
 

  20170419 PCCC Agenda 

Northumberland Primary Care Commissioning Committee 
 
This meeting will be held at 1200 on 19 April 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 
 
J Guy 

5 1215 Operational 
 
5.1 Lead Officer Update  
5.2 Finance Update 
5.3 Alnwick contract variation 

 
 
 
 
 

 
 
S Brown 
M Robson 
S Young 

6 1245 Strategic 
 
6.1  Extended Access 
6.2  Practice Medicines Management Scheme  
  

 
 
 
 
 

 
 
S Brown 
S Young 
 

7 1340 Any other business 
 

 J Guy 

8  Date and time of next meeting:  
 
1200 on 21 June 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 
15 February 2017  
 
Members Present: 
 
Janet Guy  Lay Chair, Northumberland CCG  
Karen Bower Lay Governor, Northumberland CCG  
Siobhan Brown   Transformation Director, Northumberland CCG 
Mike Robson    Chief Finance Officer, Northumberland CCG 
Steve Brazier    Lay Governor Northumberland CCG  
 
In attendance: 
 
Stephen Young    Strategic Head of Corporate Affairs 
Scott Dickinson   Northumberland County Council 
Rachael Long   Corporate Affairs Manager 
Diane Gonsalez    Locality Manager 
David Brown     Local Medical Committee 
Tracy Johnstone   NHS England 
 
 
NPCCC/17/01 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/17/02 Agenda item 2 – Apologies for absence 
 
Apologies were received from Jane Lothian and Cynthia Atkin. 
 
NPCCC/17/03 Agenda item 3.1 – Declarations of conflicts of interest  
 
Janet Guy declared that she is a patient at Bondgate Practice, which will be discussed 
under item 7.  The Committee agreed that Janet would not take part in discussion for item 
7, and will hand the Chair to Karen Bower as her deputy. 
 
NPCCC/17/04 Agenda item 3.2 – Quoracy 
 
The meeting was quorate.  
 
NPCCC/17/05 Agenda item 4.1 – Minutes of the previous meeting and matters arising 
 
The minutes were accepted as a true record pending one amendment to reflect that Mike 
Robson had submitted his apologies.  
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Matters Arising 
 
Otterburn Branch Surgery, page 3 – Discussions have taken place with Northumberland 
County Council’s Overview and Scrutiny Committee. 
 
NPCCC/17/04.2 Agenda item 4.2 Action Log  
 
Actions NPCCC/16/122/01, NPCCC/16/123/01, NPCCC/16/127/01 and NPCCC/16/127/02 
were agreed as complete and will be removed from the log. The following actions were 
discussed in further detail:  
 

• NPCC/16/120/01: Mike Robson will meet Stephen Naylor on 24 February to discuss 
the five key principles being written into the primary care estates strategy. 

• NPCCC/16/121/01: Otterburn practice has confirmed that no issues were raised 
regarding prescription delivery during patient engagement.  Stephen Young to email 
the practice asking that the CCG is notified of any issues arising in the future. This 
action will then be removed from the log.  

 
Agenda item 5 Operational  
 
NPCCC/17/06 Agenda item 5.1 Operational Update Report  
 
Stephen Young presented the report and highlighted the following:  
 
Estates and Technology Transformation Fund (ETTF) - Work on the bids continues; the 
CCG has met with Nigel Fenny who manages the process for NHS England.  There has 
been some confusion at practice level about how to complete the forms and funding levels.  
Stephen thanked Diane Gonsalez for the extensive work she has undertaken in this area. 
Practices have been asked to re-submit bids, together with requisite supporting documents 
by March 2017.  The ETTF sub group will then re-consider bids ahead of final submission to 
NHS England. 
 
GP Forward View - Work is progressing on the GP Forward View (GPFV) pan-
Northumberland workforce agency bid.  As ACO development work progresses the CCG is 
currently considering the best organisation to run the programme. 
 
Tracey Johnstone informed the Committee that the next tranche of funding will be available 
imminently and is expected to be £300,000 across the region. The CCG will receive a letter 
advising of the next steps and an early indication of the process.   
 
Siobhan Brown asked what the funding covers.  Tracey Johnstone explained that it covers 
resilience, and is very broad, but details will be included in the packs, along with information 
about funding agreed in previous years, such as additional clinical backfill etc. 
 
Scott Dickinson asked what areas the region covers.  Tracey Johnstone explained that it 
covers the North East and North Cumbria, and that the funding amounts are smaller this 
year as year one was pump primed. 
 
Felton – Diane has been in discussion with the practice and potential contractors.  A 
smaller scale practice is now being considered, which will be more in line with the needs of 
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the population. 
 
Harbottle – The current Service Level Agreement (SLA) with Rothbury Practice to deliver 
services from Harbottle has been extended to 31 March 2017.  Discussions continue 
concerning the provision of a branch surgery.  An initial expression of interest has been 
submitted and current issues concerning the property lease are being worked through. 
Tracey Johnstone said that if the arrangements have not been finalised by 31 March there 
may need to be a discussion about signing the contract subject to lease agreements.   
 
Scott Dickinson noted that he supports the view that there should be a signed contract 
subject to final lease at Harbottle, as a further extension of an already extended temporary 
contract would be an issue, particularly in terms of public confidence. 
 
NPCCC/17/07 Agenda item 5.2 Operational Group  
 
Stephen Young presented the report, which outlined the requirement to set up a Primary 
Care Commissioning Operational Group (PCCOG) and proposed the initial Terms of 
Reference (ToR).   
 
The Primary Care Commissioning Committee (PCCC) is responsible for key primary 
medical care decisions, however a large amount of preparatory work and lower level activity 
is currently undertaken by CCG and NHS England officers out of committee.  The CCG also 
provides regular operational reports to the Local Authority’s (LA) 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 PCCC should now be 
formally supported by an operational group.  One of the key functions of the operational 
group will be to consider current business and agree which items require discussion at 
PCCC. 
 
South Tees CCG Operational Group’s ToR have been adapted for the PCCOG as they are 
recognised by NHS England as best practice. 
 
Scott Dickinson asked whether, as the operational group will be looking at the interests of 
lots of organisations, the LA or Northumbria Health Care Foundation Trust (NHCFT) will be 
participating. He noted that the ToR does not include the ability to invite additional people 
who may need to be included in discussions at an operational level. The Committee agreed 
to include an option for inviting additional officers to the meetings as and when needed and 
discussed the merits of including a LA representative on the PCCOG membership. It was 
agreed that Stephen Young will consider the inclusion of a LA representative at PCCOG 
and if necessary discuss this with Scott Dickinson. 
 
Siobhan Brown asked how the ACO representation will eventually be included in PCCOG.  
Stephen said that the Head of Commissioning for primary care is included in the 
membership to start this process.  
 
Karen Bower queried the responsibility to improve quality in the ToR and asked whether 
this should be the responsibility of the practices.  Tracey Johnstone said that quality of care 
is one of the responsibilities of the CCG. 
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Janet Guy suggested some minor TOR amendments.  
Northumberland Primary Care Commissioning Committee members approved the proposal. 
 
Action NPCCC/17/07/01:  Stephen Young to consider the LA representation at 
PCCOG. 
 
Action NPCC/07/07/02: Stephen Young to make minor textual changes to the ToR as 
discussed.  
 
Agenda item 6 Strategic 
 
NPCC/17/08 Agenda Item 6.1 Primary Care Operational Plan  
 
Siobhan Brown presented the primary care operational plan, which was submitted in draft to 
NHS England in December 2016.  The plan brings together key workstreams from 
Northumberland Primary Care Strategy, the Primary and Acute System (PACS) Vanguard 
and the GPFV.  
 
Karen Bower asked whether the workplan includes a focus on practice managers/business 
managers.  Siobhan Brown said that it does, and also looks at training future leaders. 
 
Tracey Johnstone noted that there is national emphasis on the GPFV and that the funding 
process is complicated.  Two new trainers have been recruited via recurrent and non 
recurrent investment going forward.  There is a small amount of funding locally for NHS 
England to develop a transformation team to identify where applications for funding can be 
made, and to help clarify the arrangements for plans and submissions and ease local 
processes.  NHS England has contacted CCGs about the trainers coming to work in CCG 
offices to support this.  
 
David Brown, on behalf of the Local Medical Committee (LMC), thanked Siobhan for her 
work on the operational plan.  He asked for clarification regarding whether ‘primary care 
providers’ includes GPs.  Siobhan said that it does, and noted that NHCFT and the CCG is 
also trying to engage NHS Property Services in the ACO.  There is an estates plan, and the 
ACO will be looking at reducing the estate, which includes all providers, not just primary 
care. Siobhan also noted that there is awareness that many practices own their own 
properties. 
 
Steve Brazier noted that prescribing has been discussed in several committees, and the 
table in page 18 of the report shows good examples of work being undertaken. 
 
Janet Guy noted that the work required to deliver the plan will be resource intensive and 
was therefore encouraged by the support available from NHS England.  Janet said that 
work will be required to identify the successful elements of the plan and roll these out.   
 
NPCCC/17/09 Agenda Item 6.2 ACO Primary Care Representation  
 
Siobhan Brown outlined 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.  The work has been facilitated by the LMC. 
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Scott Dickinson stated that he has been recently appointed as Chair of the Strategic 
Oversight Board for system transformation so he is conflicted in this discussion.  It was 
agreed that he would not take part in the discussion. 
 
Siobhan explained that there is a great deal of focus nationally on new models of care, 
which the operation plan embodies. Locally there is a changing environment in primary 
care.  Siobhan thanked Jane Lothian who has been pivotal in this work and in helping to 
drive it forward. 
 
The Legal Framework is currently with primary care for comment along with a draft 
governance structure.  The next step is to identify leaders to work across each locality and 
then to identify one clinician and one manager from each locality, to represent primary care 
at the ACO Board.  Work is underway with localities to identify how to facilitate the best 
method of finding system leaders. A panel is being organised for primary care leads to ask 
questions about the ACO after the members meeting on 8 March 2017. 
 
Tracey Johnstone noted that there is a misconception amongst some practices that once 
the ACO is formed, they will not be able to change.  However, there will still be the 
opportunity for practice mergers etc. to go ahead.  
 
Karen Bower asked what the clinical senate element of the draft governance structure was.  
Siobhan explained that it will be a primary care federation board, with clinical and 
management leads from the four localities. It was agreed that this will need to be renamed 
as there is already a Clinical Senate operating in the region. David Brown asked whether 
practices were happy to go forward to the ACO in the four localities. Siobhan explained that 
this is currently in discussion. 
 
Karen asked whether the new system will allow practices the flexibility to choose which 
locality to be aligned to (i.e. in response to potential future boundary changes).  Siobhan 
Brown answered that there would be and Janet Guy suggested that the agreement should 
be checked to make sure it allows for this eventuality. 
 
Committee members considered the draft framework and governance structure and noted 
the further work required to develop the framework ahead of operational delivery. 
 
Action NPCCC/17/09/01: Siobhan Brown to check that the agreement allows for 
future flexibility. 
 
NPCCC/17/10 Agenda Item 6.3 Extended Access  
 
Siobhan Brown outlined the framework for commissioning extended access by general 
practice. 
 
The operational planning and contracting guidance for 2017-2019 provides the planning 
guidance for the 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, the CCG has reviewed the key deliverables against local demands and the 
opinions of the Northumberland population. 
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39 out of 44 practices are signed up to delivering the current direct enhanced service 
extended hours access scheme (with varying days of the week and times of the day).  The 
current contract can be for early mornings as well as evenings.  The new contract is specific 
about evenings and weekends, and also has a population focus not just a practice focus.  It 
is important to keep an eye on duplication e.g. the out of hours services run by NDUC and 
GPs working in urgent care centres.  The utilisation of services is important, and needs to 
be 75% going forward. 
 
Scott Dickinson questioned the funding level of £6 per head of population, as this is double 
what it would normally be.  Tracey Johnstone explained that there are differences in the 
way funding is planned, and noted that eventually everywhere will be up to this level.  She 
added that GPFV funding is subject to 100% compliance.  There is a strong emphasis on 
CCGs making sure they have considered procurement responsibilities.  Some CCGs are 
not using procurement, other areas may be using the APMS contract. 
 
Scott Dickinson asked whether the funding received for 2017/18 was non-recurrent funding 
and what would happen if the £6 per head funding stops.  Tracey Johnstone said that the 
funding is recurrent funding, but that this can be reduced at any time. 
 
Mike Robson asked how, if we go through procurement, we will know what the delivery 
model will look like.  Siobhan Brown said that the CCG needs to consider unpredictable 
needs etc, and discuss hubs and shared IT with Northumbria Healthcare NHS Foundation 
Trust (NHCFT). 
 
David Brown asked whether all practices have to work in a collaborative fashion to receive 
the funding.  Tracey Johnstone said that there are a variety of different methods; NHS 
England has been undertaking population modelling and talking to NHCFT about sharing 
facilities and IT. 
 
Janet Guy highlighted her concern that so many different models in operation could lead to 
variation and uncertainty about which models are directly responsible for any good results 
achieved. Patient perception is also concerning, and there have been examples of 
experience or views that services are not running well.  Siobhan said that it is important to 
consider this as a system, and that patient behaviour demonstrates that even if there is no 
barrier to GP access, A&E attendance is still high. 
 
The Committee agreed to discuss extended access further at its April 2017 meeting and to 
hold further discussion regarding funding via email in the interim if necessary.  
 
The Committee approved the framework and contractual format. 
 
Action NPCCC/17/10/01: Extended access to be discussed at the April 2017 PCCC 
meeting.  
 
NPCC/17/11 Agenda Item 7 Any other business 
 
Bondgate and Infirmary Drive – Proposed Merger 
 
Karen Bower took over the Chair for this item. 
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Stephen Young presented the report, explaining that there has been a headline in the 
Northumberland Gazette regarding the intention of Bondgate and Infirmary Drive practices 
are to merge. Stephen has explained the need for due process to the practices. 
 
The practices have now started the process with NHS England that will lead, if approved by 
this Committee, to a full merger.  The practices are keen to have an administration merger 
as soon as possible. This will not affect patients and is stage one of the process that will 
lead to a full merger.  The potential merger will be discussed at NHS England in early 
March 2017. 
 
Tracey Johnstone noted that the regulations say the practices can merge unless there is a 
reason to stop it and that the merger is a legal process.  The practices will be able to see 
each other’s patients if they have a sub-contracting arrangement in place. 
 
Scott Dickinson welcomed the move, as both practices have been very supportive of local 
initiatives. 
 
Diane Gonsalez said that the merger would also be supported by the technological ETTF 
bid submitted by the practices. 
 
The committee approved the administration merger proposal. 
 
NPCCC/17/12 Agenda item 8 Date and time of next meeting  
 
1200 on 19 April 2017, Committee Room 2, County Hall  



NPCCC/16/120/01 21/12/2016 15/02/2017 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 Complete Estates strategy to be 
revisited

NPCCC/17/07/01 15/02/2017 19/04/2017 Stephen Young to consider the LA representation at 
PCCOG.

Stephen Young Complete

NPCC/07/07/02 15/02/2017 19/04/2017 Stephen Young to make minor textual changes to the ToR 
as discussed. 

Stephen Young Complete

NPCCC/17/09/01 15/02/2017 19/04/2017 Siobhan Brown to check that the agreement allows for 
future flexibility.

Siobhan Brown Complete

NPCCC/17/10/01 15/02/2017 19/04/2017 Extended access to be discussed at the April 2017 PCCC 
meeting. 

Faye Menzies Complete On agenda 

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

DATE: April 2017 Resources and Performance Committee

Description and Comments Owner Status CommentNumber Date 
Identified

Target 
Completion 

Date



Northumberland Primary Care 
Commissioning Committee 
19 April 2017 
Agenda Item:  5.1 
Operational Update  
Sponsor: Transformation Director  
 

1 
20170419 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 Primary 
Care Applications Working Party (PCAWP). 
 
Operational Update 
 
Primary Care Streaming in Urgent Care Centres  
 
As part of the wider transformation of urgent and emergency care services, one of 
the priorities set out in the “Urgent and Emergency Care: 10 Point Plan” (February 
2017) is making primary care streaming mandatory throughout the system. It is 
therefore expected that all systems will now need to ensure they have a robust 
primary care streaming service in place, following the best practice principles, 
examples, and minimum standards by September 2017. The new service must 
deliver: 
 

Financial savings Quality 
improvements 

Patient flow Meeting key targets 

Services provided in 
more cost effective 
settings appropriate to 
acuity; Reduced A&E 
attendances 

Shorter patient journey; 
increased rates of 
correct triage 

Ability to stream 
patients to services 
appropriate to acuity, 
including ambulatory 
care; reduced pressure 
on emergency pathway 

Improved quality and 
speed of clinical decision 
making easing pressure 
elsewhere in the system 

 
Following the budget statement that announced £100m for primary care streaming 
for UCC that are not co-located, there has been an application process to apply for 
capital funding, with successful funding bids announced the week commencing 1 
May 2017. Northumbria Healthcare NHS Foundation Trust has applied for capital 
funding of £2.8M to establish the space for the collocated primary care streaming 
service in NSECH. 
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With regard to the primary care streaming model of care, Northumberland CCG and 
North Tyneside CCG will have a pivotal role in the development and commissioning 
of the model required to deliver the outcomes outlined above. Work is currently 
underway to design the model of care that will best deliver the outcomes outlined 
above. 
 
Bondgate and Infirmary Drive proposed merger 
 
The CCG’s Strategic Head of Corporate Affairs briefed the PCAWP on the practices’ 
behalf on 30 March 2017.  The staged approach to this merger application will be 
discussed later in the agenda but the PCAWP resolved to fully support the 
proposals. 
 
Primary Care Federation 
 
Following the vote in November 2017 on the preferred Northumberland Federation 
Agreement, the agreement, a governance structure and Neighbourhood Clinical 
Lead job description were drafted.  In April 2017 Localities discussed the final draft 
agreement and the process for appointing the new Neighbourhood Clinical 
Leads.  All individuals interested in the role have been asked to submit an 
application form by 26 April for review by a panel before the end of the month.  Short 
lists of eligible candidates will then be shared with each Locality to vote for their 
representative.  Neighbourhood Clinical Leads will be appointed in May and will then 
work to transition existing Locality forums into the ACO and establish the new ways 
of working for primary care as a partner in developing integrated pathway design and 
provider development in Northumberland. 
   
 
 



Northumberland Primary Care 
Commissioning Committee 
19 April 2017 
Agenda Item: 5.3 
Infirmary Drive Medical Group and The Bondgate Practice 
Sponsor: NHS England  
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20170419 UC Agenda Item 5.3 
 

Members of the Northumberland Primary Care Commissioning Committee are 
asked to: 
 
1. Consider the proposed interim flexible patient access arrangement for 

Infirmary Drive Medical Group and The Bondgate Practice. 
2. Approve a contract variation to allow patients to be seen at both practices 
 
Purpose 
 
This report outlines a request from Infirmary Drive Medical Group and The Bondgate 
Practice in Alnwick to work flexibly through a contract variation that allows patients 
from each practice to be seen at both practice premises.   
 
Background 
 
When considering a merger, NHS England Policy Book for Primary Care Services, 
considers the application against the following options: 

 
• Informal merger – such as sharing staff which requires no change to the 

contracts and is therefore a private arrangement between the practices. 
• Administrative merger – each contractor becoming a party to the other 

contractor's contract (through variations of the contracting parties). 
• Formal Merger – terminating one of the existing contracts, continuing the 

other contract but varying it to include the other contractor as a party to the 
contract. 

 
The application for an administrative merger between Infirmary Drive Medical Group 
and The Bondgate Practice was considered and approved by the committee in 
February 2017; the contract was subsequently varied to include partners from both 
practices from 1 March 2017.  However, an administrative merger only varies the 
partners and not the premises.  Therefore, while staff may work across both 
practices, patients can only be seen in the premises listed in the individual practice 
contract.   

 
Both practices have completed a comprehensive period of engagement with patients 
and stakeholders regarding a full merger and have recently submitted a full business 
case for consideration.  The application will be presented to the committee in June 
2017.   
 
In the interim the practices have requested flexibility to vary the contract to allow 
patients to be seen at either practice in the interim. This is allowable under current 
contract variation guidance but has not previously been standard practice.  NHS 
England is however currently developing the process to formalise this procedure and 
publicise it to practices; given the CCG’s primary care strategy it fully supports the 
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additional flexibility afforded by this course of action. 
 
If the committee approve the application the contract variation will be put in place 
until 30 June 2017.  In extremis, if the PCCC do not approve the full merger 
application the practices will revert to their existing contract.  
 
Recommendation 
 
The Committee is asked to consider the proposed flexible arrangement for Infirmary 
Drive Medical Group and The Bondgate Practice, to see patients from either site until 
30 June 2017 while the full merger administrative process is completed. 
 
 
 
Appendix 1: Application to add additional premises as part of the administrative 
merger 



 
 

 

 
Application to Add Additional Premises As Part of Administrative 

Merger; 
Infirmary Drive Medical Group and The Bondgate Practice 

 
1. Introduction  
 
1.1 The purpose of this report is to provide information to NHS Northumberland 

Clinical Commissioning Group (CCG) Primary Care Commissioning 
Committee to consider the request from two practices in Northumberland to 
work flexibly through a variation to the contract to allow patients to be seen at 
both practice premises, whilst they progress an application to fully merge the 
two practices.   

 
2. Background  
 
2.1  When considering a merger, NHS England Policy Book for Primary Care 

Services, considers three options, this includes; 
 

• Informal merger – such as sharing staff which requires no change to the 
contracts and is therefore a private arrangement between the practices; 
or 

• Administrative merger – each contractor becoming a party to the other 
contractor's contract (through variations of the contracting parties); or 

• Formal Merger – terminating one of the existing contracts, continuing 
the other contract but varying it to include the other contractor as a 
party to the contract 

 
2.2  Infirmary Drive Medical Group and The Bondgate Practice have already 

requested and completed an administrative merger, through varying the 
contract to include the partners from both practices with effect from 01 March 
2017.  However, with an administrative merger this only varies the partners 
and not the premises.  Therefore, whilst the staff may work across both 
practices, patients can only be seen in the premises listed in the contract.   
 

2.3 Both practices have completed engagement with patients and stakeholders’ 
regarding a full merger, and the application is due to be presented at the 
Northumberland Primary Care Committee at the end of June.  The practices 
have therefore requested flexibility to vary the contract to allow patients to be 
seen at either practice until the outcome of the full merger is known.   

 
 
3. Issue to Consider 
 
The issues to consider for this application include: 
  
3.1   Practice Profile  



 
 

 
3.1.1 Infirmary Drive Medical Group holds a GMS Contract to deliver Primary Care 

Services to 9660 patients.  There are currently 8 partners on the contract, 
including 4 partners from The Bondgate Practice. 
 

3.1.2 The Bondgate Practice holds a GMS Contract to deliver Primary Care 
Services to 8757 patients.  There are currently 8 partners on the contract, 
including 4 partners from Infirmary Drive Medical Group. 

 
3.1.3 Both practices are located in Alnwick and are situated within the grounds of 

Alnwick Infirmary, no more than 100m apart. 
 
3.1.4 The practices have seen four GP retirements; two salaried GPs resigned and 

long term GP absence, which has resulted in increased pressure for both 
practices.  The remaining partners across both practices feel that the short 
term flexibility of seeing patients from either practice would greatly benefit the 
practice whilst in the long term the merger would provide more stability for 
GP’s and promote skill mix to ensure GP career longevity. 

 
3.2   Contractual and Regulatory Implications 
3.2.1 Partnership Change 

Infirmary Drive Medical Group and The Bondgate Practice have already 
completed an administrative merger and a contract variation has been issued 
to vary the partners on to each contract. 
 

3.2.2 Premises 
Practices can only deliver services from those premises listed in the contract, 
additional practices may be added if commissioners agree to vary the 
contract.  This can be for an agreed time limited period which will allow both 
practices the flexibility to see patients from either practice until a decision has 
been confirmed. 
 

3.2.3  CQC 
If the application to vary the contract to include the additional premises is 
agreed, the practice will need to contact the CQC to amend their registration 
accordingly, including any change in premises and partners to the contract. 
 

3.3   Finance 
3.3.1 Practice Funding 

There would be no change to the Global Sum received by both practices as 
the contracts will remain separate during the administrative merger. 
 

3.4   Premises 
3.4.1 Cost Directions/Premises Reimbursement 

Both practices are reimbursed rent and rates in line with the premises cost 
directions, in adding a second premise, the practices will not receive a second 
reimbursement for space already used to deliver Primary Care Services.   
 



 
 

 
Both premises are owned by the practices and have also confirmed that there 
is enough capacity in both premises and are not requesting any additional 
space, therefore there is no risk of increased rent reimbursement.   
 

3.5   Insurance, Indemnity and Public Liability 
If approved, both practices will need to consider any amendments required to 
insurance, indemnity and Public Liability when varying the contract to include 
additional premises and seeing patients from the each other’s contract. 

 
3.6   Engagement 
3.6.1 Communication 

The practices have already commenced engagement with patients and 
stakeholders regarding the proposed merger, which the practices have 
indicated that they have received positive feedback to date.  If approved, it is 
recommended that the practices communicate the additional access to 
services from different premises via the practice website and posters in the 
waiting area.  
 

3.6.2 Patient Impact 
In adding second premises to the contract, this provides greater flexibility to 
the practices on delivery of services and offers the patient greater choice in 
where they are able to access services.  Patients will still be able to access a 
full range of services from both sites.  As the premises are less than 100m 
apart, there is little perceived impact for patients. 
 

3.7   IT Clinical Systems 
As both contracts will remain until a full merger has been approved, the 
practices will be unable to merge clinical systems and will therefore be 
required to continue to operate two separate clinical systems.  The practices 
can however share access to the clinical system if a data sharing agreement 
is in place and patients consent to access their records. 

 
3.8   Development of Future Process 

In discussions with practices regarding mergers, there has been a request for 
greater flexibility in allowing practices who are considering a merger the 
option to vary both contracts to include the premises of both practices for a 
time limited period, therefore allowing patients to be seen at either practice 
site, whilst they proceed to a full merger.  NHS England are therefore 
developing a process which will consider applications from practices to 
operate flexibly across different sites whilst operating as part of an 
administrative merger and progressing towards a full merger. 
 
 

4. Options Appraisal  

 
4.1 Option 1: Approve the request to vary the contract to include the 

additional premises 
 



 
 

 
This will: 

• Support the practices and provide greater flexibility in seeing patients 
across both sites whilst they await the decision regarding the 
application to fully merge at the end of June; 

• There will be no impact on patients as the premises are located less 
than 100m apart; 

• Provide patients with greater choice and access to both practices; 
• There are no cost implications in varying the contract. 

 
The risks include: 

• Some patients may not wish to attend the other practice site, both 
practices should therefore ensure patient choice remains regarding 
access to services. 

 
4.2 Option 2: Reject the request to vary the contract to include the 

additional premises 
 

This will: 
• Patients will see no change to services 

 
The risks include: 

• Does not support the practices whilst they progress the option to merge 
and become more sustainable.  

 
5.        Recommendation  
 
5.1 NHS Northumberland CCG Primary Care Commissioning Group is asked to 

consider the content of the report in regards to the flexible arrangement for 
Infirmary Drive Medical Group and The Bondgate Practice, to see patients 
from either site whilst working towards a full merger. 

 
5.2 The principles of flexible working across two practices whilst working towards 

a full merger have been discussed and agreed at NHS England Primary Care 
Operational Group.  A process is being produced and will be discussed further 
with the CCG once developed. 

 
 



Primary Care Commissioning Committee  
19 April 2017  
Agenda Item: 6.1 
Extended Access in Primary Care 
Sponsor: Transformation Director 
 

 
1 

 

20170419 UC Agenda Item 6.2 

 Members of the Primary Care Commissioning Committee are asked to:  
 
1. Consider the progress in the development of extended hours across the 

four localities 
2. Approve the payment of the ‘seed funding’ to primary care who meet the 

agreed planning requirements  
 
Purpose 

This report outlines progress to date on the development of service delivery models 
for extended access across Northumberland.  

Background 

There is variation across Northumberland with regards to how and when patients can 
access extended general practice and the uptake of the current direct enhanced 
service for extended hours.  The aim in 2017/18 will be to build on existing provision, 
reduce variation and enhance and extend access for all. 
 
The 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.  All 
practices have focussed on developing their access models internally which has 
resulted in significantly more of the population being helped in primary care.  
 
This entire programme of work has informed the requirements needed to address 
workforce and capacity issues in primary care, of which the extended access focus 
in 2017/18 is will be one element, through collaborative primary care provision at a 
cluster level.  
 
National context 

The extended access guidance is a new focus set out within the operational planning 
and contracting guidance for 2017-2019 and primary care are forming clusters in 
order to meet this new requirement.  This guidance 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.   

This change in working is currently within the planning stages and is set to be fully 
delivered in September 2017 across the whole of Northumberland. 

Summary of delivery options 

Practices will cluster (for example three or four practices together) to provide 
extended access to primary care which will cover populations of around 40,000 
people.  Some provision may be at a sub-cluster level to accommodate especially 
rural geographies.   
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This cluster-level working will enable primary care to deliver integrated care across 
providers, removing duplication and increasing efficiency whilst focussing on the 
needs of patients.  Future plans for 24/7 primary care will be informed by the 
outcomes of the extended hours delivery in clusters, as they begin to highlight 
service change/developments, remove duplication support integration and meet local 
demand.   
 
The national requirements: 
 

• A minimum of 45 mins per 1,000 population 
• An additional 1.5 hours per day 
• Some provision on Saturday and Sundays  

 
Local translation: 
 

• Consider 8am – 8pm access and how hubs can enhance primary care 
delivery 

• Weekend provision based on local demand and accessibility 
• 60:40 access to prescriber / long term condition management within the hub 

o Prescriber 60% skill mix will include GPs plus, Advanced Nurse 
Practitioners and prescribing pharmacist, for example 

o 40% nursing, HCA and support staff 
• Routine and same day urgent appointments 
• Initial contact / telephone assessment 
• 75% utilisation 
• Clusters of practices providing for circ. 40,000 patients 
• Flexible coverage across the cluster geography to maximise patient 

accessibility 
 
Establishment of clusters and hub delivery – April 2017 
 
North Northumberland 
 
Working towards delivery two hubs to cover total patient numbers registered with the 
practices across North Northumberland 
Berwick area   Population: 25,034  Seed Funding: £59,798 
Alnwick area  Population: 39,865  Seed Funding: £37,551 
 
Early plans for the locality are developing to ensure input either through pooled 
payments or on a practice resource allocation basis.    
 
Alnwick area has a single clinical system and telephony in place for delivery. 
 
Seed funding: 
Seed funding has been requested to support project management and operational 
planning to delivery extended access across the South of the Locality.   
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Some additional investment into telephony to operationalise merged systems is 
required.  Communication and engagement with patients and stakeholders is 
another focus for seed funding. 
 
Berwick area are still to determine the detail and requirements for seed funding but 
are in early agreement as to the population coverage and working cross practice 
provision. 
 
Blyth Valley 
 
Developing models of delivery across two hubs which will cover total practice 
populations, which will incorporate Ponteland Medical Group. 
 
Blyth area       population: 29,890 
       Seed Funding: £58,413 
 
Cramlington, Seaton Valley and Ponteland population: 42,518 
       Seed Funding: £50,599 
 
 
The practices in each of the two areas have a clear direction of travel to deliver the 
cluster based services and have submitted plans for seed funding. 
 
Seed funding: 
Blyth application for seed funding has highlighted the spend will focus on backfill for 
management lead, project management, IT, Training and Communication / 
Engagement. 

Cramlington hub application for seed funding includes - Project Management (Over 
CCG support available), Telephony (upgrade to a capable system), I.T infrastructure, 
Governance support, Back-fill for meetings(monthly over 7 months March – Sept), 
management time pre April, training requirements - staff etc. and patient 
engagement. 

West Northumberland 
 
Hadrian Primary Care Alliance has co-ordinated the proposal to deliver hubs across 
the West of Northumberland.  There is opportunity to work across into Gateshead for 
part of the population in the East Tynedale area.  Given the rurality in the Locality 
several sites for delivery are being considered and further detail is required.  This 
detail will then inform the detail required for seed funding. 
 
Population for West Northumberland and potential cluster delivery: 69,709 

Potential seed funding for this locality is £104,563. 

 

Central Locality 

Central locality is planning to deliver the extended access service to patients as a 
single locality from multiple sites.  The practices are still considering their options 
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and practices have highlighted operational issues in delivery of core services for 
which the CCG are supporting and connecting with resilience plans.  An option for 
the locality is to sub contract with another primary care provider but further work is 
required.  
 
There is a commitment to deliver the service and the CCG are supporting the locality 
to plan the solution most appropriate for practices across Central Locality. 
 
Population: 61,164 
Seed funding: £91,746 
 
Valens Medical Group 
 
Three practices within the Valens Medical Group have proposed delivery across their 
total population which spans Central and Blyth Valley Localities.  Detailed plans are 
being worked up as to how they can ensure access for all patients however, the 
plans are not significantly different to those in geographic localities so the CCG are 
working to support delivery plans. 
 
Population: 48,423 
Seed Funding: £72,635 
 
An application for seed funding has been submitted which proposes to cover IT 
project management and merger projects, information governance and protocol 
sharing across practices to delivery extended access at scale, Telephony project 
management and contract negotiation, premises cost benefit analysis for future 
planning and expansion of joint service delivery.  Additional spend from seed funding 
will also cover training for frontline staff and establishing the wider workforce into the 
out of hours period for example, community nursing and mental health teams. 
 
Challenges 
 
Each cluster is facing the operational challenges with delivery services at scale and 
the relationships associated with multiple practice provision.  However, the aim to 
establish core delivery of services at scale is at the forefront of minds and plans are 
progressing with input and support from the CCG.  
  
As a CCG the challenges with regards to ensuring reduction in the duplication of 
provision and aligning all of the requirements associated with delivering extended 
access with a full programme of work for the GPFV.  Aligning these is pivotal is the 
success and future sustainability of primary care.  
 
Evaluation 
 
This new way of working is building on the access models which were formed by 
each practice following the analysis of the capacity and demand work untaken as 
part of the vanguard.   The new cluster working will be evaluated to ensure it: 
 

• Is value for money  
• Captures how much it is utilised 
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• 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 

 

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 system supported by the ACO model of working.   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 

 
This change in working has been able to develop due the vanguard programme of 
work where practices were able to fully understand the capacity of their practices 
focus on solutions to access and now share their resources across their chosen 
clusters.    
  
Conclusion 
 
Whilst it appears progress is slow in operational delivery of the hubs for extended 
access there has been a lot gained from the ground work to improve access to 
primary care and planning for the delivery of the GPFV as a whole.  Early release of 
seed funding for those areas that have identified their focus will facilitate progress 
and the CCG will continue to support operational planning and delivery. 
 
Recommendation  
 
The ‘seed funding’ of £485K (£1.50 per head of registered population) has been 
allocated for practices to develop their extended access models and PCCC are 
asked to agree the release of the funding to practices and localities subject to 
meeting satisfactory planning requirements.  The clusters currently identified as 
meeting the planning requirements currently are: 
 
Blyth Cluster 
Cramlington Cluster 
Valens Medical Group    
 
 
 
 
 
 



Page 6 of 7 
20170419 UC Agenda Item 6.2 
 

 
 
 
 
Meeting title PCCC Date April 2017 
Report title  Agenda item Extended Access 
Report author Siobhan Brown/ Pamela Leveny 
Sponsor Siobhan Brown 
Private agenda    
 
Public agenda 
 

 

NHS classification Official-Sensitive: Commercial      Official-Sensitive: 
Personal 
 

Purpose (tick one only) 
 

Information 
only 

Development/ 
Discussion 

Decision/ 
Action 

Which of the CCG’s Corporate 
objectives does this report link 
to? 

Assure delivery of safety, quality and performance 
 
Create joined up pathways across organisations to 
deliver seamless care 
 
Deliver clinically led health services that are focused 
on the patient and based on evidence 

FRP/QIPP Supports the prescribing financial recovery plan. 
Northumberland CCG/external 
meetings this paper has been 
discussed at: 

JLEB 
Locality Meetings 
 

Identified Risks   
Resource implications £480,000 & £1.9M funded by NHS England 
Include details of any 
consultation/engagement with 
regard to the content of the 
report 

Engagement at the Locality Meetings and with individual 
practices and localities 

Equality impact assessment 
completed 

N/A   

Quality impact assessment 
completed 

N/A 

Privacy impact assessment 
completed 
 
 

N/A 

Research N/A 
Legal implications  N/A   
Impact on carers N/A 
Sustainability implications N/A 
Checklist sign off Sponsor __Siobhan Brown 

 
 

  X 

X 

X 

 
X 

  

 

 

X 

 

 

 



Page 7 of 7 
20170419 UC Agenda Item 6.2 
 

Corporate Affairs Manager  
 

____________________________ 
 



Primary Care Commissioning Committee  
19 April 2017  
Agenda Item: 6.2 
Practice Medicines Management 
Sponsor: Strategic Head of Corporate Affairs 
 

 
1 

 

20170419 UC Agenda Item 6.2 

 Members of the Primary Care Commissioning Committee are asked to:  
 
1. Consider Practice Medicines Management service performance since 

2014/15. 
2. Approve the 2017/18 service including the revised payment criteria. 
 
Purpose 

This report evaluates the Practice Medicines Management (PMM) service and seeks 
Primary Care Commissioning Committee (PCCC) approval to continue the service in 
2017/18.  

Background 

The PMM service has been operating in Northumberland for 11 years and has 
supported delivery of consistently low primary care prescribing spend and cost 
growth compared to peers (Appendix 1).  The service utilises a work plan to monitor 
and measure prescribing outcomes relating to cost and quality.   

In 2014/15, the service was changed to ensure practices received an equitable share 
of funding based upon their practice population and to allow for performance 
management of the service.  The changes to the service included payment of 60% 
for engagement with the service, 20% to deliver cost initiatives and 20% to deliver 
quality initiatives. 

Evaluation Summary 

The Medicines Optimisation Group (MOG) has evaluated the service and the 
outcome summary is detailed below.  This evaluation included review of the 
engagement initiatives, cost saving initiatives, quality initiatives, strengths and 
challenges. 

Engagement 

The current PMM service has a 60% practice payment for engagement initiatives.  
The engagement initiatives have supported delivery of the 2016/17 Financial 
Recovery Plan (FRP) schemes including: 
 

• Activating OptimiseRX in each GP practices.  This give best practice 
prescribing formulary messages at the point of care.  The full year saving from 
this is over £600,000. 

• Mitigating costs pressures from the use of Pregabalin by switching to cheaper 
branded generics for non-neuropathic pain. The full year saving from this is 
over £250,000. 

• Reducing the number of gluten free items prescribed to patients.  The full year 
saving from this is over £80,000.  

• Practices following recommendations to stop prescribing over the counter 
products for acute self-limiting conditions.  The latest published data indicates 
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an analgesia (including paracetamol available OTC) spend reduction of £156 
000 comparing April to December 2016 to the same period in 2015. 

 
Cost saving initiatives 

The PMM service has a 20% practice payment for cost saving initiatives.  The 
2016/17 cost saving initiative has saved £420,680 to June 2016 against a baseline to 
save £496,867 for the full year. This performance rewarded practices with the 
following financial incentives: 
 

• 28 practices received full payment. 
• 12 practices lost 10% of the payment. 
• 4 practices lost 20% of the payment. 

 
Quality initiatives 
 
The PMM service has a 20% practice payment for quality initiatives.  The 2016/17 
quality initiative performance will be available in April 2017.  The 2015/16 quality 
initiatives supported a number of programmes including indicators to reduce total 
antibiotic use which is in line with the national direction, audit of anti-dementia drugs 
to support NICE compliance and reducing laxative prescribing.  The resultant 
performance rewarded practices with the following financial incentives:  
 

• 32 practices received full payment. 
• 9 practices lost 10% of the payment.  
• 3 practices lost 20% of the payment. 

 
Strengths of the service: 
 

• Supports communication mechanism between NHS Northumberland Clinical 
Commissioning Group (CCG), practices and the Area Prescribing Committee. 

• Supports improvements in prescribing quality. 
• Allows immediate action to be taken to implement prescribing changes when 

required. 
• Engenders low prescribing cost growth and spend compared to peers. 
• Allows prescribing education to be delivered through PMM lead meetings. 
• Allows supportive peer environment to share best practice at PMM 

administrator meetings. 
 

Challenges of the service 
 

• Further cost saving initiatives have become increasingly challenging to both 
identify and deliver. 

• Ensuring the service continues to deliver value for money for the CCG. 
• The measurement of initiatives can be administratively intensive. 
• Financial levers have not been fully effective in ensuring initiatives are 

prioritised in all practices.  
• Some PMM leads and administrators are more engaged than others. 
• Some practices require more support than others in providing the service. 
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Actions 
 
The following table summarises the actions developed by the MOG evaluation of the 
service. 
 
Issue Actions Lead Deadline 

Date 
Ensure PMM service 
continues to deliver 
value for money for the 
CCG  

Increase the practice payment 
performance element of the PMM 
service from 40% to 50% with the 
remaining 50% for engagement.  A 
workplan comprising of 25% cost 
and 25% quality initiatives will be 
used to manage the performance 
element.  Practice payments will be 
reduced if practices fail to deliver on 
initiatives identified in the workplan.  
This will increase value for money 
for the CCG while retaining 
engagement of practices with CCG 
QIPP agenda.  

MOG Apr 2017 

PMM initiatives are 
administratively 
intensive to measure 

Develop assessment model which 
relies on self-declaration instead of 
data analysis with random audit to 
ensure practice delivery of 
initiatives. 

MOG Apr 2017 

Ensure lead and 
administrators feel 
engaged and supported 
to deliver the service 

Lead and administrator meetings to 
be structured regularly throughout 
the year with content developed 
following suggestions from leads 
and administrators 

MOG Apr 2017 

  
Cost of the Service 
 
The total value of the PMM service is £707,074 for the full year.  Each practice 
receives a set payment of £788 to ensure clinical attendance at PMM leads 
meetings.  Each provider also receives £2,000 irrespective of practice list size to 
undertake fixed cost tasks.  The remainder of funding is based upon a share of 
practice weight prescribing spend which takes account of age and sex, which is 
called ASTRO-PU. 
 
Proposed Changes to 2017/18 scheme 
 
It is proposed that practice’s cost and quality initiatives are more closely managed.  
Currently, 40% of financial payment relates to the performance areas.  A move to 
relate 50% of payment to performance and 50% to engagement would ensure the 
service increases value for money while continuing to ensure practices are funded to 
engage with the CCG’s QIPP.  The 50% payment for performance would be split on 
achievement of a workplan comprising of 25% for cost initiatives and 25% for quality 
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initiatives.  The progress on the workplan is monitored through the Medicines 
Optimisation Group and practice payments will be reduced on failure to deliver 
workplan cost and quality initiatives.   

Conclusion 
 
The PMM service is the main mechanism which the CCG has to ensure GP 
practices manage the primary care prescribing budget with an annual budget of 
£54million. The service ensures the CCG has cost effective, high quality prescribing, 
while allowing timely action to be taken on CCG QIPP items. 
    
Recommendation 
 
The MOG recommends that PCCC approve continuation of the PMM service in 
2017/18 and the revised scheme percentage payments subject to consideration of 
the evidence to support the commissioning of the service in Appendix 2.   
 
Appendix 1: Prescribing spend and cost growth comparisons. 

Appendix 2: PMM Specification Evidence 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Page 5 of 8 
20170419 UC Agenda Item 6.2 
 

Appendix 1 – Prescribing spend and cost growth comparisons 

The graphs below demonstrate that Northumberland CCG continues to have a lower 
prescribing ASTRO PU spend than peers within the region as well as comparatively 
similar CCGs in England.  Northumberland CCG prescribing cost growth has been 
lower than England and the North East region average over the period. 
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Migration Panel Process 

 
1. If the stage 1 assessment confirms that the service needs to continue, evidence will be 

submitted must be to Panel for consideration as described in the phase 2 template on 
page 3 onwards. (All documentation must be provided to panel members at least one 
week in advance and be in a suitable format for lay member understanding). 

2. If the ‘Business Case’ is approved, the Panel will authorise and sign off commissioning 
recommendation and consider the procurement options available and take advice from 
NECS as to the most appropriate contracting method.  

3. Recommendation would then be made to the CCG Board that the service should be 
commissioned though an identified procurement route.  
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4. The Audit Committee will scrutinise the process to assure itself  that due process has 
been followed including relevant declarations of interest.  

 
3 PANEL  
 
The panel will meet quarterly, if needed, and will consider the evidence submitted for each 
service.   
 
The lead clinician and manager for each service line will present their evidence to the 
panel and the panel will ask questions of those individuals where further clarity is needed.  
The panel will then consider the most appropriate contracting route for the service line and 
sign off that recommendation for the CCG board.  
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APPENDIX 1: Service description template

Phase 1 – Review Template 

 

 

 

LES Descriptor Extended Primary Care Service for Practice Medicines 
Management 

Number of Practices 
Participating 

All 43 Practices in Northumberland 

Tariff Prescribing lead meeting attendance: £788 per practice 

Each provider also receives £2,000 irrespective of practice list 
size to undertake fixed cost tasks.  The remainder of funding is 
based upon a share of practice weight prescribing spend which 
takes account of age and sex, which is called ASTRO-PU. 

Total Cost by locality Blyth = £171 175.71 
Central = £185 563.14 
North = £158 003.54 
West=£192 331.60 
Total= £707 074.00 

 

Cost of comparative 
provision in secondary care 

N/A 

Service outcomes 

 

 

 

The Practice Medicines Manager scheme outcomes are to: 

• Ensure quality prescribing 
• Ensure safe prescribing 
• Reduce waste 
• Improve cost effectiveness 

Risk of not continuing LES 
using an alternative 
mechanism 

If the scheme is not continued this could jeopardise 
Northumberland’s continued high quality cost effective 
prescribing.  Northumberland has the lowest ASTRO PU 
prescribing spend in the region and cost growth in 2016/17 is 
forecast to be -1.5%. 

 

 

 

Recommendation 
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APPENDIX 2: Evidence submission  
Business Case Template Title: Practice Medicines Management 

service 
Panel 
Approved 

Please provide a summary of: 

1. The current service delivery process (activity/cost/location) 
2. The current providers 
3. Inequity of access to service provision (gaps/geographical issues) 

1) This service delivers an action plan developed by Northumberland CCG which 
includes a number of key prescribing objectives around quality, safety, waste reduction 
and cost effectiveness.  Each practice identifies a PMM administrator to progress the 
delivery of a workplan.  The administrator attends a number of educational events 
through the year hosted by North East Commissioning Support (NECS) to allow 
initiatives within the workplan to be explained and to ensure they are progressed.  An 
important part of the role is to develop close working relationships with community 
pharmacies.  To support the PMM administrator, each practice must identify a service 
lead.  This lead provides mentoring and regular support to the PMM administrator, 
ensuring they are able to take forwards the action plan.  The lead chairs regular 
meetings in the practice about medicines management to disseminate information and 
ensure there is a unified approach to medicines management within each practice.  
The lead is responsible for any quality or budget management issues to do with 
prescribing within the practice.  To support the lead role, regular educational sessions 
are held by Northumberland CCG and regular communication by email. 

2) The current providers of the PMM scheme are all 43 practices within 
Northumberland. 

3) There are no inequities of access to service provision as all practices within 
Northumberland are signed up to the scheme. 
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Evidence 

1. How does the proposal deliver good 
or improved outcomes and value for 
money – what are the estimated 
costs and the estimated benefits?  

The scheme ensures the Northumberland 
CCG continues to deliver quality, safe, 
effective prescribing for the patients of 
Northumberland. 

The scheme has enabled Northumberland 
CCG to deliver consistently low cost growth 
in comparison to neighbouring CCG’s 
through the 11 years the scheme has been 
running.  Without the scheme, the CCG 
risks increasing prescribing costs which 
could result in the CCG failing to deliver 
their financial recovery plan.   

 

2. How does it reflect the CCG’s 
proposed commissioning priorities?  
 

The workplan developed as part of the 
scheme takes into account any prescribing 
initiatives identified through 
Northumberland’s clinical domain areas. 

 

3. Are there any safeguarding issues?  
If yes, how will these be mitigated? 
 

The service for vulnerable patients who are 
on controlled drugs is commissioned and 
delivered via another service.  Checks have 
been built into the system to mitigate any 
risks identified as all PMM administrators 
are trained and have support from the 
practice lead. 

 

4. What are the proposals for 
monitoring the quality of the service?  
 

The quality of the service is monitored by 
the CCG Medicines Optimisation group via 
the EPAC prescribing data and 
engagement in workplan education 
sessions.  The scheme workplan consists 
of measurable indicators which are 
monitored by the Medicines Optimisation 
team.  The directors within each of the 4 
localities are informed of performance on a 
quarterly basis and outlying or under 
performing practices are visited by the 
Medicines Optimisation team and the 
Locality Director. 

 

5. What systems will there be to 
monitor and publish data on referral 
patterns? 
  

Patterns are monitored via EPAC 
prescribing data on a monthly basis.  This is 
shared with practices on a regular basis.  
Outlying practices are identified and visited 
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as required. 

6. How does the proposal support the 
priorities in the relevant joint health 
and wellbeing strategy (or 
strategies)?  
 

The service supports cost effective, high 
quality prescribing for patients.  This service 
supports the priorities of the health and 
wellbeing strategy. 

 

7. How have you involved the Health 
and Wellbeing Board?  

The Health and well Being Board have no 
role in signing off new service 
specifications.  The Board will be advised of 
new services to be commissioned from 
primary care in Northumberland for 
information purposes.  HWBB have no role in 
signing off specifications. 

 

8. Has the proposal been discussed 
with the Local Medical Committee? 
Please provide details. 

The service detail has been regularly 
shared with the LMC 

 

9. Please declare all conflicts and 
potential conflicts of interests  
 

The GP practices who provide the service 
are also the commissioners. 

 

10. What steps have been taken to 
demonstrate that there are no other 
Providers that could deliver this 
service?  

The workplan requires access to patient 
level data and permission to make the 
required prescribing changes.  A robust 
data sharing agreement would need to be 
in place to allow an external provider to do 
this however some GP practices may not 
wish to grant this access. 

The delivery of the workplan requires a 
close working relationship with each GP 
practice and local knowledge of the data 
collection systems which are often unique 
to each practice.  The workplan requires 
changes to clinical practice which are often 
at the point of prescribing. 

The service requires a close Relationship 
between patient and GP to allow delivery of 
prescribing changes. 

An external provider would not have 
sufficient local knowledge to deliver this 
patient centred model. 

The rural nature of practices within 
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Northumberland limits the ability for an 
external provider to provide delivery against 
a workplan  

11. Does the service require list-based 
primary medical care?   If so is it 
appropriate to proceed with a single 
tender action where the contract is 
awarded to a single Provider or a 
limited group of Providers without 
competition. If this is the case what 
is the rationale? 

Yes, the majority of actions on the action 
plan require access to patient medication 
records in the practice as this is a patient 
centric model of delivery.  The service 
requires the relationship of primary care 
and the local integrated services for 
continuity of care 

 

12. In what way does the proposed 
service go above and beyond what 
GP practices should be expected to 
provide under the GP contract? 

The specification recognises that the 
service will provide a level of care and 
information requirements which exceed that 
which are currently commissioned through 
existing contracts.  For example, the 
contract does not ask for GPs to: 

• Make cost saving switches 

• Liaise with community pharmacy 

 

13. What range of potential Providers 
have been involved in designing the 
proposed service? 

Northumberland GP Practices, NECS, 
Northumbria Healthcare FT, Newcastle 
Hospitals FT, Northumberland, Tyne and 
Wear FT 

 

14. Should the service be open to Any 
Qualified Provider (AQP) and enable 
patients to choose from these 
Providers? 

The service would not be suitable for this.  

15. If AQP is not suitable and there is 
more than one potential Provider 
should there be a competitive tender 
process?  

N/A  

16. What steps have been taken to 
demonstrate that there are no other 
Providers that could deliver this 
service? 

The CCG has worked with the NECS 
Medicines Optimisation and member 
practices, no other suitable method has 
been found which could deliver the same 
outcomes while ensuring value for money 
and addressing the issues for rurality and 
the relationships required in a patient 
record centred model. 
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