning self-assessment has been assured as ‘good’. The 
Committee thanked Stephen Young and Diane Gonsalez for their work in this area.  
 
Action NPCCC/16/120/01: Mike Robson to liaise with Stephen Naylor to request that 
five key principles to be written into the primary care estates strategy.  The 
Committee will consider these principles at its February 2017 Meeting.  
 
NPCCC/16/121 Agenda item 5.2 Otterburn Branch Surgery  
 
Denise Jones presented the report, highlighting:  
 

• The Bellingham practice has applied to close its branch surgery in Otterburn, which 
currently operates for six hours per week.  

• The practice wishes to close the branch surgery following a CQC inspection which 
highlighted concerns regarding lone working, infection control issues and the 
capacity to deal with an emergency situation.  

• The MDU has advised that, should a serious incident occur at the branch and the 
practice had been aware of the possibility, this could cause significant issues.  

• Following this advice, the branch was closed in March 2016 and a six month review 
of the provision took place.  

• Subsequent to the results of the review, the practice is applying to permanently close 
the branch.  

Denise noted that a number of the patients from the former Harbottle surgery are now 
registered at Bellingham practice and using the Otterburn branch. These patients therefore 
may experience more than one closure.  
 
The practice has undertaken significant engagement with patients and stakeholders. 
Response rates from patients were low. Meetings have been held with two local parish 
councils, both of which raised concerns, as did the local MP. Stephen Young noted that the 
future of Otterburn was raised as a concern during the second phase of the Harbottle 
consultation and this has been cited in the Healthwatch report. Stephen further noted that 
the practice has looked into usage by former Harbottle patients and have concluded that 
these patients use both Bellingham practice and the Otterburn branch.  
 
Julie Ross asked the Committee to note that the Practice has been transparent throughout 
regarding concerns over the branch surgery. Julie noted that Northumberland County 
Council (NCC) has now offered the Otterburn site to a local business. Julie recommended 
that the Committee approved the application for closure as the CCG is unable to underwrite 
the risks involved. Discussion will be required with NCC’s Overview and Scrutiny 
Committee (OSC), the local councillor and MP before a formal approval letter is issued.  
 
Jane Lothian felt that this is another example of where an articulated strategy would be 
helpful, particularly for the rural areas. Practices feel unable to run branches but need to 
undertake a great deal of work to close them. Jane also felt that it is important to be honest 
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with the public and explain that it is not possible to provide a CQC standard service in 
Otterburn within the currently available funding.  
 
Janet Guy noted that there cannot be a list of criteria for practices to follow as each 
scenario differs but that a list of alternative methods of service delivery may be useful to 
practices that are struggling.  
 
Karen Bower noted that there are only two buses in and out of Otterburn on a Friday and 
asked if there is a pharmacy in the area. Julie confirmed that there is not. Karen asked if 
having prescriptions delivered to patients is an option. Stephen Young will look into this 
further. 
 
Karen asked if Otterburn patients travelling to Bellingham could be given priority at the 
pharmacy when picking up prescriptions, in order that they can ensure they catch the 
limited transport back to the village. Janet noted that this has not been raised as an issue in 
any of the patient engagement. Stephen will ask the Bellingham practice to consider this 
but noted that the branch surgery has already been closed since March 2016 without any 
issues of this kind being raised.  
 
Action NPCCC/16/121/01: Stephen Young to investigate the possibility of 
prescriptions being delivered/priority pharmacy services in Bellingham for Otterburn 
patients.  
 
Decision: The Committee approved the application to close the branch surgery in 
Otterburn.  
 
NPCCC/16/122 Agenda item 5.3 Brockwell, Lintonville and Wellway Reconfiguration 
 
Stephen Young presented the report, explaining that the proposed reconfiguration is not a 
full practice merger but a proposal to merge the back office functions to improve 
efficiencies. NHS England has confirmed that, as there are no financial implications and 
there will be no changes to patient lists, a full business case is not required.  
 
Jane Lothian said that it is important for the CCG to support proposals such as this, as 
these kinds of arrangements make primary care services stronger and more sustainable. 
She asked why partners would be party to individual contracts. Diane Gonsalez felt that this 
would be as a result of legal guidance.  
 
Janet Guy noted that the proposal is for an administrative but not full merger and asked 
how this works as the partners will be coming together into a single partnership. Denise 
Jones explained that a full merger would see all staff on new contracts for a single 
organisation and patient lists would merge. Janet requested clarity that under the proposed 
arrangements, GPs would only see patients from their own practice’s patient list. Denise 
confirmed this was the case.  
 
Decision: The Committee approved the proposed reconfiguration of Brockwell, 
Lintonville and Wellway practices.  
 
Action NPCCC/16/122/01: Stephen Young to draft a letter to Brockwell, Lintonville 
and Wellway practices, on behalf of Janet Guy, confirming approval of the proposed 
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reconfiguration.  
 
NPCCC/16/123 Agenda Item 5.4 Waterloo and Station Merger 
 
Stephen Young presented the report, noting that the Committee has previously considered 
and approved the proposed merger with the caveat that costs to the CCG do not exceed 
£13k. The District Valuer has now assessed the proposed property changes and void space 
costs.  Rent will increase from £26k to £63k as a result of the NHS Property Services 
revaluation across all properties and this would occur irrespective of the merger. The 
District Valuer has assessed the revised layout additional costs to the CCG as £14,841. 
Stephen noted that, while this is above the £13k previously agreed by the Committee, the 
increase is beyond the practice’s control and the merger is still in line with the CCG’s overall 
strategic direction.  
 
Jane Lothian noted that the void space issues are a direct result of the practices merging in 
order to create efficiencies and felt that the practice should be supported in this. The 
practice could give notice on the entire Waterloo practice space, which would result in more 
costs to the CCG. Jane said that the Committee’s principle of financial neutrality needs to 
be considered in the wider context of the clinical strategy. Karen Bower explained that the 
Committee had previously decided that the principle of financial neutrality applies to 
relocations and not mergers.  
 
Julie Ross noted that if notice was given on the whole Waterloo practice, the CCG would be 
in a stronger position to re-let the space. Julie explained that the CCG is keen to support 
the merger and that the higher cost is marginal, but it does leave the CCG with a financial 
liability.  
 
Janet Guy noted that the £13k was an estimated figure given to the CCG as a maximum 
cost and as such was accepted as the maximum cost. The additional cost may not be a 
large amount, but accepting it sets a precedent for creep in other areas. She asked if the 
practice could cover the additional cost themselves.  
 
Julie noted that the District Valuer’s assessment had been surprising to all parties due to 
the rent increases. She suggested that the Committee agreed to absorb the additional cost 
for void space on this occasion but to be mindful that the CCG is not in a position to 
routinely accept raised costs.  
 
Decision: The Committee approved the merger of Waterloo and Station practices.  
 
Action NPCCC/16/123/01: Stephen Young to draft letter to the Waterloo/Station 
practice manager and a response to the Solicitors.  
 
NPCCC/16/124 Agenda Item 5.5 Rothbury Contract Variation  
 
Denise Jones presented the application from Rothbury Practice to subcontract clinical rights 
and duties to Northumbria Primary Care (NPC). The Committee has previously considered 
similar arrangements in Cramlington and there are currently three practices in 
Northumberland operating similar arrangements. The practice has submitted a deed to NHS 
England; if approved, the same legal principles will apply to the Rothbury application as 
were in place for Cramlington.  
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Julie noted that as NPC are already running other practices in Northumberland, this 
proposal could be seen as a merger and asked how risks would be mitigated. Denise said 
that, as this is a sub-contract, some risks are mitigated. She explained that every time a 
deed for sub-contracting is received, NHS England perform checks to ensure details are in 
line with previous contracts.  
 
Karen noted that the deed states that staff will be transferred to NPC and asked if this 
means that NPC will no longer be service providers. Denise explained that the partners will 
still own the practice and hold the contract for NPC and therefore NPC remains a service 
provider but will employ staff. Karen asked whether there could be a situation in future 
where there are no partners. Denise confirmed that this could not happen as someone must 
be in place to hold the contract. The agreement makes provisions to ensure that NPC 
cannot take over the practice.  
 
Karen asked what the process would be if there are problems with the NPC service 
provision. Denise said that this is adequately detailed in the deed.  
 
Decision: The Committee approved the application subject to receipt of the 
indemnity certificate from NPC and confirmation from NPC that it holds current 
registration with CQC.  
 
Agenda item 6 Strategic 
 
NPCC/16/125 Agenda Item 6.1 Vanguard Update  
 
Julie Ross gave an update regarding the progress of the Vanguard programme:  
 

• 60% of the population is now covered by a same day demand system, however there 
are significantly different access models across the patch. For example, NPC is still 
running a three day appointment system.  

• SystmOne migration is going well and is expected to be cover 80% of 
Northumberland’s population by March 2018.  

• All practices have now signed up to the Medical Interoperability Gateway (MIG).  
• There has been a spike in low acuity activity at the Northumbria Specialist Care 

Emergency Hospital (NSECH) beyond anything that was planned for. A proposal has 
been put forward to put a primary care triage into NSECH from January 2017. 
Although this decision lies outside of the Committee, Julie welcomed views from 
Committee members.  

Stephen Young noted that Primary Care Access Centre (PCAC) at Wansbeck General 
Hospital (WGH) closed on 1 December 2016. Opening a primary care triage at NSECH 
could therefore result in adverse public perception.  
 
Karen Bower said that placing primary care triage at NSECH does not fit with what the 
hospital was designed to do (provide emergency care). Jane Lothian said that modelling for 
NSECH was undertaken on the basis of a ‘closed front door’ and that access to primary 
care triage at the hospital will only attract more people to the hospital and dilute the 
services already available.  
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Janet Guy asked if research is available about whether it is possible to change public 
attendance behaviour. NSECH is already undertaking tasks that it was not designed for and 
as a result hundreds of additional people are turning up each day. The hospital either needs 
to begin turning people away or make a provision to deal with the extra demand. It is also 
important to consider the expense, as it costs £60 per person who presents at A&E, 
whether or not they require urgent attention. Stephen said that a great deal of work by the 
North East Urgent Care Vanguard team to better understand behaviours and consider how 
to change them is underway. The ACO is the ideal opportunity to address the issues at 
NSECH.  
 
The Committee felt that NSECH’s primary function is to provide emergency healthcare and 
was never designed to have any kind of primary care provision. The Committee also felt 
that the proposal was not consistent with the aims of the Vanguard Programme.  
 
NPCCC/16/126 Agenda Item 6.2 GP Forward View Plan  
 
The GP Forward View (GPFV) plan will be submitted on 23 December 2013. Julie Ross 
highlighted the key areas for consideration and will circulate the final submission to the 
Committee.  
 
Decision: The Committee approved the GPFV plan for submission.  
 
NPCCC/16/127 Agenda Item 6.3 Primary Care Assurance  
 
Julie Ross presented the report, explaining that NHS England has published the final 
version of the “Primary Care Medical Services Assurance Framework” which outlines the 
process that will be used to assess the quality of primary care services. The CCG has an 
established process, using a national primary care web tool, to highlight any areas of 
concern and undertake work with the relevant practices.  
 
One practice highlighted as requiring review in quarters one and two has been asked to 
submit an action plan. Julie suggested that any practice highlighted as ‘review identified’ is 
asked to provide their review reports for consideration at the private meeting of this 
Committee. This was agreed.  
 
The Local Quality Group (LQG) has suggested that one of its members attends PCCC 
meetings to review let contracts and provide a quality overview. The Committee discussed 
this and felt that this is not required at each meeting but that a member of the LQG will be 
asked to attend and present reports at the private meeting as and when required.  
 
Karen Bower noted that the quarter one and quarter two reports were very similar, however 
noted that the reports don’t give a feel for the areas of concern. Stephen Young to raise this 
with Annie Topping.  
 
Julie noted that it will be important to engage the ACO in Committee business going forward 
and that consideration should be given to inviting an appropriate ACO representative to 
attend future meetings. Siobhan Brown will present a paper regarding this at the February 
2017 Committee meeting.  
 
Action NPCCC/16/127/01: Stephen Young to discuss the inclusion of further details 



 8 
 

regarding issues highlighted within primary care assurance reports with Annie 
Topping.  
 
Action NPCCC/16/127/02: Siobhan Brown to present a report regarding ACO 
representation at the PCCC to the February 2017 meeting. 
 
NPCC/16/128 Agenda Item 7 Any other business 
 
Harbottle 
 
Negotiations with Rothbury practice regarding ex-Harbottle patients is not yet complete. The 
current Service Level Agreement (SLA) expires on 31 January 2017. Stephen Young asked 
the Committee to approve the extension of the SLA as and when the need arises until 
negotiations are complete.   Janet Guy said that the Committee will consider an extension 
to the current SLA if the need arises and that this may exceptionally have to be considered 
out of committee due to the potential timescales involved.  
 
Julie Ross  
 
Janet Guy noted that this will be Julie Ross’ last day at the CCG and last attendance at 
PCCC. The Committee thanked Julie for her work and wished her well for the future.  
 
NPCCC/16/129 Agenda item 8 Date and time of next meeting  
 
1200 on 15 February 2017, Committee Room 2, County Hall  



NPCCC/16/120/01 21/12/2016 15/02/2016 Mike Robson to liaise with Stephen Naylor to request that 
five key principles to be written into the primary care 
estates strategy.  The Committee will consider these 
principles at its February 2017 Meeting. 

Mike Robson In-progress

NPCCC/16/121/01 21/12/2016 15/02/2016 Stephen Young to investigate the possibility of 
prescriptions being delivered/priority pharmacy services in 
Bellingham for Otterburn patients. 

Stephen Young In-progress

NPCCC/16/122/01 21/12/2016 15/02/2016 Stephen Young to draft a letter to Brockwell, Lintonville 
and Wellway practices, on behalf of Janet Guy, confirming 
approval of the proposed reconfiguration. 

Stephen Young Complete

NPCCC/16/123/01 21/12/2016 15/02/2016 Stephen Young to draft letter to the Waterloo/Station 
practice manager and a response to the Solicitors. 

Stephen Young Complete

NPCCC/16/127/01 21/12/2016 15/02/2016 Stephen Young to discuss the inclusion of further details 
regarding issues highlighted within primary care 
assurance reports with Annie Topping. 

Stephen Young Complete

NPCCC/16/127/02 21/12/2016 15/02/2016 Siobhan Brown to present a report regarding ACO 
representation at the PCCC to the February 2017 
meeting.

Siobhan Brown Complete

NHS Northumberland Clinical Commissioning Group 
Primary Care Commissioning Committee - REGISTER OF ACTIONS
Log owner: PCCC Chair

DATE: February 2017 Resources and Performance Committee

Description and Comments Owner Status CommentNumber Date 
Identified

Target 
Completion 

Date



Northumberland Primary Care 
Commissioning Committee 
21 December 2016 
Agenda Item:  5.1 
Operational Update  
Sponsor: Chief Operating Officer  
 

1 
20161019 UC Agenda Item 5.1 
 

Members of the Northumberland Primary Care Commissioning Committee are 
asked to: 
 
1. Consider the operational update and propose further necessary actions. 
 
Purpose 
 
This report provides an operational overview of current primary care issues and 
progress in these areas. It concentrates on issues that are not covered elsewhere in 
the agenda, of which some are currently being considered by the Care and 
Wellbeing Overview and Scrutiny Committee (OSC) and the associated Medical 
Applications Working Party (MAWP). 
 
Operational Update 
 
Estates and Technology Transformation Fund (ETTF) 
 
Cohort 1 bids (work to be undertaken and complete by 31 March 2017) project 
milestones have been submitted to NHS England however further information has 
been requested. Feedback from Cohort 1bidders has highlighted a potential issue  
as investment will be required to further develop the bids and there is currently no 
firm agreement to allocate ETTF money.  The CCG will be required to confirm it is 
content to continue to support Cohort 1 bids that have a recurring financial impact 
(eg increased rent) and the ETTF panel will be convened to undertake this task.  
 
General Practice Forward View – Resilience Bids 
 
The bid (approved in September 2016) to set up a county-wide agency to facilitate 
and manage workforce issues including the provision of locums remains under 
discussion as the ACO development work continues. 
 
Felton 
 
An update meeting is planned for the week commencing 6 February 2017.  A verbal 
update will be provided at the committee. 
 
Harbottle 
 
The current Service Level Agreement with Rothbury Practice to deliver services from 
Harbottle (expired 31 January 2017) has been extended to 31 March 2017.  
Discussions continue concerning the provision of a branch surgery and the CCG and 
NHS England are working hard to bring lease issues to a mutually satisfactory 
conclusion.  The aim is that this work is concluded at pace in order that a suitable 
implementation period can be achieved ahead of a ‘go live’ date of 1 April 2017. 



 
 

 

20170215 UC Agenda Item 5.1 
2 

 

Waterloo / Station Merger 
 
Work continues to ensure the previously approved merger is completed by 1 April 
2017.  While the surgeries will virtually merge on 1 April 2017 and will be known as 
Railway Medical Group it is understood the physical move will be not be achievable 
by this date as the contractor employed by the practices is unable to achieve this 
deadline.  The revised date has yet to be announced however the delay is expected 
to be approximately six months.  It has been confirmed that the delay will not result 
in additional void costs being accrued by the CCG as all spaces will continue to be 
used for clinical services.  
 
General Medical Services Contract 2017/2018 Changes 
 
The funding for the Avoiding Unplanned Admissions Directed Enhanced Service has 
been allocated to the core contract baseline funding.  The committee should note the 
impact on the Population Wide Scheme (PWS) services commissioned from Primary 
Care in the community (which previously incorporated this funding).  A revised PWS  
specification will be prepared for consideration by the April 2017 committee.          
 
 



Northumberland Primary Care 
Commissioning Committee 
15 February 2017 
Agenda Item:  5.2 
Primary Care Commissioning Operational Group 
Sponsor: Strategic Head of Corporate Affairs 
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20170215 UC Agenda Item 5.2 
 

Members of the Northumberland Primary Care Commissioning Committee are 
asked to: 
 
1. Consider the proposal to set up a Primary Care Commissioning 

Operational Group. 
2. Approve the proposal. 
 
Purpose 
 
This paper outlines the requirement to set up a Primary Care Commissioning 
Operational Group and proposes the group’s initial Terms of Reference. 
 
Background 
 
NHS Northumberland Clinical Commissioning Group (CCG) has been a delegated 
commissioner of primary medical care since 1 April 2016 (having been responsible 
for co-commissioning with NHS England since April 2015).  The management of the 
delegated functions and the decision-making associated with the delegated powers 
is undertaken by the Northumberland Primary Care Commissioning Committee 
(NPCCC). 
 
The NPCCC is responsible for key primary medical care decisions at committee 
however a large amount of preparatory work and lower level actvity is currently 
undertaken by CCG and NHS England officers out of committee.  Additionally the 
CCG provides regular operational reports to the Local Authority’s Primary Care 
Applications Working Party which in turn reports to the Care and Wellbeing Overview 
and Scrutiny Committee.  To date this work has been conducted when necessary 
without formal governance.  Given the current governance gap and the volume of 
work associated with primary medical care delegated commissioning it is considered 
that the NPCCC should now be formally supported by an operational group.    
 
Proposal 
 
The proposed Terms of Reference (TORS) for the NPCCC Operational Group 
(NPCCCOG) are at Appendix 1.  The Delegation Agreement Specific Obligations 
paper (which details which organisation, and which committee in that organisation 
has decision-making responsibility) is currently being considered by NHS England 
ahead of publication.  The proposed TORs have therefore been based on those 
used by NHS South Tees (CCG) as recommended by informal conversations with 
NHS England.  It is recognised however that the initial TORs will need to be 
amended to reflect the final specific obligations and will also need to be reviewed as 
the governance arrangements for the potential Accountable Care Organisation are 
developed.  Should the proposal be approved PCCC TORs will be amended to 
reflect the changes.     
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NPCCC members are asked to note the core NPCCCOG membership is at the 
operational level.  Additional support will be requested from CCG Directors and 
subject matter experts as required. 
  
Recommendation 
 
The Primary Care Commissioning Committee is asked to approve the proposal to set 
up a NPCCCOG and the associated initial TORs. 
 
Appendix 1 NPCCCOG draft TORs  



 
NHS Northumberland Clinical Commissioning Group  

Primary Care Commissioning Operational Group  

Terms of Reference  
1. Introduction 

 
The NHS Northumberland Clinical Commissioning Group (CCG) Primary Care Commissioning 
Operational Group (NPCCCOG) is a subgroup of the Northumberland Primary Care 
Commissioning Committee (NPCCC). 
 

2. Principal Function 
 
NPCCCOG’s membership encompasses senior operational managers from the CCG and NHS 
England charged with ensuring the transactional aspects of primary care commissioning are 
undertaken quickly, efficiently, clearly and in line with national regulation and local strategy. The 
group will consider an agreed range of business and will forward proposals and make 
recommendations to the NPCCC.  

 
3. Accountability 

 
The NPCCOG is accountable to the NPCCC. 

 
4. Membership 

 
The membership of the group will consist of: 
  
• CCG Strategic Head of Corporate Affairs (Chair) 
• CCG Head of Commissioning (Primary Care strategy) 
• CCG Locality Manager (Primary Care operations)  
• Area Operational Business Manager, NHS England    
• Area Operational Finance Manager, NHS England 

 
Additional representation will be requested from the following if required: 
 
• CCG Director of Nursing, Quality and Patient Safety 
• CCG Director of Finance 
• NHS England Area Primary Care Commissioning team 
• NHS Property Services Manager 
• Healthwatch 
• Subject Matter Experts as required (ie Practice Manager input) 

 
Meetings will be chaired by the Strategic Head of Corporate Affairs (SHCA) or, if absent, a 
nominated deputy. 
 

5. Agendas and papers 
 
The agenda and papers for meetings of the NPCCCOG will be agreed between the CCG and NHS 
England and distributed no later than 2 working days in advance of the meeting. Secretarial 
support to the group will be provided by the CCG’s Business Support Team.  

 
6. Quorum  

 
At least the CCG’s SHCA or Head of Commissioning and one NHS England member must be 
present for the meeting to be quorate. 
 

7. Remit and responsibilities  
 

To report, and make recommendations to, the NPCCC and the Local Authority Primary Care 
Applications Working Party (reporting only) on operational issues including but not exclusive to: 



 
 
 

• Remedial and breach notices. 
• Contract variations, boundary changes. 
• 24 hour retirements. 
• Contract mergers. 
• List closures. 
• Partnerships becoming sole contractors. 
• Branch closures/openings. 
• Discretionary payments. 
• Minor improvement grants. 
• Sale and leaseback. 
• Initial scrutiny of Project Initiation Documents (PIDs) for premises developments. 
• Service development implementation. 

 
 
To recommend decisions to the NPCCC on the following:  

 
• 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 (“Community Based Services”).  
• Design of local incentive schemes as an alternative to the Quality Outcomes Framework 

(QOF).  
• Primary Care needs assessments.  
• Commissioning decisions following reviews of services, including procurement of services, 

decommissioning and extending contracts. 
• Planning new primary care estate.  
• Approving practice mergers.  
• Making decisions on ‘discretionary’ payment (e.g. returner/retainer schemes).  

 
To ensure appropriate correspondence with practices on the above issues and that decisions are 
made with the fullest possible information. 
 
To improve quality, safety and patient experience of primary care services. 

 
8. Reporting arrangements 

 
An action log will be maintained and a update provided to each NPCCC.  
 

9. Conduct  
 

The NPCCOG will conduct business in accordance with national guidance and relevant codes of 
practice, including the Nolan Principles and the CCG Conflicts of Interests policy.  
 

10. Frequency of meetings 
 
Meetings will be held bi-monthly (alternative month from the NPCCC) and additional meetings will 
be convened as required. Members will be expected to attend each meeting.  

 
In exceptional circumstances and where agreed in advance by the chair, members of the PCCOG 
or others invited to attend may participate in meetings by telephone, by the use of video 
conferencing facilities and/or webcam where such facilities are available. Participation in a meeting 
in any of these manners will constitute presence in person at the meeting.  

 
11.  Date of Review 

 
The Terms of Reference will be reviewed annually or earlier if required.  



 
 
 
15 February 2017 
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Members of the Northumberland Primary Care Commissioning Committee are 
asked to: 
 
1. Consider the primary care operational plan and provide comment on the 

approach and actions taken. 
 
Purpose 
 
This report outlines the Primary Care Operational Plan (submitted in draft to NHS 
England 23 December 2016) for Northumberland including the GP Forward View. 
This plan is built on the foundations of the Northumberland Primary Care Strategy, 
the Primary and Acute Care System Vanguard and the Five Year Forward View.  
 
Background 
 
The GP Forward View details the following key objectives: 
 

• Investment - A further £2.4 billion a year by 2020/21 into general practice 
services. 

• Workforce - Double the growth rate in GPs through new incentives for 
training, recruitment, retention and return to practice. Also funded mental 
health workers, and funded support for practice nurses, physician assistants, 
practice managers and receptionists. Greater use of non-medical staff. 

• Workload - Cutting red tape, streamlining CQC inspections, support for 
burnout and stress, cutting inappropriate demand to primary care. 

• Infrastructure - Upgrades to practice premises, new proposals to allow up to 
100 percent reimbursement of premises developments, direct practice 
investment technology to support better online tools and appointment, 
consultation and workload management systems, and better record sharing 
that supports teamwork across practices. 

• Care redesign - Signals practical support for individual practices and for 
federations and super-partnerships; direct funding for improved in hours and 
out of hours access, including clinical hubs and reformed urgent care; and a 
new voluntary GP contract supporting integrated primary and community 
health services. 

Appendix 1outlines the delivery of the above objectives and describes the 
investment across the Northumberland system. 
 
Recommendation 
 
The Primary Care Co-commissioning Committee is asked to consider the GP 
Forward View Primary Care Operational Plan and provide comment on the  
approach and actions taken. 
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Appendix 1 – GP Forward View Primary Care Operational Plan 



 
 

Northumberland CCG 
GP Forward View 

Primary Care Operating Plan 
23 December 2016 
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Northumberland GP Forward View Primary Care Operating Plan 
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How primary care might look in the future – Foreword by Dr Robin Hudson  

3 

 
 

 
Northumberland does have a vision for general practice, the aim being to set a direction for the development of practices which will ultimately make them stronger and allow them to thrive in 
the future. The vision is centred around patients belonging to a local practice list with a group of professionals committed to providing the highest quality care which is safe, effectively, timely 

but also values continuity and patient-centredness for those patients who need it. Scaled up practices must not lose their “humanity”.   
Intended to be thought-provoking, Robin’s vision is articulated below. 

 
All the practices are being updated and are modern, clean and efficiently run (Ref. infrastructure bids, 10 high impact actions). Each practice retains its identity but also belongs to a wider 
practice network with a clear ‘brand’ and consistent access arrangements (Ref.activity and demand analysis). With patient consent, clinicians have access to the patient’s clinical IT record 
regardless of where they are being seen within the healthcare system (Ref. MIG and Systm One migration). This ensures better and safer clinical care within that system. 
GPs work the majority of their time in their own practice but are also choosing to work more collaboratively with their neighbouring practices in managing workload. This has been done by 
having a single telephony and clinical IT system across the network of practices (Ref. North locality work). Practice nurses and healthcare assistants also work in this way. All clinicians have job 
plans and they are given protected time for continuing professional development and quality improvement work. Numerous opportunities are available to develop special interests and to work 
alongside specialists both in the community and in hospital. A network of practices provide education and experience to all grades of healthcare students (Ref. CEPN bid success). 
Clinical systems will be fully integrated between primary care, secondary care and community services (Ref. MIG, S1 migration) and all clinical guidelines are collated and disseminated 
throughout the organisations. New access arrangements mean that patients with new undifferentiated problems can easily get a same-day appointment in their practice during working hours 
or they can choose another clinical setting in the network at a more convenient time across seven days a week. 
GPs now only visit those patients who have complex problems or who need end of life care. Routine visits are now performed by a team made up of nurses, clinical pharmacists and 
community paramedics who can diagnose and treat a number of common sub-acute medical conditions (Ref. Blyth project). Social care provides a rapid response service and works closely 
with GPs and these community visiting teams (Ref. Short Term Support Service). GPs have oversight of this team and will only visit if a hospital admission can be avoided. Hospital consultants 
are often in the community and ambulatory care has been rolled out to seven days a week to keep patients with complex health needs out of hospital when appropriate. 
Patients with long-term chronic illnesses have an annual health review with their practice nurse and GP (Ref. Vanguard LTC work). Together, a healthcare plan is agreed which patients can 
access at all times. In their care plan, patients can review their health goals and they can access links which will advise them about what to do should they become ill. Those patients who 
struggle to cope with their long-term conditions have access to support from clinical psychology and the voluntary sector. High risk patients with chronic illnesses are case managed by a long-
term conditions’ team who can ring the ‘named GP’ for advice regarding management decisions or liaise directly with the hospital (Ref. Blyth pilot). 
GPs now spend on average 30 minutes with patients with long-term conditions and will spend several days a week doing only this kind of work. During other days of the week GPs and nurses 
deal with the workload generated by same day demand. All patients who attend A&E are flagged for the practice and within 24 hours patients receive a telephone call from their GP to review 
the reasons for that attendance and to learn any lessons. A large number of routine hypertensive patients are now given portable BP machines for home use. They email the practice every 
three to six months, these emails being reviewed by the most appropriate clinician. 
Patients took a while to get used to this new system however the patient participation group has fed back that patient satisfaction rates are now high. The number of complaints are the lowest 
for years and staff morale has improved overall.  Patients can obtain same day appointments when needed whilst patients with long-term illness feel better looked after as they receive regular 
planned co-ordinated care visits whilst knowing that their GP has oversight and control. They especially like the care plan booklet given to them each year which explains the nature of their 
conditions, what each medication is for and advice about what to do if they are not feeling well. The fact that they can access this online or via their phone app is also a very useful option for 
some patients.  
 
 



GPFV ACTION PLAN Northumberland Primary Care 

Investment 
to 2020 

CCG proposed annual recurrent 
investment equal to or more than 
2.14% – 2.15% to 2020 

GPFV 
Transformation 
Funding £2.0M 
per annum 

PACS Vanguard 
Primary Care 
Investment 
£1.2M minimum 
2016/17 & 2017/18 

ETTF Investment 
£12.4M from 
2016/17 bids 
(3 cohorts) 

Local enhanced 
services £1.7M 
per annum 
minimum  

Workforce 

PACS Vanguard has focused on creating 
capacity in primary care through improved 
access models and also releasing GP time 
through the use of pharmacists and acute 
visiting by nurses. Capacity and demand 
analysis shows we currently have enough GPs 
but they need deploying in different ways, 
supported by an extended workforce. 

PACS Vanguard 
Pharmacists 
Investment 
£1.6M minimum 
2016/17 & 2017/18 

Successful bid to become a 
Community Education Provider 
Network across county to increase 
training placements for a wide range 
of trainees – including physician 
associates, nurses, paramedics, 
pharmacists, AHPs. Also 50% of 
practices offer postgrad GP training.  

County-wide 
Primary Care 
Locum agency 
to be created  
- supported 
by the 
Resilience 
Fund 

Workforce survey 
to be undertaken 
using national HEE 
tool – modelling 
will support 
workforce 
investment 
priorities  

Parity of physical 
and mental health 
delivered through 
MH training to all 
frontline staff and 
Mental Illness 
service/ therapist 
development 

Nursing 
opportunities will 
include 
apprenticeships, 
nursing associates 
and return to work; 
also accelerated 
degree programme 

Care 
redesign 

Get primary 
care ready for 
greater 
delivery of 
Out of 
Hospital Care 
models 

Vanguard is testing the hypothesis 
that Universal Same Day Access to 
primary care will result in reduced 
A&E attendances, reduced 
admissions and increased 
continuity of care through the GP/ 
primary care team 

Implementation of new care models - 
PACS & ACO. Northumberland aims to be 
first ACO in the country (capitated budget 
with health outcomes) - with primary care 
as equal partner at the ACO table. 
‘Federation plus’ model in development 
across all 44 practices with resourcing. 

Workload 

Through Vanguard will 
implement top ten high 
impact areas across all 
44 practices (min of five 
per practice) supported 
by national programme 
and expertise 

Greater rollout of 
organisational models 
at scale including 
mergers, super-
practices, salaried 
models; and county 
federation for ACO 

Receptionists, 
care navigation 
development, 
admin staff, 
and man devp; 
also back office 
mergers 

Demand management  - 
referral management and 
prescribing programmes 
(in place now for 3 years) 
will be developed further 
– to maintain place in top 
high performing CCGs 

Infrastructure 

Develop a Qulturum (Sweden) 
quality improvement model, 
build expertise in-county, 
reduce variation, improve 
patient experience/ outcomes 
(linked to delivery of Top 10 
High Impact Areas) 

All 44 practices implementing 
new or improved access models 
In Hours (Vanguard funded) to 
release capacity and give more 
time to complex patients – will 
be rolled out further in 2017/18 
& onwards 

Extended access models: will 
utilise transformation funding 
to increase extended access 
across all 44 practices in 
evenings and at weekends – 
up to 100% by 2018/19 – 
based on patient need  

 
 
Embed Prevention and Self 
Care, Empowered Patients 
using health portals, make 
every contact count across 
cohorts of patients. 
Release of acute spend for 
prevention agenda in ACO 
 
 

Further development of 
primary care hubs across the 
county, building on 24/7 
urgent care hubs already in 
place – expansion to wider 
services including prevention 
and wellbeing 

Eliminate duplication and 
variation, use IT, 
telephony and digital 
solutions effectively, scale 
up back-office functions 
where possible across 
county 

Wide range of ETTF 
bids approved 
(£12.4M) including 
estates and 
county-wide 
telephony 

SystmOne IT migration 
under Vanguard will 
continue to cover 80% 
of total population by 
2017/18, with option 
open for remaining 
practices to migrate 

 
Delivery of Local Digital roadmap including WiFi in all practices, whole of 
North East access to MIG and info sharing gateway portal launched, roll 
out of timely electronic discharge summaries, GP e-referral to 
secondary care. By 2020 – all electronic communication from acute 
trusts is structured, health and care professionals can contribute to a 
shared record (Great North Care Record), with a patient portal for 
patients to view and update their health and care record 
 

Online 
consultation 
and digital 
solutions 
implemented 
across the 
county 

The combined estate footprint of all the 
Northumberland providers will have 
reduced by at least 30% 
The identified costs linked to the estate 
will have reduced (the agreed target 
across all healthcare organisations in 
Northumberland is 40%) 
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Alignment with STP & CCG Operational Plan 2017-2019: primary care transformation and the GP Forward View 

 
 
 
STP Priorities for GPFV 
• General practice with a strong voice working along side other key stakeholders 
• New models of care - working at scale via PACS, MCPs etc to provide person centred 

coordinated care  closer to home and encourage more self care/preventative care. 
• Enhanced primary care services in hubs delivering care that was previously provided in 

hospital  
• Less single handed GP practices with more practice networks providing support to each 

other 
• 10 high impact actions adopted across all STP footprint 
• A resilient workforce with enhanced and new roles working effectively e.g. associates, 

navigators, pharmacists and mental health practitioners  
• General practice viewed as an attractive career option. All North East GP training places are 

filled with more placements for other health and social care staff in general practice 
• Improved patient experience in the GP Survey compared to current baseline 
 

 
 

CCG Initiatives 2018/19 
• Primary care at scale ready to deliver care previously delivered in 

hospitals 
• Digital access/ interactivity for patients 
• Prevention agenda of equal value to care and treatment – working in 

partnership with the patient who has access to their record/ making 
every contact count 

 

 
 
 
 
 
 

Summary of CCG Initiatives 2017/18 in CCG operational plan 
• Successful access models rolled out at scale – unlocking capacity across 

primary care 
• All practices adopting 10 high impact areas – increasing efficiency 
• GP referrals and prescribing remains in best quintile nationally 
• County-wide community education provider network and locum bank 

established 
• Explore delivery of in hours and extended hours in locality hubs/ GP 

Access Centres 
• Pharmacists and other professions embedded in practices/ wider MDTs 
• Greater rollout of models at scale such as mergers, federated models, 

super-practices 
• Continue reducing variation in patient experience, quality and outcomes 
• Year 2 rollout of SystmOne and access to MIG across North east 
• User groups for full functionality, practices using their clinical system to 

improve effectiveness and efficiency e.g. support with templates and 
protocols and document workflow EPS2 

• Estates & infrastructure rollout including call centres, building upgrade/ 
sharing 

• Implement care navigation across county 
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The Primary Care Strategy for Northumberland  

2015-2020 
Clinicians are working in practices they are proud of, 

delivering care to patients in a wider truly integrated team.  

Networks of practices are working together; integrated with 

care teams from community, secondary care, social care and 

the voluntary sector.  

New structures and workforce models are in place to allow 

clinicians to spend more time with their patients, with greater 

continuity of care and higher quality care for their patients.  

The system allows easy access to the right clinician at the 

right time, whilst patients with complex needs are managed 

proactively in the community by a wider multidisciplinary 

team headed up by their GP and appropriate specialist.  

Everything is underpinned by a shared clinical record. 

 

Our challenge 

General practice is under enormous 

strain -  within a healthcare system 

which is struggling to cope with rising 

demand, rising expectations and a 

finite budget. 

For general practice to meet the 

challenges of preventing ill health, 

easier access to healthcare and the 

rising demand of complex 

technological healthcare, the model of 

general practice must change.  

If we do not change we will not be able 

meet the standards of care which our 

population and patients should expect 

and general practice could lose its 

relevance in the future 

Our strong foundation in 

Northumberland 

44 practices delivering high quality 

care to a population of 322,000 people 

across one of the largest counties in 

England. Northumberland GPs have 

been leaders in primary care 

development, innovation, education 

and research.  

For the last two decades there has 

been a strong culture of collaboration 

between practices and with the wider 

health and care system. 

 Despite the challenges being faced 

there is still the goodwill and passion 

to see a strong and sustainable model 

for general practice for the future. 

 
New models of working 

“A number of new models of working will be nurtured and developed within 

Northumberland.  We intend to scale up and integrate general practice in order to 

achieve efficiencies, improve health outcomes and provide responsive healthcare 

fit for the 21st century”  

  
Workforce 

New innovative roles for nurses, clinical pharmacists, paramedics and physicians 

associates to work alongside GPs and practice teams -creating more capacity to 

look after patients in their community and provide continuity of care and timely 

access 

  
Networks of practices 

Groups of practices working more closely together with joint aims and the same 

high quality outcomes for patients.  

Reduced duplication releasing more time to see patients. Better recruitment and 

retention of staff.  

  

Information technology and a shared clinical record 

All clinicians have read and write access in real time to the patient’s record 

wherever they are seen. One patient story, one health and social care journey, 

empowered patients.  

 
 

Care closer to home – specialists working in the community in integrated 

teams 

The greater use of specialist teams from secondary care working in integrated 

teams in the community to support general practice. 

 
Enhanced care 

Improving the care of those with complicated needs by developing an integrated 

enhanced care team in the community to manage these patients on behalf of and 

with the GP and primary care team 

 

The primary care strategy 
underpins the GPFV and all 
primary care developments 

6 



7 

Primary care at scale and out of 
hospital care are fundamental parts 

of our PACS Vanguard and have 
received significant Vanguard 

investment, supported by workforce 
and shared record development 

Patients’ 

experience of the 

highest quality 

seamless care  

Stage 1 –  Opening of the 

Northumbria Specialist Emergency 

Care Hospital, community facing 

base sites 

Access 

Great care in 

patients’ own 

communities 

stepping up and 

down according to 

patients’ clinical 

need 

Stage 2 – Primary care at scale – 

extend primary care to seven days 

a week and create ‘hubs’ of 

primary care provision across the 

county 

Continuum of care            

Smooth needs-

based transfers of 

care between all 

levels of provision 

Stage 3 - Community and acute 

services redesign ensuring patient 

care is delivered increasingly in 

community settings. 

Stability and 

transparency 

Workforce and 

financial 

sustainability 

Stage 4 - Transitional year for 

commissioning arrangements 

assuming success of stages 1,2 

and 3 – a 12 month programme to 

fully migrate commissioning 

responsibility for acute, community 

and primary care provision to a 

single provider 

Stage 5: Accountable Care Organisation 2017 

 



Reduced reliance on hospital care with 
activity delivered in communities 

Better patient outcomes and 
reduced inequalities 

More people living longer healthier lives 
independently at home 

Sustainable workforce in all our care 
settings 

Release of funding from hospital 
services into prevention & of hospital 
care supported by the right incentives 

and levers 

Shared clinical record across the 
system – with read and write access 

in real time 

Universal same day access to primary 
care for those who need it seven days 

a week 

Empowered patients who effectively 
self manage 

Duplication and variation in significantly 
reduced 

PACS Vanguard: Measures of success:  
How we will know we have been successful 
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Forward View – Nine National Must Do’s – No 3. Primary care 
 

• Ensure the sustainability of general practice by implementing the General Practice 
Forward View, including the plans for Practice Transformational Support, and 10 high 
impact changes. 
 

• Ensure investment meets or exceeds minimum required levels. 
 

• Tackle workforce and workload issues, including interim milestones that contribute 
towards increasing the number of doctors working in general practice by (national 
figures ) 5,000 in 2020, co-funding an extra 1,500 pharmacists to work in general 
practice by 2020, the expansion of Improving Access to Psychological Therapies (IAPT) 
in general practice with 3,000 more therapists in primary care, and investment in 
training practice staff and stimulating the use of online consultation systems. 
 

• By March 2019, extend and improve access in line  with requirements for new 
funding 
 

• Support general practice at scale, the expansion of MCPs / PACS, and enable and fund 
primary care to play its part in fully implementing the forthcoming framework for 
improving health in care homes. 

Vanguard Primary Care Funded Initiatives in 2016/17 and 
2017/18 (£1.2M) 
• Capacity & demand analysis completed 
• Access schemes funding provided for: new access models, frequent attenders, long 

term conditions, GP Urgents/ urgent visiting 
• Primary care leadership group including collective voice on ACO board 
• Expansion of Pharmacy in primary care and care homes 
• MDT Blyth/ Acute Visiting Service – expanding to North/ Central and West 
• SystmOne migration  support – coverage of 80% population on one system 

ETTF Funding to Primary Care 
in 2016/17 to 2018/19     
Total £12.4M (3 cohorts) 
 

• Branch End – capital funding 

• Forum relocation 

• Cramlington – onsite diagnostics 

• Wellclose – co-location with 
hospital 

• Widdrington refurbishment 

• Alnwick – colocation/ 
CommunityDevelopment 

• Rothbury relocation 

• Union Brae extension 

• Widdrington/ Felton Telephony 

• Lindisfarne/ North 
Northumberland telephony bid 

• CCG-wide IT & Telephony bid  
 

Local initiatives / planned areas of investment: 
 

Training  & Workforce (population based funding) 
• Receptionists / care navigators / admin staff 
• 16/17 allocation of £27,972 with caveats on how this should be spent 
• 17/18 allocation of around £55,000 
• Subsequent years - to be invested (nationally £5m this year and £10m each year for the next 4 years) 
• GP recruitment / retention initiatives to be coordinated with ACO workforce plans from 2017/18 
 

Online services (population based funding) 
• Nationally £15m for 17/18 then £20m in each year 18/19 and 19/20 
• 00L allocation 17/18 = £83,000, 18/19 and 19/20 =  £110,000 
• This is additional to any funding allocated under ETTF (supporting e-consults etc) 
 

Access funding – allocated to transformational areas 
• Consideration of procurement options being undertaken 
• Process must be in place and operational between Apr – Sept 2017 to receive funding 
• £1.50 per head population pump-priming – allocation due to CCG (17/18 will become £6 per head weighted pop) 
• Plans to extend access across 17/18 to be aligned with ACO plans – with specific requirements in relation to appointment 

availability at evening and weekends 
 

Primary Care Allocations – securing the investment funding  – CCGs to  receive increased investment 

2.14% - 2.15% over next two years to support the investment decisions covered in this operational plan 
 

 

GP Forward View – Investment 
 

Care redesign – investments related to Community Services and New Models of Care are not 
included in eth £2.4 billion.  The Operating Plan and the STP transformation programme will 
determine which services and  the timing of new models of care in a primary/community setting.  

Practical support is available to individual practices and for federations and super-partnerships;  
funding for improved in hours and out of hours access, including clinical hubs and reformed urgent 
care; and a new voluntary GP contract supporting integrated primary and community services. 

STP Investment -- £508m national investment planned over 5 years to cover STP workforce (£206m), 
STP service  redesign £246m and GP burnout support £56m  
 

Workforce - double the growth rate in GPs, through new incentives for training, recruitment, 
retention and return to practice. Also funded mental health workers, and funded support for practice 
nurses physician assistants, practice managers and receptionists. 
 

Workload - cutting red tape, streamlining CQC inspections, support for burnout and stress, cutting 
inappropriate demand to primary care. 
 

Infrastructure - £900m capital investment planned -- upgrades to practice premises, new proposals 
to allow up to 100 percent reimbursement of premises developments, direct practice investment 
technology to support better online tools and appointment, consultation and workload management 
systems, and better record sharing to support team work across practices. 

 
 

Resilience Funding in  
2016/17 
 

• Locum Agency Support 
• Brockwell/ Wellway/ Lintonville 

operational merger 
• Riversdale (under review) 
 

Vulnerable Practices Funding 
in  2016/17 
 

• Laburnum 
• Cramlington 
• Seaton Park 
 

Organisational  changes: 
 

• Mergers – Station and Waterloo 
• Confederations  / Super-practice  

Brockwell, Wellway, Lintonville 
• NPC workforce developments  / 

contact centre hub 
• ‘Federation Plus ‘for ACO 

 

£2.4 bils or 14% 
real terms 

investment in GP 
services vs 8%  

other NHS  
services by 

2020/21  

INVESTMENT Primary Care Investment Plan 
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INVESTMENT Primary Care Investment Plan 

Primary care funding: 
Vanguard funding 2016/17 & 
2017/18 covering: 
• Development of improved/ new 

In-Hours access models in 44 
practices 

• Expansion of successful access 
models in 2017/18 – 44 practices 

• Primary care leadership group 
and development of federation 
for the ACO with supporting 
resources 

• IT System migration to SystmOne 
• MIG 
• Pharmacy input to MDTs and care 

homes 
• Pharmacists embedded in 

practices 
• County-wide learning events 
• Wider MDTs wrapped round 

complex patients on GP practice 
lists 

CCGs to receive increased 
investment 2.14% - 2.15% over 
next two years to support the 
investment decisions covered 
in this operational plan 
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Workforce Development - context 

Data At November 2014 

HEE tool 
to be 

used to 
analyse 

workforce 
across 

the 
county  

Derek Marshall, 
Chief Workforce 
Strategist HENE 



Workforce Development – Strong Foundations, CEPN, Vanguard 
 

Assessment of Need – 
foundations to build on 

Northumberland was awarded 
Vanguard status in April 2015 by the 
National New Care Models Team. As 
part of this work 44 practices 
(100%) agreed to undertake an 
activity and demand analysis in 
order to understand how capacity 
can be released and how alternative 
workforce models could be 
employed within primary care. This 
analysis is complete and 23 
practices have opted to change 
their access system, 12 practices 
aim to streamline the care of 
patients with long term conditions 
and 8 practices are conducting work 
with frequent attenders.  
 
Further work has been undertaken 
by Northumberland’s director of 
nursing, quality and safety in 
assessing the educational needs of 
practice nurses across the county. 
HENE are very supportive and are 
keen to work with the county to 
develop placements for 
undergraduate nursing, midwifery 
and allied health students in 
primary care.   
We have strong links with the local 
GP tutor network and our GP tutor 
undertook a training needs analysis 
for GPs in 2015. 

 

Practices working together as federations 
will enable a consistent quality of 
placements and an efficient process for 
managing the logistics for placements 
such as organising inductions, allocating 
placements across the locality and acting 
as a single point of contact for both 
communication and funding. This will 
help to increase the number of 
placements across primary care as 
smaller practices that have not 
previously accepted students/trainees 
would now be able to offer placements 
without the administrative burden, 
enabling economies of scale.  
 
There will be a strong focus to increase 
the numbers of apprentices and 
placements for nursing trainees including 
pre-registration students, return to 
nursing and nursing associates (should 
the regional bid be successful).  The 
Director of Nursing, Quality and Safety is 
the chair the HENE Out of Hospital 
Workforce Group for non-medical 
workforce, and is currently working very 
closely with HENE and Northumbria 
University to develop and advance our 
local offer to these areas.  Being able to 
facilitate experience of inter-professional 
learning would be an additional benefit 
of offering placements for a range of 
roles within a federation.  

 
Vanguard Funded Workforce Innovations 
Pharmacy and accelerated nursing workforce 
A clinical pharmacist programme has been developed with 
Northumbria Healthcare NHS Trust which is now delivering 
this group of professionals into nursing homes and working 
alongside practices in the county. In one pilot. GPs, nurse 
practitioners and clinical pharmacists are working closely 
together to enable other practitioners to undertake home 
visits, enabling GPs to have more time for complex patients. 
By releasing capacity, the vanguard programme is helping 
practices to spend more time with complex patients and also 
opening the conversation about the optimal workforce that is 
needed to deliver care into the 21st century.  
Northumbria Healthcare NHS trust has developed an 
accelerated nurse training programme for healthcare 
assistants which has shortened training from 3 years to 18 
months. Several hospital specialities are already embedded in 
the community (palliative care and diabetes) with the aim of 
extending this further to other specialities (community based 
care of the elderly consultants). North East Ambulance NHS 
Trust has also been developing new extended clinical roles for 
their paramedics and nurses 
There has been ongoing work in Northumberland to develop 
the interface between primary, secondary and community 
care to manage people proactively in the community and 
reduce the need for a hospital admission. This has included 
increased MDT working, care planning and closer working 
with secondary care clinicians in the community. As part of 
the Vanguard programme there is a focus on increasing the 
mix of workforce within primary care to meet the needs of 
the local population. The initial focus has been on increasing 
the pharmacist capacity within practices. There is great 
interest in developing the roles of practice nurses, nurse 
practitioners, health care assistants and physicians associates 
in future.  

 

 
Community Education Provider Network 

Northumberland practices successfully bid for the 
creation of a CEPN in November 2016. There were 
3 key objectives behind this bid:- 
1) To develop robust infrastructure to enable 
increased training and education opportunities 
across the primary care federations together as a 
‘hub’. 
2) To enable education and training to be delivered 
at scale. 
3) To ensure education and training is aligned to 
local needs. 
Northumberland benefits from 21 postgraduate GP 
training practices and many also undertake 
undergraduate teaching of medical students. 
Northumberland is well placed educationally to 
support new and innovative training placements 
across the county with clinicians trained in 
educational theory and practice. As confidence 
grows amongst practices we envisage that more 
placements will become available across the 
network. 
The “Northumberland Joint Federation Education 
Network” will initially include a membership of at 
least 40% of Northumberland practices, 
Northumbria Health Care community nursing, 
North East Ambulance Service and Northumbria 
University. With the potential move to an 
accountable care organisation, it will be essential 
for the relevant organisations to work in 
partnership to address the local workforce needs.  
 
The HEE workforce survey tool will be utilised to 
assess workforce capacity and needs and inform 
future priorities for investment 
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Nursing 
Workforce Requirements 
In January 2014 Health Education England North East (HENE) commissioned Northumbria University to scope and develop a strategy to address the continuing professional development 
needs of the primary care nursing workforce.    This piece of work covered all the Clinical Commissioning Groups (CCGs) within the Cumbria, Northumberland, Tyne & Wear NHS England 
Local Area Team.  Amongst other findings, the study highlighted that the practice nursing workforce in the Northeast is an ageing population:   
• 70% of respondents were over the age of 45 with 47% aged 45-54 and 23% aged 55-65.  
• 50% reported that they anticipated retiring within the next 10 years, with 24 % due to retire within the next 5 years. 
The report has also made a number of recommendations related to current provision and delivery of continuous professional development. 
Increasing Workforce Capacity 
Taking into account the above findings, the CCG has been working closely with HENE and the Health Education Institutes (HEIs) to increase the capacity and casemix of primary care nurses.  
Recently the Director of Nursing, Quality and Patient Safety of the CCG has taken over the role of the chair of North East Out of Hospital Care Workforce Group (OOHCG), a subgroup of 
HENE.  This has enabled the CCG to shape and influence the recruitment and retention strategies of the primary care nursing workforce directly.  
Through the work of the OOHCG, the CCG is actively engaging in a range of initiatives aiming to recruit more nurses to primary care over the coming years.  They include: 
• Nurse apprenticeship 
• Nursing associates 
• Return to Practice  
There is also work in progress to develop clear career pathways for the unqualified care staff to advance into the nursing profession. 
Locally, CCG’s immediate priorities are to offer and increase the numbers of educational placements in primary care.  Evidence from Health Education England Yorkshire & Humber has 
demonstrated the success of enabling student placements in general practice settings in attracting newly qualified staff to become more aware of consider a career in practice nursing.  
Recently the CCG has become a Community Education Provider Network.  This will be the key mechanism to enable more placements to be available in Northumberland.  The CCG has 
already secured support from its local HEI, Northumbria University and is currently working with the university on its offer based on existing skillset in the nursing workforce. 
Increasing skillmix 
It is recognised that new roles and skillset will be required to deliver the future models of care.  At the moment, the workforce implications of the NTW STP are not yet fully outlined.  The 
CCG is an appointed member of the LAWB and will work with  HENE and local workforce groups to understand them in more detail, supplemented by the ongoing work of the vanguards. 
Clinical Commissioning Groups across North East and Cumbria has set out its vision for the out of hospital workforce.  These principles will inform local development and define the skillset 
required. 
To gain an accurate picture of the workforce issue in Northumberland, the previous work carried out in 2014 on continuing professional development needs will be repeated as part of the 
initial scoping work for CEPN.  This will inform future workforce redesign. 
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Workforce Development - Mental Health in primary care 

The role of primary care is fundamental to the wellbeing of the mental health of its practice 
population. The expectation is that most people will be managed most of the time under the care of 
their GP. What is currently available from general practice varies and is dependent on staffing, 
premises, historic funding arrangements and practitioner-clinical priorities. In addition there is no 
current contractual framework that facilitates a more cohesive provision of mental health delivery 
in primary care. This proposal seeks  to address this situation in supporting practices to offer this 
added service.  
It is also universally recognised that people with Serious Mental Illness are at higher risk of physical 
health problems. Current service configuration has resulted in a fragmentation between the 
delivery of physical and mental health care, poor patient flows and limited ability to influence 
improvement in practice. 
This proposal recognises the high demand placed on local specialist mental health services and 
primary care services by patients with (SMI) in Northumberland. It is recognised that there are a 
number of patients currently treated within secondary specialist mental health treatment services 
who, after a period of treatment have become very stable and, therefore, do not meet the 
threshold for this level of intervention but whose needs cannot currently be met within primary 
care.  
A major benefit of the new service will be to improve care by joining up the approach to physical 
and mental health. It is also anticipated that care will be delivered more effectively and efficiently, 
closer to home and in a non-stigmatised setting and GP practices will benefit by having their own 
dedicated SMI service. 
This initiative mirrors both national health and mental health policy in seeking over time to improve 
mental health and social care delivery for the local population: right care, right place, right time and 
easy access, high quality, less stigmatising, closer to home and better value. 
Practices will be supported in this new wqay of working by a new primary care service comprising 
of a specialist team of mental health workers, which includes qualified SMI mental health nurses 
and psychiatrist time.  
The new service will work alongside practice staff, over an agreed period of time, in preparing and 
supporting them to accept the mental health care of the patient. Preparation, training and support 
will be given in aspects of prescribing, medication side effect monitoring, depot medication 
administration, health review, care planning and developing recall systems 
This scheme will also offer practices the opportunity for timely lisaion for people not open to 
secondary services, where advice is needed around shared care agreements and alternative 
prescribing regimes. 14 

5 Year Forward view Lifespan Integrated 
physical, mental & social health 



Workforce Development  - Developing the pharmacy workforce through Vanguard 
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WORKLOAD  Access at Scale – In Hours Access and Extended Access 

In hours (8- 6.30pm) 
Before developing and implementing 
extended hours access further across the 
county it has been important to 
recognise that a greater understanding 
of how practices manage workload in-
hours has to be the starting point. 
Fortunately in Northumberland 44 
practices (100%) agreed to undertake an 
activity and demand analysis using the 
same methodology and this allowed us 
to understand that practices manage 
patient demand in differing ways. The 
impact of this can be significant for 
patients, practice staff and the wider 
healthcare system through inappropriate 
attendances of patients in the hospital 
setting and patients having theirs needs 
unmet. 
All 44 practices agreed to apply for 
vanguard funding which has allowed 
them to understand how they manage 
workload for those patients wanting 
same day access, those who require 
support for long term conditions and 
finally for patients who are high  service 
users (frequent attenders). 
A dissemination event will take place in 
February 2017 where these initiatives 
will be showcased and a further offer will 
be made to practices to implement 
another project to build upon this in-
hours workload – using the Vanguard 
funding for 2017/18.  

Out of hours and extended hours 
(6.30-8am, seven days a week) 

Northumberland already commissions a 
successful out of hours provider which provides 
telephone advice, face to face centre visits and 

home visits.  With the reconfiguration of the 
hospitals in April 2015 and the opening of the 

emergency care hospital, 3 major hospital bases 
sites had their A&E departments converted to 
urgent care centres. These are effectively walk 
in services staffed by GPs and Emergency Nurse 

practitioners who provide minor injuries 
services as well as extended primary care 8am-

12 midnight 7 days a week. A network of 
community hospitals also provides minor 

injuries services. Further work is being 
undertaken to streamline these services further 
to reduce duplication and to simplify the access 

arrangement for patients. 
A large number of practices already provide 

extended hours appointments, but to a limited 
extent owing to the capacity and workforce 
issues being faced in the county. With the 

national access funding to extend appointment 
availability during evenings and weekends 

coming on stream in 2017/18 further work will 
be required to configure general practice 

services in a way where practice share this 
workload more extensively, more effectively 

and more sustainably than ever before. 
This work cannot occur in isolation to the rest of 

the system and it will need to occur in a way 
that is coherent and is complimentary to the 

GPs working in the urgent care centres and the 
out of hours provider. 

Plans for extended access each year, 
based on patient need and 

utilisation 
 
 
 
 
 
 
 

GP Access Survey Results Oct 2016 
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WORKLOAD Primary Care At Scale 

Efficiency at Scale 
We propose to implement NHS England’s 10 high 

impact steps “Releasing Time to Care” 
programme. This 9-12 month programme of 

collaborative service redesign will support our 
vanguard by providing knowledge exchange with 
other practices nationally, expert facilitation in 
service redesign, peer sharing and support and 

training. Access to the General Practice 
Improvement Leader programme will be part of 

this.  
 

Vanguard funding will be used to drive this 
initiative and evaluate its impact – delivering at 

least five areas in all 44 practices. 

 
 

Organisation at scale 
A key component of Northumberland forming an Accountable Care Organisation is the 
development of a countywide federation which will be the “voice” of all primary care 
providers. This was approved by practices in December 2016. 
A potential vision for this will be groups of practices meeting with a provider focus and 
working together with other providers at delivering the services that are right for their 
local populations. This will be supported by an accountable care organisation which will 
provide health data, support and sufficient funding to deliver health outcomes at these 
local levels and at a wider population health level. There will be number of secondary 
benefits which will occur:- 
1. Greater collaboration & sustainability- working together and developing services 

will promote relationship building and trust between practices and other health 
and social care providers. As practices look at ways to scale up access 
arrangements, this may act as the necessary conduit which will enable this to 
happen. 

2. Closer working between primary and secondary care will require the 
development of new patient pathways which maximise the care of patients in 
the community and minimise the use of hospital beds. Evaluation will be 
required to decide if these pathways could be developed with the help of other 
health regions, who already have them implemented (ie. Canterbury Health NZ). 

Building on the foundation of standardised contract schedules and reduced variation 
between practices, our vanguard programme articulated an aspiration to create 6 – 10 
primary care hubs across the county, offering seven day extended access.  
The access and single IT system create the building blocks of this and have serviced to 
expedite the emerging collaborations across Northumberland. We envisage four 
models delivering primary are across the county:  
• Profit/ drawings based super practices – we have the first coming into existing in 

January, bringing three of the largest and high performing practices together into a 
shared business model.  Other localities are considering similar models.  

• Salaried based super practices – we have the Northumbria Primary Care business 
model, a wholly owned subsidiary of Northumbria Healthcare which currently 
covers three and from January 5 practices in Northumberland.  

• Federated working – we have a well-established federation in the west for example 
called Hadrian Alliance 

• Collaboration between practices at local level, without formal organisational form.  
 

 

 
Leadership and Quality Improvement at Scale 
Leadership development in quality improvement will 
be key to the future of Northumberland's healthcare 
system. Practices participated in an NHS IQ event in 
2014 to learn more about QI principles and evidence; 
this need to be built upon further, but in a way that 
cuts across all sectors of the healthcare system. There 
is considerable interest in developing a centre for 
quality improvement and transformational leadership 
within a proposed Accountable Care Organisation. The 
focus would be to support and facilitate system 
redesign and process improvement; to ensure 
learning, build capacity, provide support for staff and 
leaders as they make changes in the care processes 
and to spread good examples. Several leaders have 
seen this in action in Sweden (Qulturum). 

 

Workforce development at scale 
Actions are outlined in the workforce sections 

Infrastructure and technology at scale 
Actions are outlined in the capital and IT sections 
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CCG Actual YTD 

Spend 2016-

17 as at 

Sep-16 

Actual YTD 

Spend 2015-16 

as at 

September 

Actual YTD Cost 

Growth 2016-17 

as at September 

Actual YTD Cost 

Growth % 2016-

17 as at 

September 

Cumbria £43,185,842 £43,876,730 -£690,889 -1.6% 

Darlington £8,981,726 £8,606,607 £375,119 4.4% 

DDES £28,363,490 £28,128,102 £235,388 0.8% 

Hartlepool & 

Stockton £24,211,627 £23,764,115 £447,512 1.9% 

Newcastle 

Gateshead £41,826,161 £39,969,111 £1,857,049 4.6% 

North Durham £21,933,833 £21,710,403 £223,430 1.0% 

North Tyneside £18,403,403 £18,203,952 £199,452 1.1% 

Northumberland 

£27,166,72

1 £27,313,528 -£146,806 -0.5% 
South Tees £26,058,300 £25,871,230 £187,071 0.7% 

South Tyneside £14,263,858 £13,756,600 £507,257 3.7% 

Actions 2017-18 
• Develop practice medicines management team 

further with performance related initiatives 
• Increase use of Optimise RX 
• Self care communications 
• Greater consistency across practices around OTC 

drugs 
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WORKLOAD Demand management Prescribing – maintain/ improve position as high performing CCG 



WORKLOAD: Referral Management in Primary Care  - maintain/ improve position as high performing CCG 
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Infrastructure: Capital Developments in Primary Care  

 
 
 
The combined estate footprint of all the providers will have 
reduced by at least 30% 
The identified costs linked to the estate will have reduced 
(the agreed target across all 
healthcare organisations in Northumberland is 40%) 

 
 
 
By the end of 2018-19, within Northumberland: 
• The strategic core estate will be at a standard which meets the on-going 
requirements placed upon it and there will be a creditable plan in place for 
the residual estate. 
• Asset utilisation will be high with future investment decisions linked to 
improving utilisation and reducing costs. 
• Surplus assets will have been sold and any locally retained proceeds re-
invested in order to fund (in full or part) the re-configuration of the 
remaining estate. Note: Capital receipts will be centrally held by DH and 
bids will need to be submitted against this. 
• Where disparate functions can be centralised, they will be wherever there 
is a clear economic or service benefit. 

Establish Locality based Primary Care Operating Hubs 
• These will offer core services and consistent opening hours with additional 

services being identified by GPs and the CCG to suit local needs. They will 
depend on local GPs coming together in networks to improve access to primary 
care and will provide extended hours access with flexible appointments and 
operate 8am until 8pm Monday to Friday initially. Public consultation, funding 
and capacity will determine whether this is extended to 7 days per week in the 
future.  

Primary care strategy – actions 
• To undertake a comprehensive review of the primary care estate. 
• To develop a modernisation strategy with plans to bid for money through the Primary Care Transformation 

Fund. 
• To conduct an options appraisal for existing free-hold and lease-hold practices who want to explore new models 

of care through rationalising their estate. 
• To review cost re-imbursement by NHS Property Services and the financial stability of practices. 
• To develop links with local planners and authorities, Agree Section 106 funding system with the local authority 

to provide financial support for GPs based on housing growth. 
• To focus upon how to create the flexibilities within the system which will allow greater integration and co-

location of different providers. 
• A working group to be set up with the relevant stakeholders. 
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ETTF bids 
The bids have been placed in the 
following cohorts by NHS England:  
Cohort 1 - work which can be 
completed by 31 March 2016.   
Cohorts 2a and 2b works which can 
be completed by 31 March 2019.  
Cohort 3, to commence from 1 April 
2019. 



Infrastructure: Technology Developments in Primary Care  

Shared Interactive Clinic Record Timeline  
2016-2020 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Digital Roadmap Commentary 
 

Clinicians across the STP footprint  are working 
together to deliver better, safer care through 
improved digital record sharing (the Great 
North Care Record)  
 

The introduction of the Medical 
Interoperability Gateway (MIG) and the 
Information Sharing Gateway portal launched 
 

2017/18 Rollout includes: GP WIFI, Acute 
professionals access to GP summary records,  
timely electronic discharge summaries to GPs, 
Community nurses  have access to GP record, 
End of life professionals have access to GP 
held EoL preferences, GP e-refer all routine 
referrals to secondary care    

 

By 2020 – all electronic communication from 
acute trusts is structured , health and care 
professionals can contribute to a shared  
record, a patient portal for patients to view 
and update their health and care record 

 

17/18 
Rollout 

Population Health Commissioning  Intelligence Model  

ACO - Planning for population health and wellbeing requires an intelligence and 
information system that  is fit for purpose 
   
Concepts: Exploiting data / information over time for planning, transformation  
and monitoring purposes. Holistic system wide view rather than isolated 
segments allows pathway prioritisation of key cohorts across system. 
Interoperability supports integration and patient view, allows simplified 
presentation of data appropriate to audience. 
  
Data Integrity:  CCG and providers working to enhance and in-fill existing and 
planned sources to provide population views for health and wellbeing 
improvement across the system. Data integrity issues for mental health data being 
addressed nationally in 2017/18 national guidance. Data integrity for other non-
PbR sources being addressed progressively. 

 

Overview of Digital Maturity – CCG Starting 
Point : 
 
Primary care -  operates a mixed economy of 
clinical systems within GP practices. Introduced an 
offer of support to practices to move to a preferred 
clinical system of choice  under the Vanguard 
programme. 
 

Secondary care – moving towards compatible 
clinical system interfaces 
 

Social care services across Northumberland and 
North Tyneside benefit from integration between 
adult health and social care provided by 
Northumbria Health Care Foundation Trust.  
 

Present Systems Footprint: The systems 
currently used include: SystmOne /PAS /Swift / Rio 
/WHIMS.  With Northumbria Health Care 
Foundation Trust  being the provider of adult social 
care, secondary care and community services there 
is some (limited) interoperability between systems. 
Further work will be required to integrate other IT 
systems; however there is a real appetite for 
progress with the local FT. 
  

Data Sharing Agreement between all practices 
and Northumberland Tyne and Wear NHS Mental 
Health Foundation Trust, Northumbria Health Care 
Foundation Trust, Newcastle upon Tyne Hospitals 
NHS Foundation Trust, and the North East 
Ambulance Service. 
 

System Migration provided an opportunity and 
funding for those practices who wish to do so   
IG gateway, Wifi in practices 
Telehealth in care homes,  
TPP and EMIS GP and Community roll out 
programmes 
 

Funding sources including ETTF are considered 
/being pursued in the  Operating Plan period. 
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Care Redesign  - An Accountable Care Organisation (ACO) to Transform Care  

 
 
 
 
 
 
 
 
 
 

Implications for new models of care delivered by an ACO:  
 

An ACO will transform the delivery of integrated health and wellbeing for 
the population of the Northumberland and North Tyneside local health 
economy.  This will support local delivery of the wider STP objectives. 
 

Transferring financial risk from the CCG to the ACO will incentivise the 
ACO partners to address system inefficiencies across health and social 
care at pace:      
  
• Shifting system resources towards primary and early preventative care 

to keep people healthy, reducing incidence and future need for 
expensive service utilisation. 

• Reducing cost by treating people in the most appropriate setting for 
their condition. 

• Better cross-organisational, multidisciplinary working to develop 
complex care management packages for identified high risk patients 
with multiple chronic illness – frail older people, people with mental 
illness - to reduce avoidable A&E visits/ admissions/ lengths of stay / 
expensive treatments. 

• Reduced system cost and bureaucracy through ensuring appropriate 
mix of inputs (eg staff), management of CCG functions and 
reporting/monitoring once against a single performance framework. 

  
The combination of these benefits should provide greater certainty of 
achieving the Health and Wellbeing Board objectives and targets than 
through current arrangements, and in a shorter timeframe.  

 
 
 
 
 
 
 
 
 
 
 

Population outcomes and prevention agenda    (The King's Fund, October 2016)  

ACO - Health and Wellbeing Outcomes Framework – metrics to support delivery of  the transformation agenda  

 IMPROVING 

POPULATION HEALTH 

AND WELLBEING 

1. The health and care system works to improve the overall health of the 

population 

2. People are supported to lead healthy lifestyles and are protected from illness 

3. The health and care system works with others to address the wider 

determinants of people’s health 

DELIVERING HIGH 

QUALITY, 

COORDINATED CARE 

4. People have access to services when they need them 

5. The health and care system works in partnership to reduce unplanned hospital 

admissions and the time people spend in hospital 

6. High quality services help people to recover from illness or injury and stay 

healthy after treatment  

7. People receive services which are coordinated and person-centred  

8. People are supported to manage their own health and maintain their 

independence 

9. People are cared for in a safe environment and protected from avoidable harm 

10. People with mental health conditions receive services which are person-

centred and have parity of esteem 

11. People coming to the end of their lives receive services which are responsive 

to their needs and preferences 

IMPROVING QUALITY 

OF LIFE AND 

EXPERIENCE OF 

SERVICES 

12. People have a positive experience of health and care services 

13. People with long-term health and care needs are supported to improve their 

quality of life 

14. Services support people who provide care and support to others 

SUPPORTING & 

EMPOWERING STAFF  

15. Staff are healthy, engaged and supported to deliver high-quality care 

Slide 1 
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Primary care in an accountable care system – an equal voice at the ACO table 

Workforce in an accountable care organisation 
In April 2017 there is the proposal to create an accountable care 
organisation for Northumberland which will be a multi-provider 

organisation working to a capitated budget.  
Within this model and financial envelope, all providers will have to work 
more closely together and many more professionals will needed in the 

community rather than hospital. For this to occur these staff will need to 
experience greater exposure to this area of care during their training. 

This will have implications for the ACO in its workforce development and 
planning. A community education provider network will therefore be in 

the ideal position to support this work for the population in 
Northumberland. We would hope that this will enable funding on a 

sustainable basis after 2018. 

The primary care vote was overwhelmingly 
in support of creating  a Federation/ 

Collaboration Agreement between the 
parties to deliver integrated primary care 
voice in Northumberland – with timelines 

for delivery outlined above 
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Making a Difference  
 

Below we set out a high level view of what the service could look like through the 
eyes of patients, staff and the health system if we succeed in delivering our 
priorities:   
 
For patients 
• Patients will have higher quality relationships with health professionals, reducing 

unnecessary visits to different specialists, leading to increased patient satisfaction 
• Patients, families and carers will find it easier to navigate the system and 

understand who to go to when they need help and support  
• Patients will be better supported to manage their own health, with better 

outcomes for individuals and better value for money  
 
For staff  
• Staff will have a clear understanding of their role in a team, and how their skills 

can provide the most value to patients, improving job satisfaction and reducing 
stress levels  

• Staff will have the training and skills to equip them to care for different individuals 
leading to greater job satisfaction 

• Staff will be equipped to use their knowledge and skills where needed by patients 
increasing their effectiveness and career opportunities 

 
For the system  
• More effective deployment of the workforce reducing expenditure and reliance 

on agency staff and increasing productivity 
• Support for new ways of providing better care in emergency medicine, primary 

care and other challenging areas with the creation of new roles 
• Shift between primary and acute and from formal to home settings will be easier 

to implement because staff have the skills to provide care wherever needed  

Context for care redesign - Vision for Out of Hospital Workforce – CCGs across the North East 
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Context for care redesign: Vision for Out of Hospital Workforce – CCGs across the North East 
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Context for care redesign: Report of the HENE task and finish group for primary care July 2016 

1.Continued expansion of clinical placements into primary care 
settings for those studying on University based training 
programmes 
2.Continuing workforce development contracts and investments 
more appropriate and relevant to staff working in primary care, 
but these must be informed in a more proactive way than at 
present by those working in primary care. 
3.Continued support \ implementation of the proposed 14 
education and training, workforce initiatives and actions with 
regards to the current primary care workforce 
4.A more comprehensive study and analysis of the impact of the 
demographics of the growing and ageing population, the impact 
of technology and organisational change on the workforce.  This 
should and could be informed by a more comprehensive vision of 
what services can and should be delivered in primary care.  We 
would recommend a more comprehensive study between HEE 
NE, CCGs and primary care employers (including where 
appropriate GP Federations) across the north east to articulate 
the key drivers, opportunities and implications for the primary 
care workforce, considering the issues of demographics, 
technology and organisational change 
5.That HEE NE supports a project to review and research the skill 
mix \ breakdown of staff (including suitable competencies) 
working in general practice  
6.That the Local Workforce Action Board has appropriate and 
relevant representation from primary care employers and Clinical 
Commissioning Groups, to reflect the challenges faced by the 
primary care workforce 
7.That sustainable funding supports the development of the 
primary care workforce, reflecting the challenges in recruiting GPs 
(substantively and into training posts) which necessitates the 
development of non-medical clinical staff   
 26 

Potential opportunities for new models of care –  
based on successful  models across the world 



Northumberland Primary Care 
Commissioning Committee 
15 February 2017 
Agenda Item: 6.2 
ACO - Primary Care Representation  
Sponsor: Transformation Director  
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20170215 Agenda Item 6.2 
 

Members of the Northumberland Primary Care Commissioning Committee are 
asked to: 
 
1. Consider the draft framework and governance structure for the primary 

care ‘federation’ representation at a potential ACO board. 
2. Note the further work required to develop the framework ahead of 

operational delivery. 
 
Purpose 
 
This report outlines recent developments in designing the construct to create a 
collective, equal partner arrangement for primary care representation at a potential 
Accountable Care Organisation (ACO) board. 
 
Background 
 
The Primary Care Leadership Group (PCLG), with clinical and managerial 
representatives from each locality has led Vanguard Primary and Acute Care System 
(PACS) development work; including how primary care could best be represented at 
a potential ACO board. This work has also been facilitated by the Local Medical 
Committee (LMC). 
 
Primary care has been involved throughout the process and in October 2016, Chris 
Ham, the Chief Executive of the King’s Fund was invited by the PCLG to provide an 
independent view of ACO to an open event.  This was filmed and made widely 
available.  
 
The Vanguard programme also commissioned Capsticks to develop a range of 
options for consideration.  Primary care was then asked to vote on the preferred 
option and chose a formal federation. Voting is outlined below: 
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Current developments 
 
Primary care, at both practice and locality level, are now considering the draft 
federation agreement at Appendix 1 and final comments are due by 27 February 
2017.  The localities are also considering their future leadership and governance 
arrangements. Once final agreement is reached, on the potential ACO’s ‘go live’, to 
the framework and governance structure will be implemented.  
 
Broader ACO development work is being undertaken concurrently and primary care 
has asked for an open session with all of ACO partners to test out partners levels of 
commitment and approach to the ACO. This is likely to take place in March 2017. 
 
Once sufficient information on the future construct of the ACO is available CCG 
member practices will be asked to vote on the ACO in their clinical commissioning 
capacity in the near future.  
 
Recommendation 
 
The Primary Care Co-commissioning Committee is asked to consider the draft 
framework and governance structure for the primary care ‘federation’ and note 
further work is required to finalise the framework ahead of operational delivery. 
 
Appendix 1:  Draft legal framework 
Appendix 2:  Draft governance structure 
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Overarching Drafting Note – Federation Agreement 

This Agreement looks to provide an overarching arrangement which governs a more 

integrated multi-party solution which is signed by and transparent to all parties. The format 

is designed to work alongside NHS Contracts (APMS, GMS and PMS) which will set out 

specific requirements in relation to regulatory requirements, services environment, 

responding to emergency incidents etc.   

It is a draft for the purposes of facilitating discussions between the Providers.  

Some areas of drafting may need significant development around the nature and function 
of the collaboration. 
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Date:                                                                                                                                   2017 

This Agreement is made between: 

1. The primary medical care providers listed as parties to this Agreement at Schedule 2 
(the “Providers”); and 

Drafting Note 1 

Consider who you want to be a party to this agreement – the CCG may be happy not to be. 

together referred to in this Agreement as the “Parties”. 

RECITALS  

(A) The Five Year Forward View published in October 2014 (the “Forward View”) sets out 
a clear goal that “the NHS will take decisive steps to break down the barriers in how 
care is provided between family doctors and hospitals, between physical and mental 
health, between health and social care.” 

(B) In entering into and performing their obligations under this Agreement, the Parties 
intend to form a federation of primary care providers and this Agreement sets out how 
the Parties have agreed to collaborate in order to provide valuable input into the ACO. 

(C) The Parties acknowledge and confirm that this Agreement is tailored to the specific 
primary care collaboration considerations relating to the local health economy of 
Northumberland. 

(D) Each of the Providers has individual Services Contracts for the provision of primary 
care services with the Commissioner. This Agreement supplements and works 
alongside those Services Contracts and sets out how the Providers will work together 
collaboratively in order to provide feedback and information to the ACO.  

(E) The Services Contracts set out how each Provider will provide their respective 
Commissioned Services. 
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OPERATIVE PROVISIONS 

1. STATUS OF THIS AGREEMENT 

Drafting Note 2 

When practices agree to the formal federation and the contents of this agreement we 
will need to consider if we wish to make this document legally binding on the Parties. If 
you do not, we recommend that certain clauses are legally binding, i.e. confidentiality, 
data sharing etc. 

 

1.1 This Agreement is not an NHS Contract pursuant to section 9 of the National Health 
Service Act 2006. 

1.2 This Agreement supplements and works alongside the Services Contracts and is the 
overarching agreement that sets out how the Parties will work together collaboratively 
to provide input to the ACO. The Service Contracts set out how the Parties will provide 
the Commissioned Services. 

1.3 Each Provider acknowledges and confirms that: 

1.3.1 it remains responsible for performing its obligations and functions for delivery of the 
Commissioned Services to the Commissioners in accordance with its Services 
Contract; 

1.3.2 and 

1.3.3 [to be inserted]. 

1.4 The terms of this Agreement are set out in the following sections:  

1.4.1 SECTION A: sets out the Provider Principles and Objectives.  

1.4.2 SECTION B: sets out each Party’s obligations and role.   

1.4.3 SECTION C: sets out the governance arrangements.    

1.4.4 SECTION D: sets out the remaining contractual terms. 

2. COMMENCEMENT AND DURATION 

2.1 This Agreement shall take effect on the Commencement Date and will continue in full 
force and effect, unless and until terminated in accordance with the terms of this 
Agreement. 
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Drafting Note 4 

Consider if a phased implementation is appropriate – i.e. the governance etc. may 
come into force on the commencement of the ACO Agreement as this is when it will 
become operative and feed into the ACO structure. 

 

SECTION A: PROVIDER OBJECTIVES AND PRINCIPLES 

3. THE PROVIDER OBJECTIVES 

3.1 The Provider Objectives agreed by the Parties are to enable collaboration to provide 
valuable input into the ACO over the Term. In particular the Parties have agreed to: 

3.1.1 establish Forums with an organisational structure that represents primary 
care in planning and design forums, feeding up into the ACO with partner 
organisations and to ensure every Provider voice is heard;  

3.1.2 provide a representative voice for the Providers in the Forums, to enable 
aligned working as equal partners with other health and social care 
providers; 

3.1.3 manage engagement, and promote fairness and trust, between Providers; 

3.1.4 ensure equity of access to services for all Service Users across 
Northumberland; 

3.1.5 deliver plans and proposals through the delivery of such services either by 
constituent Providers acting alone, a collective of several Providers or a 
collaborative across all Providers; 

3.1.6 support planning and proposals in response to the needs of Service Users 
where primary care at scale is required or it is more efficient to provide 
services at a level above individual Providers; 

3.1.7 be responsible for the strategic and operational planning of primary care 
within Northumberland;  

3.1.8 ensure investment into primary care services follows shift of activity; 

3.1.9 ensure primary care is engaged and looks across to partner organisations to 
agree respective roles, responsibilities and manage interface issues; and 

3.1.10 engage with local networks of primary care providers to focus on service 
design and then delivery; 

together these are the “Provider Objectives”. 
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4. THE PROVIDER PRINCIPLES 

4.1 The aim of this Clause 5 is to identify the high level principles which underpin the 
delivery of the Parties obligations under this Agreement and to set out key factors for a 
successful relationship between the Parties.  

4.2 The Parties acknowledge and confirm that the successful delivery of the ACO will 
depend on the Providers' ability to provide useful information and feedback to the ACO 
which has been developed and agreed by the Providers in collaboration and in 
accordance with this Agreement. This will facilitate the achievement of results which 
are mutually beneficial for all Parties and Service Users. 

4.3 The principles referred to in Clause 4.1 are that the Parties will work together in good 
faith and, unless the provisions in this Agreement state otherwise, the Parties will: 

4.3.1 work towards the Shared Vision, which is: 

(a) To ensure representation of the primary care voice within the accountable care 
organisation builds on the strong foundation and long established relationships 
between practices.  To co-ordinate primary care activity within integrated 
pathways and ensuring it is the most appropriate and sustainable; 

4.3.2 preserve and build on existing alliances of Providers; 

4.3.3 adopt a principal of defining the geographic groupings on the basis of 
patient flow and clinical pathways; 

4.3.4 create a single, representative organisation for primary care within the 
health system and ACO; 

4.3.5 create a countywide collaboration which will NOT be there to take 
over or supersede any existing arrangement or federation activity; 

4.3.6 retain Provider independence and individuality, recognising diverse 
areas and populations; and  

4.3.7 ensure fair distribution and potential business opportunities for all 
Providers; 

4.3.8 act collaboratively and in good faith with each other in accordance with this 
Agreement, Guidance, National Standards, the Law, and Good Practice, 
having at all times regard to the welfare of Service Users; 

4.3.9 co-operate fully and liaise appropriately with each other in order to ensure a 
co-ordinated approach to promoting the quality of Service Users’ care 
across the Commissioned Services and providing valuable feedback and 
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information to the ACO;  

4.3.10 be accountable. Take on, manage and account to each other for 
performance of the respective roles and responsibilities set out in this 
Agreement; 

4.3.11 be open. Communicate openly about major concerns, issues or 
opportunities relating to the Agreement and adopt transparency on all 
aspects of their Commissioned Services, including through open book 
reporting and accounting, subject always to appropriate treatment of 
Competition Sensitive Information and competition law compliance; 

together these are the “Provider Principles”. 

Drafting Note 5 

Please note we have added in some additional principles (5.3.8-5.3.11) for your 
consideration.  Consider whether there are any further principles which should be set 
out in the Agreement to inform expectations as to behaviour.  

 

SECTION B: DELIVERY OF THE PROVIDER PRINCIPLES  

5. OBLIGATIONS AND ROLES OF THE PARTIES 

Providers obligations and role 

5.1 The Providers will each: 

5.1.1 act in good faith in the best interests of Service Users; 

5.1.2 seek to provide the Commissioned Services in an integrated way through collaborative 
working in accordance with the Provider Principles; and 

5.1.3 provide appropriate resources to comply with their respective obligations under this 
Agreement. 

6. PROVIDERS’ ROLE 

6.1 The Providers agree to seek to act in accordance with this Agreement and the 
Provider Principles in order to achieve the Provider Objectives, actively seeking ways 
to continually improve collaboration between the Providers so as to:  

6.1.1 promote and coordinate the provision of primary care services by the Providers; 

6.1.2 align the Providers through Forums;  

6.1.3 participate in articulating the Providers’ views as primary care providers on service 
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design and future delivery of services for the needs of their populations through the 
Forums; 

6.1.4 engage with decision making and developing the views of primary care to be fed into 
the ACO on their behalf by representatives in the Clinical Senate; 

6.1.5 support the Clinical Senate presenting the primary care views into the ACO and 
engaging with the outcomes; 

6.1.6 engaging within the collaborative structure to plan service delivery in line with the 
outcomes of the ACO; 

6.1.7 ensuring primary care is at the forefront of service delivery and provides leadership 
where necessary to co-ordinate multiple Providers ensuring the Service User remains 
at the centre of all delivery; and 

6.1.8 share information to inform service design. 

6.2 For the purposes of this Clause 7, where there is any conflict between the duties upon 
any Provider under this Agreement and its Services Contract, the provisions of the 
Services Contract will prevail unless this Agreement places a higher duty upon that 
Provider, in which case the provisions of this Agreement will prevail. 

SECTION C: GOVERNANCE ARRANGEMENTS  

7. FORUMS 

7.1 The Providers agree to establish the Forums.   

7.2 The Forums are the groupings of the Providers as set out in Schedule 3 which will 
be responsible for discussing primary care service provision, including providing 
any suggestions as to how Providers can improve service provision, or the way in 
which the Providers are collaborating under this Agreement.  The Forums shall 
agree and provide such information and feedback regarding primary care provision 
to the Clinical Senate.  For the avoidance of doubt the Forums shall not be a 
committee of any Provider or any combination of Providers. 

7.3 The terms of reference for the Forums shall be as set out in [Part 1 of Schedule 3] 
(Forums – Terms of Reference). 

8. CLINICAL SENATE / EXECUTIVE 

8.1 The Providers agree to establish the Clinical Senate.  

8.2 The Clinical Senate is the group responsible for collating and reviewing information 
and feedback provided to it by the Forums pursuant to Clause 8.1. The Clinical 
Senate will then represent the Providers under this Agreement by providing the 
collated feedback and information to the ACO.  For the avoidance of doubt the 
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Clinical Senate shall not be a committee of any Providers or any combination of 
Providers. 

8.3 The Clinical Senate will hold the Forums to account.  It will have other duties and the 
authority and accountability defined in its Terms of Reference (as set out in [Part 3 of 
Schedule 3] (Clinical Senate – Terms of Reference)). 

9. ENGAGEMENT BETWEEN THE PARTIES 

9.1 The Providers will communicate with each other clearly, directly and in a timely 
manner to ensure that the Forum Representatives and the Clinical Senate are able to 
make effective and timely representations in relation to primary care.   

9.2 The Providers will ensure appropriate attendance from their respective organisations 
at all meetings of the Forums and Clinical Senate and that their representatives act in 
accordance with the Provider Principles. 

10. INFORMATION SHARING AND CONFLICTS OF INTEREST 

11. TERMINATION IN WHOLE OR IN PART OF THIS AGREEMENT 

12. INTRODUCING AND EXCLUDING PROVIDERS 

 

13. PROBLEM RESOLUTION AND ESCALATION 

14. DISPUTE RESOLUTION PROCEDURE 

15. VARIATIONS 

16. CONFIDENTIAL INFORMATION 

17. NO PARTNERSHIP 

17.1 Nothing in this Agreement is intended to, or shall be deemed to, establish any 
partnership between any of the Parties, constitute any Party the agent of another 
Party, nor authorise any Party to make or enter into any commitments for or on behalf 
of any other Party except as expressly provided in this Agreement. 

18. THIRD PARTY RIGHTS 

18.1 A person who is not a party to this Agreement shall not have any rights under or in 
connection with it. 
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SCHEDULE 1 

Definitions and Interpretation 

 

1 The following words and phrases have the following meanings: 

ACO the accountable care organisation for 
Northumberland 

Agreement this agreement incorporating the Schedules 

Competition Sensitive  

Information 

means Confidential Information which is 
owned, produced and marked as Competition 
Sensitive Information including information on 
costs by one of the Providers and which that 
Provider properly considers is of such a 
nature that it cannot be exchanged with the 
other Provider(s) without a breach or potential 
breach of competition law; 

Commissioned Services the services provided, or to be provided, by a 
Provider to the Commissioner pursuant to its 
respective Services Contract  

Dispute any dispute arising between two or more of 
the Parties in connection with this Agreement 
or their respective rights and obligations under 
it 

Dispute Resolution Procedure means the dispute resolution procedure set 
out in Schedule 4 

Forum Representative means the individuals chosen by each of the 
Forums to make representations on behalf of 
the Forum to the Clinical Senate, as set out in 
[Part 2 of Schedule 3 – Forum 
Representatives] 

Good Practice Good Clinical Practice and/or Good Health  
and/or Social Care Practice (each as defined 
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in the Services Contracts), as appropriate 

Guidance means any applicable health or social care 
guidance, guidelines, direction or 
determination, framework, code of practice, 
standard or requirement, to which a Provider 
has a duty to have regard, to the extent that 
the same are published and publicly available 
or the existence or contents of them have 
been notified to the Provider by the 
Commissioner and/or any relevant Regulatory 
or Supervisory Body 

Insolvency means any of the following events or 
circumstances: 

(i) where the Party is or is deemed for the 
purposes of any Legislation to be, 
unable to pay its debts or insolvent; 

(ii) where a Party admits its inability to pay 
its debts as they fall due; 

(iii) the value of a Party’s assets being less  
than its liabilities taking into account 
contingent and prospective liabilities); 

(iv) where, by reason of actual or   
anticipated financial difficulties, a Party 
commences negotiations with creditors 
generally with a view to rescheduling 
any of its indebtedness; 

(v) where a Party suspends, or threatens to 
suspend, payment of its debts (whether 
principal or interest) or is deemed to be 
unable to pay its debts within the 
meaning of Section 123(1) of the 
Insolvency Act 1986; 

(vi) a moratorium is declared in respect of  
any of a Party's indebtedness; 

(vii) Where a Party calls a meeting, gives a 
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notice, passes a resolution or files a 
petition, or an order is made, in 
connection with the winding up of that 
Party (save for the sole purpose of a 
solvent voluntary reconstruction or 
amalgamation); 

(viii) where a Party has an application to 
appoint an administrator made or a 
notice of intention to appoint an 
administrator filed or an administrator is 
appointed in respect of it or all or any 
part of its assets; 

(ix) where a Party has a liquidator, trustee in 
bankruptcy, judicial custodian, 
compulsory manager, receiver, 
administrative receiver or  similar officer 
(in  each case, whether out of court or 
otherwise) appointed over all or any part 
of its assets or a person becomes 
entitled to appoint the above over such 
assets; 

(x) where a Party takes any steps in 
connection with proposing a company 
voluntary arrangement or a company 
voluntary arrangement is passed in 
relation to it, or it commences 
negotiations with all or any of its 
creditors with a view to rescheduling any 
of its debts; or 

(xi) where a Party has any steps taken by a 
secured lender to obtain possession of 
the property on which it has security or 
otherwise to enforce its security; or 

(xii) where a Party has any distress, 
execution or sequestration or other such 
process levied or enforced on any  of  its  
assets which is not discharged within 14 
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Business Days of it being levied; 

(xiii) where a Party has any proceeding taken, 
with respect to it in any jurisdiction to 
which it is subject, or any event happens 
in such jurisdiction that has an effect 
equivalent or similar to any of the events 
listed above; and/or 

(xiv) where a Party substantially or materially 
ceases to operate, is dissolved, or is de-
authorised as an NHS trust or NHS 
foundation trust; 

(xv) where a Party is clinically and/or 
financially unsustainable as a result of 
any clinical or financial intervention or 
sanction by the regulator responsible for 
the independent regulation of NHS trusts 
NHS foundation trusts or the Secretary 
of State and which has a material 
adverse effect on the delivery of the 
Services; or 

(xvi) a trust special administrator is appointed  
over a Party under the National Health 
Service Act 2006 or a future analogous 
event occurs; 

Law any applicable statute or  proclamation or  any  
delegated or subordinate legislation or 
regulation; 

any enforceable EU right within the meaning 
of section 2(1) European Communities Act 
1972; 

any applicable judgment of a relevant court of 
law which is a binding precedent in England; 

Guidance (as defined in the NHS Standard 
Contract); 

National Standards (as defined in the NHS 
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Standard Contract); and 

any applicable code, 

Operational Days a day other than a Saturday, Sunday or bank 
holiday in England 

Regulatory or Supervisory Body means any statutory or other body having 
authority to issue guidance, standards or 
recommendations with which the relevant 
Party (including their staff members and/or 
representatives) must comply or to which they 
must have regard, including: 

(i) CQC; 

(ii) NHS Improvement; 

(iii) NHS England; 

(iv) the Department of Health; 

(v) NICE; 

(vi) Healthwatch England and Local 
Healthwatch; 

(vii) Public Health England; 

(viii) the General Medical Council; and 

(ix) the Healthcare Safety Investigation 
Branch 

Services Contract a contract entered into by the Commissioner 
and a Provider for the provision of 
Commissioned Services, and references to a 
Services Contract include all or any one of 
those contracts as the context requires 
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SCHEDULE 2 

Providers 

Part 1: The Providers 

 

NAME OF PROVIDER 

 

ADDRESS 

[To be inserted] [To be inserted] 

[To be inserted] [To be inserted] 

[To be inserted] [To be inserted] 

[To be inserted] [To be inserted] 

 

Part 2: Providers’ address for acceptance of notices 

[To be inserted] 
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SCHEDULE 3 

Governance 

Part 1: Forums - Terms of Reference 

Drafting Note 14 

The role and responsibilities of the Forums should be clearly set out in the Terms of 
Reference, including how the Forums are to be populated i.e. which Providers will fall into 
which Forum. We would recommend clear and unequivocal drafting be inserted into this 
Schedule which clearly defines, for example, the:  

• Responsibilities and accountability; 

• Membership; 

• Frequency of meetings and quorum; 

• How decisions will be made and voting rights; 

• How conflicts of interests will be dealt with; and 

• Any administrative matters. 

The Agreement needs to be clear on how each of the Forums shall make decisions, such as 
what information to feed up to the Clinical Senate (i.e. what voting rights does each attendee 
at a meeting have? Should each Provider have a single vote only? What happens if there is 
not unanimity?) 

We would be happy to have a call or a meeting with you to agree the proposed governance 
arrangements so that we can prepare a suitable wording for this Schedule.  Alternatively, if 
you would prefer us to suggest wording for you following your discussion, we would be 
happy to do so.  

 

Part 2: Forum Representatives 

 

NAME OF FORUM 

 

REPRESENTATIVE 

[To be inserted] [To be inserted] 

[To be inserted] [To be inserted] 
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[To be inserted] [To be inserted] 

[To be inserted] [To be inserted] 

 

Part 3: Clinical Senate – Terms of Reference 

Drafting Note 15 

The CCG will need to consider the same points as mentioned above in relation to the Forums 
Terms of Reference.  Additionally, if the Clinical Senate is to have a role in performance 
managing the Providers (and provisions would need to be provided for such), these Terms of 
Reference will also need to consider the voting rights (or suspension thereof) for any Provider 
who is the subject of action taken under those provisions. 
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SCHEDULE 4 

Dispute Resolution Process 

Drafting Note 16 

To be considered – The process to resolve disputes must be carefully considered. An example 

has been included to facilitate discussions between the Parties. 

1. AVOIDING AND SOLVING DISPUTES 

1.1 The Parties commit to working cooperatively to identify and resolve issues to their 
mutual satisfaction so as to avoid all forms of dispute or conflict in performing our 
obligations under this Agreement. 

1.2 The Parties believe that focusing on the agreed Provider Objectives and Principles 
reinforce the commitment to avoiding disputes and conflicts arising out of or in 
connection with this Agreement. 

1.3 The Parties shall promptly notify each other of any dispute or claim or any potential 
dispute or claim in relation to this Agreement (each a 'Dispute') when it arises. 

1.4 In the first instance the [INSERT 1st TIER BODY] shall seek to resolve any Dispute to 
the mutual satisfaction of each of the Parties. If the Dispute cannot be resolved by the 
[INSERT 1st TIER BODY] within 10 Business Days of the Dispute being referred to it, 
the Dispute shall be referred to the [INSERT 2nd TIER BODY] for resolution. 

1.5 The [INSERT 2nd TIER BODY] shall deal proactively with any Dispute on a Best for 
Service basis in accordance with this Agreement so as to seek to reach a unanimous 
decision. If the [INSERT 2nd TIER BODY] reaches a decision that resolves, or 
otherwise concludes a Dispute, it will advise the Parties of its decision by written 
notice. Any decision of the [INSERT 2nd TIER BODY] will be final and binding on the 
Parties. 

1.6 The Parties agree that the [INSERT 2nd TIER BODY], on a Best for Services basis, 
may determine whatever action it believes is necessary including the following: 

1.6.1 If the [INSERT 2nd TIER BODY] cannot resolve a Dispute, it may select an 
independent facilitator to assist with resolving the Dispute; and 

1.6.2 The independent facilitator shall: 

(a) be provided with any information he or she requests about the Dispute; 

(b) assist the [INSERT 2nd TIER BODY] to work towards a consensus decision in 
respect of the Dispute; 
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(c) regulate his or her own procedure and, subject to the terms of this Agreement, 
the procedure of the [INSERT 2nd TIER BODY] at such discussions; 

(d) determine the number of facilitated discussions, provided that there will be not 
less than three and not more than six facilitated discussions, which must take 
place within 20 Operational Days of the independent facilitator being appointed; 
and 

(e) have its costs and disbursements met by the Providers. 

1.6.3 If the independent facilitator cannot facilitate the resolution of the Dispute, the Dispute 
must be considered afresh in accordance with this Schedule 4 and only after such 
further consideration again fails to resolve the Dispute, the  [INSERT 2nd TIER BODY] 
may decide to: 

(a) terminate this Agreement; or 

(b) agree that the Dispute need not be resolved. 



Structure for primary care representation into the ACO Board 
 

 

The purpose of this structure will ensure practices views are fed into the ACO  
And ensure: 

The patient is at the centre 
Retain the power to be local 

Design patient flows and community based integrated care 
Establish natural groupings 

Feed in the views of practices to service design 
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ACO Partners 
 

PRIMARY CARE FEDERATION 
“Primary Care Network Northumberland” 

 
Executive 

• Geographical group leads – “Neighbourhoods” 
• Clinical Lead 
• Management / Finance Lead 

 
 

SERVICE DESIGN SERVICE DELIVERY 
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The purpose of this structure will ensure outcomes from the ACO are 
communicated and service delivery options from primary care are agreed:  

And ensure: 
The patient is at the centre 

Retain the power to be local 
Deliver services and community based integrated care with or without partner 

organisations 
Create a level playing field for all practices to deliver integrated care 

Funding flows follow the changes in service delivery 

Clinical Senate  



Northumberland Primary Care 
Commissioning Committee 
15 February 2017 
Agenda Item:  6.3 
Extended access to general practice 
Sponsor: NHS England  
 

1 
20170215 UC Agenda Item 6.3 

Members of the Northumberland Primary Care Commissioning Committee are 
asked to: 
 
1. Consider the 2017/18 framework for commissioning extended access. 
2. Approve the framework and the contractual format. 
 
Purpose 
 
This report outlines the framework for commissioning extended access by general 
practice.  
 
Background 
 
The operational planning and contracting guidance for 2017-2019, provides the 
planning guidance for General Practice Forward View (GPFV).  The GPFV sets out 
the investment and commitment to strengthen general practice in the short term and 
support sustainable transformation of primary care. 
 
As one of the transformation areas chosen nationally to accelerate delivery of 
improved GP access, NHS Northumberland Clinical Commissioning Group (CCG) 
has reviewed the key deliverables against the local demands and opinions of th4e 
Northumberland population. 
 
39 practices are signed up to delivering the current direct enhanced service 
extended hours access scheme (with varying days of the week and times of day).   
Northern Doctors Urgent Care is commissioned to deliver out of hours general 
practice services for Northumberland; all 44 practices opted out contractually. 
Patients can also access urgent care centres, A&E and NHS 111 for minor ailments 
and injuries at a number of locations. 
 
In addition to being a transformation area for accelerated delivery, Northumberland is 
currently developing a potential Accountable Care Organisation (ACO).  The 
commissioning of the additional extended access to primary care must be aligned to 
the principles of the ACO to ensure that resources are maximised, service delivery 
duplication is removed and future providers are appropriately developed. 
 
Funding 
 
Additional funding has been allocated to the CCG by NHS England to provide 
greater extended access.  In 2016/17 ‘seed funding’ of £485K (£1.50 per head of 
registered population) has been allocated.  This will be followed by £1.9M in 2017/18 
(£6.00 per weighted head of population).  This is separate from Vanguard funding. 
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The Extended Access Framework  
 
Appendix 1 summarises the framework and approach to commissioning extended 
access to general practice in Northumberland.  Key issues are highlighted below:  
 

• In reviewing current extended access the CCG has identified variation of 
delivery.  The framework describes how, through practice level targets for 
future provision, variation can be reduced and equity of treatment delivered.  
A dashboard will be developed that shows practice level targets for increasing 
and developing extended access provision. 

 
• Multiple data sources have been reviewed at locality and practice level to 

begin to show where patients are currently accessing services: in and out of 
general practice core hours.  However it has thus far proved difficult to 
establish comparisons between practices as there are a number of variables 
with each, for example the distance to NSECH and how patient behaviour has 
changed following the opening, the number of locations to present for care 
and what drives particular behaviours.  To simplify the comparison and reduce 
variation the CCG has determined that the following data sources can provide 
a proxy measure to practice level access:  
 

o Patient perception – MORI access survey  
o NHS 111 contacts 

 
By triangulating this data with Type 3 A&E attendances a practice plan to 
meet demand can be determined with additional oversight of the overall 
demand at a locality level.  Early data highlights Mondays, Tuesdays and 
Saturdays as the main days to focus provision. 
 

• Practices will be asked to: 
 

o Plan how they will deliver the extended access hours and encouraged 
to think about future access to services, the efficiencies of delivering 
primary care at scale and in hubs and the potential to co-locate these 
hubs with community based services.  An offer has been made from 
Northumbria Healthcare NHS Foundation Trust to practices to locate 
hubs within the existing premises.  This will further widen the scope of 
delivering at scale and the associated access to a wider workforce and 
services.  Practices will be advised to consider patient group of 
approximately 40,000 as it will be difficult for them to deliver the 
requirements, unless operating at this scale.  There may be some 
exceptions to this (rurality issues and distance to the extended hours’ 
provision). 

 
o Describe the set up costs required when establishing the extended 

hours  – which will then be used to assess spend against the £1.50 per 
head seed funding, available in 2016/17.  Set up costs will include: 

 
 IT 
 Telephony 
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 Joint working and developing provider structures 
 Legal costs, organisational development 
 Training 
 Communication and engagement 

 
o Complete a delivery plan which will describe the detail of how extended 

access hours will be provided and secure the £6.00 per head of 
population. 

 
Evaluation  
 
Evaluation will be established and will focus on the delivery, outcomes and informing 
future commissioning and planning.  The main areas for evaluation are summarised 
in Appendix 1 however the list is not exhaustive but designed to set the initial 
principles and planning. The evaluation framework will adapt as plans emerge. 
 
Timeline, March 2018 and beyond 
 
As the end of the financial year is approaching there is an early requirement to share 
the framework with primary care and detail how the national requirements can 
support access to extended general practice in Northumberland.  Between April and 
September 2017 the CCG will work with practices to establish, test and review their 
delivery models.  The models will be operational by September 2017 and evaluated 
in March 2018.  The CCG will then assess the outcomes to inform future delivery of 
all associated services and link into the clinical principles and health outcomes of the 
ACO. 
 
Contract form and securing provision 
 
Given the amount of funding released by NHS England, national guidelines suggest 
that CCGs consider conducting a procurement exercise to commission extended 
access provision.  This approach has been considered however as the CCG 
transitions to the potential ACO in 2017/18 (the intention is that localities are asked 
to design their own delivery model) it appears sensible to build on the current locality 
construct and Vanguard work already undertaken.  It is proposed therefore that the 
funding is allocated to practices wishing to participate and, as described above, the 
initiative is fully evaluated after year one.  
 
Recommendation 
 
The Primary Care Commissioning Committee is asked to consider and approve the 
framework and approach to commissioning extended access to general practice in 
Northumberland. 
 
If the framework is approved the committee is asked to approve direct contracting 
with CCG general practices.  
 
Appendix 1: Extended Access Framework 



Extended Access Framework – Northumberland 2017/18 

 
 Operational planning and contracting guidance 2017-2019 

The operational planning and contracting guidance for 2017-2019 reaffirms national 
priorities.  It describes how local health systems, via Sustainable and Transformation 
Plans (STPs) will implement the Five Year Forward View (5YFV) and drive 
improvements in health and care; restore and maintain financial balance; and deliver 
core access and quality standards. 
 
Annex 6 provides the planning guidance for General Practice Forward View (GPFV).  
The GPFV set out the investment and commitment to strengthen general practice in 
the short term and support sustainable transformation of primary for the future. 
 
The CCG level plans for delivering the GPFV must, as a minimum set out: 

• How access to general practice will be improved 
• How funds for practice transformation support (as set out in the GPFV) will be 

created and deployed to support general practice 
• How ring-fenced funding being devolved to CCGs to support the training of 

care navigators and medical assistants, and stimulate the use of online 
consultations, will be deployed 

 

2016/17 Key deliverables - £1.50 per head of pop. 
• Continue providing extended access in existing GP 

Access Fund sites 
• Prioritise implementation of GPFV & prepare ground 

for extended access with on GPAF practices 
• Secure full coverage of extended access to 

commence in 17/18 
 

2017/18 Key deliverables - £6.00 per head of pop. 
• Establish baseline to extended access by practice 

and across localities 
• Identify variation and practice / locality level plan for 

enhancing access to the population 
• Set up models of delivery at practice, co-operative or 

locality levels 
• Set targets for progress and test outcomes up to 

September 2017 
• Evaluate and assess delivery  

Time line 
Mid Feb 17  End March 2017 April 2017    
Framework  Practice plans   Set up and initial  
Sign off  finalised  delivery 
 
 
 

Setting the baseline, targets and practice level dashboard 
 
There is variation across Northumberland with regards how and when patients can access extended general 
practice and the uptake of the current direct enhanced service.  The aim in 2017/18 will be to establish the 
current baseline and set practice / locality level targets to reduce this variation and enhance and extend access 
for all. 
 
This work to reduce variation will enhance the access development work undertaken as part of the 
Northumberland Vanguard PACS and the system transformation to ensure patients access the most appropriate 
professional when needed. 
 
2017/18 will be the first year for Northumberland as an Accountable Care Organisation which will establish 
primary care within the transformation to delivering integrated care across providers, removing duplication and 
increasing efficiency whilst focussing on the needs of patients.  This plan for extended access will begin to 
ensure consistency of access to primary care and highlight service change / developments that can enhance 
access across Northumberland, 7 days per week to meet local demand.  It will begin to see co-located hubs 
developing with primary medical and community based centres – with shared IT and multi-skilled workforce 
  
The baseline and targets 
Practices have been categorised on their current provision: 

• No extended access currently 
• Some extended access provided 
• Enhanced extended access provided 

 
Based on the category, practices have been given specific targets to extend access in line with the national 
requirements: 

• A minimum of 45 mins per 1,000 population 
• An additional 1.5 hours per day 
• Weekend provision with some same day appointments 
• Consider 8am – 8pm access 

 
: 
 

Providers must submit plans for delivery and identify 
requirements for seed funding (£1.50) for example: 

• IT 
• Telephony 
• Joint working and developing provider structure 

o Legal costs, organisational development etc. 
• Training  
• Communication and patient engagement 

 

Providers submit a plan for delivery: 
• Population covered 
• Practice, co-operative, locality provider, co-located community hubs  
• Location – practice or community hub base 
• Weekday and weekend extended access described 

o Who will patients see? 
o Systems to ensure equal access to extended hours and core 

hours 
o Operating hours 
o Sign posting in place / planned 

• Describe how patients book and contact the practice / hub providing 
• Information sharing and updating clinical records 
• A single locality summary must be submitted to describe overall delivery  

September 
2017 
Full delivery 
 

  
 

March 2018 and beyond 
A stocktake will be taken at March 2018 based on the evaluation and outcomes of 
the first year delivery for extended access to general practice. 
 
By assessing the outcomes at March 2018 we can better plan all services, 7 days 
per week within the ACO and a system decision can be made as to short and 
longer term provision. 
 
By delivering extended access to general practice all primary care provider service 
can be reviewed: 

• Urgent care centres 
• GP out of hours 
• Delivering at scale  
• Multidisciplinary and cross provider working 
• Expansion of services delivered within general practice 

 
 

Evaluation and future planning 
Each practice and service delivering extended access will be evaluated to ensure it: 

• Is value for money  
• Captures how much it is utilised 
• Improves patient experience and access to primary medical services 
• Supports whole system delivery and reduces demand elsewhere in the system 
• Highlights duplication of delivery and informs future service planning 

 
 

Review / test  
Delivery 
 
Review targets 
 
Adapt delivery 
 

A profile of demand will be shared with each practice 
which will use consistent and readily available measures. 
 
We recognise there are too many variables and locations 
at which patients can access care.  Comparison between 
practices needs to be based on a core set of information: 

• Patient feedback and access surveys 
• NHS 111 contacts 

 
Type 3 A&E data will then be used to triangulate the 
information and provide a sense check 
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	1. STATUS OF THIS AGREEMENT
	1.1 This Agreement is not an NHS Contract pursuant to section 9 of the National Health Service Act 2006.
	1.2 This Agreement supplements and works alongside the Services Contracts and is the overarching agreement that sets out how the Parties will work together collaboratively to provide input to the ACO. The Service Contracts set out how the Parties will...
	1.3 Each Provider acknowledges and confirms that:
	1.3.1 it remains responsible for performing its obligations and functions for delivery of the Commissioned Services to the Commissioners in accordance with its Services Contract;
	1.3.2 and
	1.3.3 [to be inserted].

	1.4 The terms of this Agreement are set out in the following sections:
	1.4.1 SECTION A: sets out the Provider Principles and Objectives.
	1.4.2 SECTION B: sets out each Party’s obligations and role.
	1.4.3 SECTION C: sets out the governance arrangements.
	1.4.4 SECTION D: sets out the remaining contractual terms.


	Drafting Note 2
	When practices agree to the formal federation and the contents of this agreement we will need to consider if we wish to make this document legally binding on the Parties. If you do not, we recommend that certain clauses are legally binding, i.e. confidentiality, data sharing etc.
	2. Commencement and DURATION
	2.1 This Agreement shall take effect on the Commencement Date and will continue in full force and effect, unless and until terminated in accordance with the terms of this Agreement.

	Drafting Note 4
	Consider if a phased implementation is appropriate – i.e. the governance etc. may come into force on the commencement of the ACO Agreement as this is when it will become operative and feed into the ACO structure.
	(i) where the Party is or is deemed for the purposes of any Legislation to be, unable to pay its debts or insolvent;
	(ii) where a Party admits its inability to pay its debts as they fall due;
	(iii) the value of a Party’s assets being less  than its liabilities taking into account contingent and prospective liabilities);
	(iv) where, by reason of actual or   anticipated financial difficulties, a Party commences negotiations with creditors generally with a view to rescheduling any of its indebtedness;
	(v) where a Party suspends, or threatens to suspend, payment of its debts (whether principal or interest) or is deemed to be unable to pay its debts within the meaning of Section 123(1) of the Insolvency Act 1986;
	(vi) a moratorium is declared in respect of  any of a Party's indebtedness;
	(vii) Where a Party calls a meeting, gives a notice, passes a resolution or files a petition, or an order is made, in connection with the winding up of that Party (save for the sole purpose of a solvent voluntary reconstruction or amalgamation);
	(viii) where a Party has an application to appoint an administrator made or a notice of intention to appoint an administrator filed or an administrator is appointed in respect of it or all or any part of its assets;
	(ix) where a Party has a liquidator, trustee in bankruptcy, judicial custodian, compulsory manager, receiver, administrative receiver or  similar officer (in  each case, whether out of court or otherwise) appointed over all or any part of its assets or a person becomes entitled to appoint the above over such assets;
	(x) where a Party takes any steps in connection with proposing a company voluntary arrangement or a company voluntary arrangement is passed in relation to it, or it commences negotiations with all or any of its creditors with a view to rescheduling any of its debts; or
	(xi) where a Party has any steps taken by a secured lender to obtain possession of the property on which it has security or otherwise to enforce its security; or
	(xii) where a Party has any distress, execution or sequestration or other such process levied or enforced on any  of  its  assets which is not discharged within 14 Business Days of it being levied;
	(xiii) where a Party has any proceeding taken, with respect to it in any jurisdiction to which it is subject, or any event happens in such jurisdiction that has an effect equivalent or similar to any of the events listed above; and/or
	(xiv) where a Party substantially or materially ceases to operate, is dissolved, or is de-authorised as an NHS trust or NHS foundation trust;
	(xv) where a Party is clinically and/or financially unsustainable as a result of any clinical or financial intervention or sanction by the regulator responsible for the independent regulation of NHS trusts NHS foundation trusts or the Secretary of State and which has a material adverse effect on the delivery of the Services; or
	(xvi) a trust special administrator is appointed  over a Party under the National Health Service Act 2006 or a future analogous event occurs;
	(i) CQC;
	(ii) NHS Improvement;
	(iii) NHS England;
	(iv) the Department of Health;
	(v) NICE;
	(vi) Healthwatch England and Local Healthwatch;
	(vii) Public Health England;
	(viii) the General Medical Council; and
	(ix) the Healthcare Safety Investigation Branch

	SECTION A: PROVIDER objectives and PRINCIPLES
	3. THE PROVIDER objectives
	3.1 The Provider Objectives agreed by the Parties are to enable collaboration to provide valuable input into the ACO over the Term. In particular the Parties have agreed to:
	3.1.1 establish Forums with an organisational structure that represents primary care in planning and design forums, feeding up into the ACO with partner organisations and to ensure every Provider voice is heard;
	3.1.2 provide a representative voice for the Providers in the Forums, to enable aligned working as equal partners with other health and social care providers;
	3.1.3 manage engagement, and promote fairness and trust, between Providers;
	3.1.4 ensure equity of access to services for all Service Users across Northumberland;
	3.1.5 deliver plans and proposals through the delivery of such services either by constituent Providers acting alone, a collective of several Providers or a collaborative across all Providers;
	3.1.6 support planning and proposals in response to the needs of Service Users where primary care at scale is required or it is more efficient to provide services at a level above individual Providers;
	3.1.7 be responsible for the strategic and operational planning of primary care within Northumberland;
	3.1.8 ensure investment into primary care services follows shift of activity;
	3.1.9 ensure primary care is engaged and looks across to partner organisations to agree respective roles, responsibilities and manage interface issues; and
	3.1.10 engage with local networks of primary care providers to focus on service design and then delivery;
	together these are the “Provider Objectives”.


	4. THE PROVIDER PRINCiPLES
	4.1 The aim of this Clause 5 is to identify the high level principles which underpin the delivery of the Parties obligations under this Agreement and to set out key factors for a successful relationship between the Parties.
	4.2 The Parties acknowledge and confirm that the successful delivery of the ACO will depend on the Providers' ability to provide useful information and feedback to the ACO which has been developed and agreed by the Providers in collaboration and in ac...
	4.3 The principles referred to in Clause 4.1 are that the Parties will work together in good faith and, unless the provisions in this Agreement state otherwise, the Parties will:
	4.3.1 work towards the Shared Vision, which is:
	(a) To ensure representation of the primary care voice within the accountable care organisation builds on the strong foundation and long established relationships between practices.  To co-ordinate primary care activity within integrated pathways and ...

	4.3.2 preserve and build on existing alliances of Providers;
	4.3.3 adopt a principal of defining the geographic groupings on the basis of patient flow and clinical pathways;
	4.3.4 create a single, representative organisation for primary care within the health system and ACO;
	4.3.5 create a countywide collaboration which will NOT be there to take over or supersede any existing arrangement or federation activity;
	4.3.6 retain Provider independence and individuality, recognising diverse areas and populations; and
	4.3.7 ensure fair distribution and potential business opportunities for all Providers;
	4.3.8 act collaboratively and in good faith with each other in accordance with this Agreement, Guidance, National Standards, the Law, and Good Practice, having at all times regard to the welfare of Service Users;
	4.3.9 co-operate fully and liaise appropriately with each other in order to ensure a co-ordinated approach to promoting the quality of Service Users’ care across the Commissioned Services and providing valuable feedback and information to the ACO;
	4.3.10 be accountable. Take on, manage and account to each other for performance of the respective roles and responsibilities set out in this Agreement;
	4.3.11 be open. Communicate openly about major concerns, issues or opportunities relating to the Agreement and adopt transparency on all aspects of their Commissioned Services, including through open book reporting and accounting, subject always to ap...
	together these are the “Provider Principles”.


	SECTION B: DELIVERY OF THE PROVIDER PRINCIPLES
	5. OBLIGATIONS AND ROLES OF THE PARTIES
	Providers obligations and role
	5.1 The Providers will each:
	5.1.1 act in good faith in the best interests of Service Users;
	5.1.2 seek to provide the Commissioned Services in an integrated way through collaborative working in accordance with the Provider Principles; and
	5.1.3 provide appropriate resources to comply with their respective obligations under this Agreement.


	6. PROVIDERs’ ROLE
	6.1 The Providers agree to seek to act in accordance with this Agreement and the Provider Principles in order to achieve the Provider Objectives, actively seeking ways to continually improve collaboration between the Providers so as to:
	6.1.1 promote and coordinate the provision of primary care services by the Providers;
	6.1.2 align the Providers through Forums;
	6.1.3 participate in articulating the Providers’ views as primary care providers on service design and future delivery of services for the needs of their populations through the Forums;
	6.1.4 engage with decision making and developing the views of primary care to be fed into the ACO on their behalf by representatives in the Clinical Senate;
	6.1.5 support the Clinical Senate presenting the primary care views into the ACO and engaging with the outcomes;
	6.1.6 engaging within the collaborative structure to plan service delivery in line with the outcomes of the ACO;
	6.1.7 ensuring primary care is at the forefront of service delivery and provides leadership where necessary to co-ordinate multiple Providers ensuring the Service User remains at the centre of all delivery; and
	6.1.8 share information to inform service design.

	6.2 For the purposes of this Clause 7, where there is any conflict between the duties upon any Provider under this Agreement and its Services Contract, the provisions of the Services Contract will prevail unless this Agreement places a higher duty upo...

	SECTION C: GOVERNANCE ARRANGEMENTS
	7. Forums
	7.1 The Providers agree to establish the Forums.
	7.2 The Forums are the groupings of the Providers as set out in Schedule 3 which will be responsible for discussing primary care service provision, including providing any suggestions as to how Providers can improve service provision, or the way in wh...
	7.3 The terms of reference for the Forums shall be as set out in [Part 1 of Schedule 3] (Forums – Terms of Reference).

	8. Clinical Senate / Executive
	8.1 The Providers agree to establish the Clinical Senate.
	8.2 The Clinical Senate is the group responsible for collating and reviewing information and feedback provided to it by the Forums pursuant to Clause 8.1. The Clinical Senate will then represent the Providers under this Agreement by providing the coll...
	8.3 The Clinical Senate will hold the Forums to account.  It will have other duties and the authority and accountability defined in its Terms of Reference (as set out in [Part 3 of Schedule 3] (Clinical Senate – Terms of Reference)).

	9. ENGAGEMENT BETWEEN THE PARTIES
	9.1 The Providers will communicate with each other clearly, directly and in a timely manner to ensure that the Forum Representatives and the Clinical Senate are able to make effective and timely representations in relation to primary care.
	9.2 The Providers will ensure appropriate attendance from their respective organisations at all meetings of the Forums and Clinical Senate and that their representatives act in accordance with the Provider Principles.

	10. INFORMATION SHARING AND CONFLICTS OF INTEREST
	11. TERMINATION IN WHOLE OR IN PART OF THIS AGREEMENT
	12. INTRODUCING AND EXCLUDING PROVIDERS
	13. PROBLEM RESOLUTION AND ESCALATION
	14. DISPUTE RESOLUTION PROCEDURE
	15. VARIATIONS
	16. CONFIDENTIAL INFORMATION
	17. NO PARTNERSHIP
	17.1 Nothing in this Agreement is intended to, or shall be deemed to, establish any partnership between any of the Parties, constitute any Party the agent of another Party, nor authorise any Party to make or enter into any commitments for or on behalf...

	18. THIRD PARTY RIGHTS
	18.1 A person who is not a party to this Agreement shall not have any rights under or in connection with it.

	1. Avoiding and Solving Disputes
	1.1 The Parties commit to working cooperatively to identify and resolve issues to their mutual satisfaction so as to avoid all forms of dispute or conflict in performing our obligations under this Agreement.
	1.2 The Parties believe that focusing on the agreed Provider Objectives and Principles reinforce the commitment to avoiding disputes and conflicts arising out of or in connection with this Agreement.
	1.3 The Parties shall promptly notify each other of any dispute or claim or any potential dispute or claim in relation to this Agreement (each a 'Dispute') when it arises.
	1.4 In the first instance the [INSERT 1st TIER BODY] shall seek to resolve any Dispute to the mutual satisfaction of each of the Parties. If the Dispute cannot be resolved by the [INSERT 1st TIER BODY] within 10 Business Days of the Dispute being refe...
	1.5 The [INSERT 2nd TIER BODY] shall deal proactively with any Dispute on a Best for Service basis in accordance with this Agreement so as to seek to reach a unanimous decision. If the [INSERT 2nd TIER BODY] reaches a decision that resolves, or otherw...
	1.6 The Parties agree that the [INSERT 2nd TIER BODY], on a Best for Services basis, may determine whatever action it believes is necessary including the following:
	1.6.1 If the [INSERT 2nd TIER BODY] cannot resolve a Dispute, it may select an independent facilitator to assist with resolving the Dispute; and
	1.6.2 The independent facilitator shall:
	(a) be provided with any information he or she requests about the Dispute;
	(b) assist the [INSERT 2nd TIER BODY] to work towards a consensus decision in respect of the Dispute;
	(c) regulate his or her own procedure and, subject to the terms of this Agreement, the procedure of the [INSERT 2nd TIER BODY] at such discussions;
	(d) determine the number of facilitated discussions, provided that there will be not less than three and not more than six facilitated discussions, which must take place within 20 Operational Days of the independent facilitator being appointed; and
	(e) have its costs and disbursements met by the Providers.

	1.6.3 If the independent facilitator cannot facilitate the resolution of the Dispute, the Dispute must be considered afresh in accordance with this Schedule 4 and only after such further consideration again fails to resolve the Dispute, the  [INSERT 2...
	(a) terminate this Agreement; or
	(b) agree that the Dispute need not be resolved.
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