
 

 

 
  

 
 

Meeting of the Primary Care Joint Committee  
 

to be held on Tuesday 24 January 2017, 4.30 pm – 6 pm 
in the Lamesley Room, Gateshead Civic Centre, NE8 1HH 

 
 

Agenda 
 

  Papers Presenter 

1. Welcome and Apologies for Absence - Chair 

2. Confirmation of Quoracy  (50% + Lay Member) - Chair 

3. Declarations of Interest - Chair 

4. Minutes of the Previous Meetings held on 29 November 2016 
and 13 December 2016 Enc Chair 

5. Action Log Enc Chair 

6. Proposed Training Programme for Primary Care 
Commissioning Committee Members Enc KMcH 

7. General Practice Assurance Framework (training) Enc and 
Presentation 

Neil 
Macknight 

8. Update on Draft Terms of Reference for Primary Care 
Commissioning Committee Verbal Pauline 

Fox 

9. Co-Commissioning Briefing Note Enc KMcH 

10. 
Branch closures: 
(i) Lobley Hill Clinic (Bensham Family Practice) 
(ii) Bede Centre (St Albans Medical Group) 

Verbal NHSE 

11. Commissioner Guidelines for Responding to Requests from 
Practices to Temporarily Suspend Patient Registration Enc NHSE 

12. Any Other Business - All 

 
 

Date and time of next meeting: 
Tuesday 28 February 2017, Riverside House 
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D  R  A  F  T 
 

Minutes of a meeting of the Primary Care Joint Committee  
 held on Tuesday 13 December 2016 at the CCG, Riverside House 

 
Present: 

Ms Mandy Taylor CCG Lay Member (Chair) MT 
Mr Paul Gertig CCG Lay Member PG 
Ms Tracy Johnstone NHS England TJ 
 
In attendance: 

  

Mr Douglas Ball Healthwatch Gateshead DB 
Mr John Costello Gateshead Health and Wellbeing Board JC 
   
Ms Katharine McHugh CCG Primary Care Portfolio Manager KMc 
Ms Jane Mulholland CCG Director of Operations and Delivery JM 
  
Minutes: 

  

Ms Sue Tulloch PA Support ST 
 

12/16 01 Welcome and Apologies for Absence 
 
 Mandy Taylor chaired the meeting in the absence of Jeff Hurst. Apologies for 

absence were received from Mr Jeff Hurst (CCG Lay Member), Ms Christine 
Keen (NHSE), Dr Neil Morris (CCG Medical Director), Prof Eugene Milne 
(Newcastle Wellbeing for Life Board) and Ms Steph Edusei (Healthwatch 
Newcastle). 

  
12/16 02 Confirmation of Quoracy 

 
The Committee was confirmed as quorate. 
 

12/16 03 Declarations of Interest 
 

There were no declarations of interest relating to items on the agenda. 
 

12/16 04 Minutes of the Previous Meeting held on 29 November 2016 
 

The minutes of the previous meeting will be presented at the January 2017 
meeting of the Committee.   
 

12/16 05 Draft General Practice Forward View Plan 
 

Katharine McHugh presented the draft General Practice Forward View 
(GPFV) Plan to the Committee for information. The CCG is required to 
submit a GPFV Plan as part of the Operational Planning and Contracting 
Guidelines and it links to the Sustainability and Transformation (STP) Plan 
and the CCG General Practice Strategy. 
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The GPFV is set out in five chapters along with a quarterly implementation 
tracker bringing together the various workstreams. 

• Investment 
• Care Redesign 
• Workforce 
• Workload 
• Infrastructure 

 
The plan will be presented to the GP Development Forum on 14 December, 
the Executive Committee for approval on 20 December and submitted to 
NHSE on 23 December. 
 
The Committee discussed workforce issues and challenges faced by 
practices in particular relating to recruiting and retaining GPs. The CCG is 
developing workforce solutions to fit the developing out-of-hospital model. A 
Workforce Steering Group, led by Jackie Cairns, is planning the roll out of 
GPFV workforce initiatives working closely with the federations and key 
stakeholders. 
 
It was agreed that once the workforce information has been brought 
together, the Committee would welcome a summary and update. 
 

Action: An update on the workforce initiatives 
to be brought to a future Committee meeting 

 
The Committee also discussed quality improvement. It was confirmed that 
complaints and incidents are reported to the Primary Care Quality Group 
which reports to the Quality Safety and Risk Committee providing assurance 
to the Governing Body and the Primary Care Joint Committee. 
 
Paul Gertig gave an example of long term conditions regarding people taking 
more power and the need to learn from good information sources for 
patients. It was noted that this is picked up by the Primary Care Quality 
Group and the Quality Safety and Risk Committee provide assurance. 
 
The Committee received the Draft General Practice Forward View Plan prior 
to approval being sought at the Executive Committee on 20 December 2016. 
 

12/16 06 Any Other Business 
 
  There was no further business. 
 
 

Next meeting: Tuesday 24 January 2017 
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D  R  A  F  T 
 

Minutes of a meeting of the Primary Care Joint Committee  
 held on Tuesday 29 November 2016 in the Armstrong Stephenson 

Room, Newcastle Civic Centre 
 

Present: 
Mr Jeff Hurst CCG Lay Member (Chairman) JH 
Ms Mandy Taylor CCG Lay Member MT 
Mr Paul Gertig CCG Lay Member PG 
Dr Neil Morris CCG Medical Director NM 
Ms Tracy Johnstone NHS England TJ 
 
In attendance: 

  

Mr Douglas Ball Healthwatch Gateshead DB 
Mr John Costello Gateshead Health and Wellbeing Board JC 
Ms Pauline Fox CCG Head of Corporate Affairs PF 
Ms Katharine McHugh CCG Primary Care Portfolio Manager KMc 
Prof Eugene Milne Newcastle Wellbeing for Life Board EM 
Ms Steph Edusei Healthwatch Newcastle SE 
  
Minutes: 

  

Ms Sue Tulloch PA Support ST 
 

11/16 01 Welcome and Apologies for Absence 
 
 The Chairman welcomed everyone to the meeting. Apologies for absence 

were received from Christine Keen (NHSE) and Jane Mulholland (NGCCG). 
  

11/16 02 Confirmation of Quoracy 
 

The Committee was confirmed as quorate. 
 

11/16 03 Declarations of Interest 
 

Neil Morris declared his work for Gateshead Community Based Care as a 
GP Deputy in the out-of-hours service. There were no other declarations of 
interest relating to items on the agenda. 

 
11/16 04 Minutes of the Previous Meeting held on 18 October 2016 

 
The minutes of the previous meeting were agreed as an accurate record.   
 

11/16 05 Action Log 
 

• 07/16 07 – Integrated Long Term Conditions Management in Primary 
Care. Ongoing (May 2017) 
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• 07/16 08 – Vulnerable Syrian Families. Contact has not been made 
between Bev Lockett and Mandy Taylor but work in the community is 
proceeding. Complete 

 
 The action log was accepted. 

 
11/16 06 Application for Delegated Commissioning 
 

Katharine McHugh presented the paper, for information, informing the 
Committee that the Governing Body had approved the CCG application to 
NHS England for delegated commissioning. Applications are to be submitted 
to NHS England by 5 December 2016. 
 
The application process and checklist, including the financial template, was 
attached along with delegated commissioning objectives and benefits. 
 
The paper was presented for information having been approved by the 
Governing Body on 29 November 2016 following recommendation from the 
Executive Committee on 15 November 2016. 
 
Eugene Milne queried the status of the document and whether consultation 
would follow submission. It was confirmed there would be no further 
consultation on the move to delegated commissioning. There had been wide 
engagement with practices, health and wellbeing boards, Healthwatch and 
LMCs prior to the submission and this was the process for passing 
responsibility from NHS England to the CCG. Future discussions would be 
about how it will function. 
 
The Committee received the paper for information. 
 

11/16 07 Primary Care Commissioning Committee – Draft Terms of Reference 
 
With the application for fully delegated commissioning, a Primary Care 
Commissioning Committee, with appropriate terms of reference, will be 
required from April 2017. Pauline Fox presented the draft terms of reference 
for the new committee which had been received by the Governing Body 
earlier in the day. 
 
The membership of the new committee was discussed. The terms of 
reference had been prepared using the model terms of reference that are 
provided by NHS England but there was local discretion regarding 
membership. 
 
Lay members take on the role of chair and vice-chair with executive 
directors, including the Medical Director, as members. GPs are required to 
be members to ensure sufficient clinical input but should not be in the 
majority. A non-voting GP Clinical Director had been included in the 
membership. There was concern that the Medical Director (also a GP) would 
be a voting member. The Medical Director would need to declare any conflict 
of interest withdrawing from discussions as required and a review would be 
undertaken in 6 months to look at any such occurrences. 
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It was noted that it is also the policy to consider any possible conflicts of 
interest within the family of committee members. 
 
The terms of reference invite Healthwatch, Local Authority and Local Medical 
Committee representatives as non-voting members to the public meetings of 
the new committee. Currently they attend the private meetings of the Primary 
Care Joint Committee. Concern was expressed by representatives that they 
would not be party to private discussions in future. Pauline Fox confirmed 
that they would ensure that the majority of business would be brought to the 
public meetings and it would only be highly sensitive matters discussed at 
the private meetings. 
 
Pauline Fox agreed to consider the points raised by the committee regarding 
membership, attendance at private meetings, conflict of interest and the 
voting/non-voting split and keep under review as part of the development 
programme. It was agreed that following this, the terms of reference should 
be brought back to the committee with any update / amendments. 

Action: Committee to re-consider the 
draft terms of reference 

 
11/16 08 Role of Committee Members – Future Training 
 

With the move to greater responsibility for primary care commissioning, 
consideration needs to be given to training and development needs for 
committee members and opportunities to learn from other CCGs. 
 
Early areas for consideration are sessions on contracting, finance and 
estates and the roles and responsibilities of the committee. 
 
With time pressures in mind and in order to reduce the impact on busy 
diaries, it was considered that training sessions held within scheduled 
committee meetings would be the best option. 
 

11/16 09 Basket of Care Project Group – Terms of Reference 
 

 Following an annual review, the terms of reference of the Basket of Care 
Project Group had been amended. Katharine McHugh presented the revised 
terms of reference for approval by the Committee. 

 
 The project group had been established in December 2015 to: 

• ensure equitable provision across Newcastle and Gateshead 
• remunerate practices for identified work coming from secondary care 
• invest PMS monies into primary care from April 2016 

 
Recommendations regarding commissioning decisions from the Project 
Group will be made to the Executive Committee. Any schemes for primary 
care will be approved by the Primary Care Joint Committee. 
 
The Committee approved the revised Basket of Care Project Group terms of 
reference. 
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11/16 10 Falcon Road Medical Centre / Thornfield Medical Group – merger 

update 
 
 Tracy Johnstone confirmed that the merger of Falcon Road Medical Centre 

and Thornfield Medical Group had gone ahead and a plan was in place to 
manage the process. 

 
 Steph Edusei commented that Healthwatch had received a number of 

enquiries from members of the public who were not able to understand the 
letter sent to them regarding the merger. This was noted for future 
communications with the public to ensure the wording is appropriate.   

 
11/16 11 NHS Property Services – Service Charges / Market Rents 
 
 Tracy Johnstone presented the paper outlining the changes to the NHS 

Property Services (NHSPS) charging processes. 
 

With effect from April 2015, NHSPS have amended their policies in respect 
of Service Charges and Facilities Management charges and moved to a full 
cost recovery basis. Where practices have seen an increase this is likely to 
be as a result of historical subsidies and practices have been advised to 
contact NHSE to discuss any concerns. 

 
Also with effect from April 2016, NHSPS have moved to charging rent on a 
Market Rent basis. Although this is not a risk to general practices as they are 
reimbursed for these charges it is a risk to NHS England as the reimbursing 
body. 
 
Over the coming months the effects of these changes on practices will 
become more apparent. The committee noted the potential effect on new- 
builds and future decision-making for the committee. It was suggested that s 
further understanding of this area could form part of the training programme 
for members. 
 

11/16 12 Dinnington Practice – Void Cost Implications 
 
 Dinnington village is within the geographical boundary of Newcastle City 

Council but GP primary care provision is provided by two branch surgeries – 
one a member practice of Northumberland CCG and the other of North 
Tyneside CCG. The North Tyneside practice (Woodlands Park Health 
Centre) is proposing to close its branch in Dinnington. The Northumberland 
practice (Ponteland Medical Group) intends to continue to provide for 
patients in Dinnington. 

 
 It was confirmed that Newcastle Gateshead CCG would not be liable for any 

void costs as these would sit with North Tyneside CCG. 
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11/16 13 Any Other Business 
 
  There was no further business. 
 
 

Next meeting: Tuesday 13 December 2016 



  
 
 

Agenda item 5 
 

Primary Care Joint Committee – January 2017 
 

Action Log 
 

Meeting 
date   

Minute 
reference 

Action Lead 
 

Due Status 

13/12/16 12/16 05 Draft General Practice Forward View Plan 
Update/summary for the Committee members 
on workforce initiatives 
 

NM Feb 
2017 Ongoing 

29/11/16 11/16 07 Primary Care Commissioning Committee – 
Draft Terms of Reference 
Update on the terms of reference to be 
reported to the Committee In January 2017 
 

Pauline 
Fox 

Feb 
2017 Ongoing 

19/07/16 07/16 07 Integrated Long Term Conditions 
Management in Primary care 

i. establish measures of success 
ii. JM to speak to Sam Hood re JH joining 

approval sub-group 
iii. Bring back to May 2017 meeting to review 

performance 
 

 
 

JH/JM/NM 
 

JM 
 

ST 

 
 
 
 
 

May 
2017 

 
 
 
 
 

Ongoing 
 

19/07/16 07/16 08 Vulnerable Syrian Families 
Bev Lockett to contact Mandy Taylor regarding 
community projects. 
• KMcH to prompt Bev to contact Mandy 
 

 
 
 

KMcH 

 
 

Nov 
2017 

 
Complete 

 
 
 
 
 



 
 

Agenda item 6 
 

Proposed Training Programme for 
 Primary Care Commissioning Committee Members 

  
Introduction  
 
Committee members have identified training and development needs to prepare for 
the move to greater responsibility for primary care commissioning. It was previously 
agreed that this would be addressed in a way which would have minimal impact on 
time pressures and member commitments. As a result the schedule below is 
proposed with most items being limited to an agenda item slot.  
 
Suggested training 
 

Subject Who When 

Quality assurance framework and process – agenda item Neil 
MacKnight January 

Roles and responsibilities of the PCCC – agenda item 
 Pauline Fox February 

Commissioning and contracting – 2hr training session 
 PCCC contract April 

Finance including estates implications, handover and 
legacy issues – agenda item 
 

NHSE June 

Auditors insights on decision making and experiences 
elsewhere – agenda item 
 

Mazars August 

Estates; works planned and wider context – agenda item 
 

Andrew Gate 
 October 

Attend neighbouring CCG PCCC – see below Member Jan - 
March 

 
 
Sunderland CCG Primary Care Commissioning Committee 
• Tuesday 31 January 2017, tbc, Bede Tower, Burdon Road, Sunderland, SR2 7EA 
• Tuesday 28 March 2017, tbc, Bede Tower, Burdon Road, Sunderland, SR2 7EA 
 
 
North Durham CCG Primary Care Commissioning Committee 
• Wednesday 21 December 2016, 12.30-2.30 pm, Groundworks 
• Wednesday 25 January 2017, 1.00-2.30 pm, Groundworks 
• Wednesday 22 March 2017, 1.00-2.30 pm Durham Indoor Bowling Club 

 
 



 

 
Cover Sheet 

Meeting Title Primary Care Joint Committee 

Date 24 January 2017 

Agenda Item 7 
 

Report Title CCG General Practice Assurance Framework 
 

Synopsis This paper outlines a proposed CCG framework for level 3 
commissioning, for assuring quality and performance of primary care 
medical services. 

 

Implications and 
Risks 

Under level 3 commissioning arrangements, the CCG must adopt a 
robust assurance framework to ensure that primary care services are 
safe and are of high quality. 

Risk of a conflict of interest for CCG members in performance 
management of, and contracting with, primary care services providers. 

 

Recommendation  
 

Report history This paper will be presented to, and consulted on by,  the following 
groups/ committees:  

• Quality Safety and Risk Committee (development  will be owned 
by this committee) 

• Primary Care Quality Group 
• Delivery Team 
• Delivery Group 
• Local Medical Committees 
• Primary Care Group 
• Primary Care Commissioning Committee 

 

Lead Director & 
Report Author 

Director:  Neil Morris 
Title : Medical Director  

Author: Neil Macknight 
Title:  Head of Quality  

 

Classification  Official 
 

Purpose (click one 
box only) Decision ☐ Information ☒ 



 
  
Benefits to patients & 
the public 

Adoption of the framework will assure the quality of primary care 
medical services commissioned by the CCG 

Links to Strategic 
objectives  

The report links to all Strategic objectives 

Identified risks & risk 
management  actions 

Absence of an assurance framework will mean that the quality of 
primary care services cannot be assured. 

Resource 
implications 

 

Legal implications & 
equality and diversity 
assessment  

Under level 3 commissioning, the CCG is statutorily required to 
assure the quality and performance of primary care medical services.   

Sustainability 
implications 

 

NHS Constitution Principle 3: The NHS aspires to the highest standards of excellence 
and professionalism 
Principle 6: The NHS is committed to providing best value for 
taxpayers’ money and the most effective, fair and sustainable use of 
finite resources. 
Principle 7: The NHS is accountable to the public, communities and 
patients that it serves 

  
Next steps  

 
Appendices  
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Newcastle Gateshead CCG: General Practice Assurance 
Framework  
 
 
Purpose 
 
This paper outlines the process for monitoring the performance of practices by the 
CCG, via the General Practice Assurance Framework, with the CCG’s 
progression to Level 3 Commissioning.  
Measuring and improving quality in primary care will be a central duty of the CCG 
and is reflected in Our Mission, which is to build a better health service for our 
population by ensuring services are safe, accessible and of the highest quality. 
 
 
Introduction 
 
Under current commissioning arrangements, NHS England is responsible for the 
performance management of GP practices in Newcastle Gateshead through the 
existing Primary Medical Care Quality Assurance Framework. Whilst Practices as 
providers are accountable for the quality of services and are required to have their 
own quality monitoring processes in place, NHS England and CCGs as 
commissioners have a shared responsibility for quality assurance. With progression 
to level 3 commissioning however, this statutory responsibility will be delegated to 
the CCG.    
 
The three domains of quality: patient safety, clinical effectiveness and patient 
experience will be monitored through routine internal contractual processes and 
clinical governance structures in parallel with external sources such as CQC, peer 
reviews and national surveys. This paper describes our proposed approach to 
monitoring and assuring quality in all Primary Care commissioned medical services. 
 
 
Background 
 
A single definition of quality for the NHS was first set out in High Quality Care for All 
in 2008, following the NHS Next Stage Review led by Lord Darzi, and has since 
been embraced by staff throughout the NHS and by successive governments. This 
definition sets out the three dimensions to quality that must be present to provide a 
high quality service. 
 

1. Clinical effectiveness - quality care is delivered according to the best evidence 
available that demonstrates the most clinically effective options available that 
are likely to improve a patient’s health outcomes.  
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2. Safety – quality care is delivered in a way that reduces the risk of any 
avoidable harm and risks to a patient’s safety.  

3. Patient experience – quality care provides the patient (and their carers) with a 
positive experience of receiving and recovering from the care provided, 
including being treated according to what the patient (or their representatives) 
wants or needs, and with compassion, dignity and respect.  

 
Since its inception, the CCG’s Delivery Team has had a role in supporting and 
improving quality within member practices and has built excellent working 
relationships with each practice. NHS England has been responsible for monitoring 
and managing the performance of practices through a number of data sources. 
These include: 
 

• GP Level Indicators (GPHLI)  
• GP Outcome Standards (GPOS)  
• Care Quality Commission (CQC)- inspection outcomes  
• Patient Experience- including Friends and Family Test (FFT) results, Patient 

Satisfaction Surveys and complaints data.  
• Patient Safety – including Serious Incident (SI) data.  
• Quality and Outcomes Framework (QOF) 

 
These data form NHS England’s Primary Care Medical Assurance Framework. They 
are considered in the round before any communication by NHS England with 
practices to address performance concerns.  The full documentation and guidance 
relating to the Primary Care Medical Assurance Framework is found in the 
embedded document in Appendix 4. The CCG will utilise this existing framework as 
the basis for assuring quality of primary care under Level 3 co-commissioning 
arrangements.  
 
 
CCG Governance Structure 
 
The groups charged with responsibility for governance arrangements for Primary 
Care Quality and Performance are as follows:   
 
1. Primary Care Quality Group 
The Primary Care Quality Group (PCQG) of the CCG will be responsible for the 
surveillance and assurance of quality and performance of all practices. Where issues 
relating to the performance or quality of care are identified, the Group will be 
responsible for escalation through the CCG’s primary care governance structure for 
resolution and for assurance purposes. The full governance structure and reporting/ 
assurance pathways for the group are set out in Appendix 1. 
 
The group will use recommendations from the Local Assurance meeting, in 
combination with soft intelligence and other information sharing in order to identify 
potential or actual risks to quality or performance. These will be used to agree a 
response and to ensure that concerns about quality and risks are escalated 
appropriately to the Primary Care Group and Primary Care Commissioning 
Committees. 
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2. Primary Care Group 
The Primary Care Group is responsible for actioning issues escalated by the Primary 
Care Quality Group. The Primary Care Group makes operational decisions and 
where formal action is required would make a recommendation to the PCCC. 
 
3. Primary Care Commissioning Committee 
The PCCC will consider and approve recommendations from the PCG. 
 
The overall structure and assurance pathways are shown in full in Appendix 1. 
 
 
Surveillance and Escalation Process 
 
The following outlines the process utilised by the Primary Care Quality Group, under 
Level 3 Commissioning arrangements and a flowchart is shown in Appendix 3. It is 
based upon the current NHS England Primary Care Medical Assurance process 
which is given in Appendix 4:  
  
Routine Quality Surveillance  
 
Routine Monitoring in Stage 1 of the Assurance process includes the following:  

• Routine Quality Metric Monitoring using the Primary Care Dashboard (GP 
Web Tool, CQC, Patient Experience, CCG Indicators and Safety Indicators)  

• Other Patient Safety Indicators including: monitoring of Health Care 
Associated Infections (HCAI), safeguarding vulnerable children and adults, 
reporting of patient safety incidents, workforce numbers, skills and training, 
uptake of vaccinations and Immunisations  

• Other Patient Experience Indicators including: the complaints managed by 
NHSE and Healthwatch feedback  

• Scheduled practice visits. Practice visits are intended to be an informal way 
for practices to have an open discussion about areas of their practice. This is 
intended to be a supportive process and part of the on-going dialogue with 
practices and the CCG.  

• Data held by the CCG or NECS on RAIDR 
 
Potential concerns / risks identified through the regular reviews will be assessed for 
importance and urgency to inform the short and medium term response. It is 
important to note that an outlying score does not necessarily mean there is a 
concern but it does indicate that performance in the area identified needs further 
examination. The Primary Care Quality Group will use the General Practice 
Assurance Dashboard, relevant intelligence and recommendations from the Local 
Assurance Meeting to identify those practices that require intervention (i.e. a letter or 
visit) or escalation to the Primary Care Commissioning Committee. 
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Stage 1 Local Assurance Meeting  
 
The Stage 1 Local Assurance Meeting will consist of the following colleagues: 
 

• CCG Head of Quality 
• Medical Director 
• NECS Clinical Quality Manager 
• NECS BI Analyst 
• CCG Portfolio Manager – Primary Care Delivery 

 
The purpose of the meeting is to assess the information gathered in order to identify 
those practices that may require further scrutiny and referral into the CCG’s Primary 
Care Quality Group (PCQG). The flowchart for stage 1 of the process is given in 
Appendix 2. 
 
The information gathered at Stage 1 will then be sent, with recommendations, for 
discussion by the PCQG.  
 
Stage 2: Primary Care Quality Group  
 
The Stage 2 Primary Care Quality Group (PCQG) will be the forum where the CCG 
formally discusses the information and recommendations that have been sent 
through from Stage 1 of the process and where the next steps regarding individual 
practices will be agreed (i.e. letter or assurance visit). The meeting will be held in 
accordance with the individual Terms of Reference for the group.  
 
Practice Intervention  
Should the Stage 2 CCG Local Quality Group determine that intervention is required, 
this will take one of two courses:  

1. Letter to the practice from the CCG;  
a. The letter will request further information from the practice to provide 

assurance that there are no contractual or quality concerns.  
b. Once received the CCG would review the information from the practice to 

determine if further information or an assurance visit is required. If the 
information provides sufficient assurance, there will be no further action for 
the practice.  

 
2. An assurance visit to the practice.  

a. This would involve the CCG attending the practice to discuss concerns. If 
deemed appropriate the practice will be requested to develop a Quality 
Improvement Plan (QIP). The QIP will be assessed by the Quality Group 
to determine if it is appropriate.  

b. The practice would be re-visited by the CCG approximately six months 
after the initial visit (or sooner if deemed appropriate). If the QIP has been 
fully implemented there will be no further action. If the QIP has not been 
implemented by the time of the revisit the practice would be progressed to 
Stage 3  
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A decision regarding the practice will be made by the PCQG and fed back to the 
Primary Care Group (PCG) for review and to NHS England Quality and Contracting 
Team  
 
Stage 3 – Formal contract management  
 
Stage 3 is whereby NHSE and the CCG consider formal contract sanctions (breach 
notice or financial penalty) against a practice for non-compliance with the QIP. The 
CCG will need to refer the matter into NHS England for formal contract management 
procedures to be undertaken; these will be initiated in-line with NHS England policy.  
 
Dispute  
 
A practice may challenge the process at any stage. To do so they must formally write 
to NHS England outlining their reasons for the challenge and providing any 
supporting evidence. NHS England will invoke NHS England ‘Managing Disputes for 
Primary Medical Services’ Policy accordingly which in the first instance would be for 
the practice and NHS England to try local resolution. If in the event local resolution 
fails, the dispute becomes a formal process via NHS Litigation Authority.  
 
 
Roles & Responsibilities 
 
The roles and responsibilities for individuals and groups in the General Practice 
Assurance Framework are shown in the RACI (Responsible, Accountable, 
Consulted, Informed) matrix in Table 1 below: 
 
Table 1: RACI Matrix 
 Responsible Accountable Consulted Informed 

Stage 1 Local 
Assurance 
Meeting 

• NECS BI 
• Head of Quality 

(CCG) 
• Medical Director 
• NECS Clinical 

Quality Manager 
• Primary Care 

Portfolio Manager 
(Delivery) 

• Head of 
Quality 
(CCG) 

• Delivery 
Team,  

• NECS Clinical 
Quality Team 

• Meds 
Optimisation 
Team 

 

Produce 
recommendation 
report to PCQG 

• NECS Clinical 
Quality Team 

• Head of 
Quality 
(CCG) 

  

Agree actions • Primary Care 
Quality Group 

• Medical 
Director • Delivery Team 

• Primary 
Care 
Quality 
Group 

• QSR 
Committee 

Produce practice 
letters 

• NECS Clinical 
Quality Team 

• NECS 
Clinical 
Quality 
Manager 

  

Sign-off of 
practice letters • Medical Director • Medical 

Director   
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Practice Visits 

• Medical Director 
• Head of Quality 

(CCG) 
• Delivery Team 

• Head of 
Quality 
(CCG) 

  

Assessment of 
practice action 
plans 

• NECS BI 
• Head of Quality 

(CCG) 
• Medical Director 
• NECS Clinical 

Quality Manager 
• Primary Care 

Portfolio Manager 
(Delivery) 

• Head of 
Quality 
(CCG) 

  

Sign – off of 
practice action 
plans 

• Primary Care 
Quality Group 

• Medical 
Director  

• QSR 
Committee 

• Primary 
Care Group 

• Delivery 
Team 

Escalation to PCG 
and NHSE 

• Primary Care 
Quality Group 

• Medical 
Director  

• Individual 
GP practice 

• Delivery 
Team 

• Joint 
Delivery 
Group 

• QSR 
Committee 

Admin function  • NECS Clinical 
Quality Team 

• NECS 
Clinical 
Quality 
Manager 

  

Minutes / Action 
Log 

• NECS Clinical 
Quality Team 

• Medical 
Director  • QSR 

Committee 

 
 
General Practice Assurance Dashboard 
 
The Primary Care Quality Group will develop and use a General Practice Assurance 
Dashboard as a primary information source by the Local Assurance Group and 
PCQG in order to inform decisions and recommendations on primary care quality 
and performance matters. 
 
The General Practice Assurance Dashboard will utilise data supplied by NHS 
England and from local CCG data sources. This will enable comparison of those 
data that NHS England currently use to assure quality and performance, with current 
(and often more timely) CCG data. The dashboard will be used by the Primary Care 
Quality Group to identify and evaluate performance and quality across all practices. 
It will also be used by the primary care delivery team to inform discussions during 
individual practice visits. 
 
The indicators identified in NHS England’s Primary Care Medical Assurance 
Framework will be RAG rated for each practice in the CCG.  
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The methodology used in the Dashboard to rate the practices is based upon that 
used by NHS England and is as follows:  

• GP Web Tool GPOS- practices will be risk stratified based on the number of 
adverse outlying indicators. Practices classed as an outlier: 6 level 2 triggers 
or more turn Red, Any Level 2 and/or 6 or more Level 1 triggers turn RED No 
level 2 triggers and less than 6 level 1 triggers turn Green.  

• GP Web Tool HLIs- practices will be risk stratified based on the number of 
adverse outlying indicators. Practices classed as an outlier: 6 outliers or more 
turn Red.  

• CQC- practices will be risk stratified based on their latest CQC inspection 
outcome. Practices classed as Inadequate or requiring improvement turn Red. 
Those identified as Good or Outstanding turn Green. 

• Friends and Family Test (FFT) -  Practices identified as not submitting Friends 
and Family returns will be rated as Red. 

• Complaint information – Where NHS England has received a complaint 
relating to a practice, the indicator will turn Red.  

• Patient Access – Where a practice is identified as having one or more outliers 
in the access questions to the annual GP Survey, the indicator turns Red. 
Where there are no outliers, the indicator is Green. 

• QOF – Where a practice is identified as an outlier in one or more QOF 
indicators, the indicator will turn Red. Where no outliers are identified, the 
indicator will turn green 

• eDeclaration – Where a practice has answered no to any question in the 
annual eDeclaration, the indicator will turn Red.  Where all responses are yes, 
the indicator will turn Green 

• Screening -  Where a practice is identified as an outlier in Cervical Screening 
(i.e. less than 70%), the indicator will turn Red. Where a practice scores 70% 
or more, the indicator will turn Green. 

• Contract Breaches - Where a contract breach has occurred in the last 12 
months, the indicator will turn Red. Where no contract breaches are identified, 
the indicator will turn Green 

• Patient Safety- Serious incident and non-serious incident information will be 
recorded on the dashboard. Where at least 1 incident has occurred in the last 
12 months, the indicator will turn Red.  

 
For CCG assurance purposes, each of the indicators should be considered to carry 
an applied weighting, or importance, of between 1 (low importance) to 4 (high 
importance). The indicators used and the weightings ascribed to each are shown in 
Table 2 below:  
 
Table 2: Indicator Weighting 

Indicator Name Weighting 
applied 
(CCG) 

 

General Practice Outcome Standard 
(Approaching Review or Review Identified) 4 

 

General Practice Higher Level Indicator 
(6 or more outliers) 4 

 



 
 

8 
 

CQC Inspection report - listed as "inadequate" or 
"requiring improvement" 4 

 

Friends and Family Test - No Return 1  
Accountable GP - Patients aged 75 or over not 
allocated or informed of named accountable GP 2 

 

eDeclaration nor made 2  
Breach in contract  4  
Access for patients - Below national average 3  
QOF Outlier (Exception Reporting) 2  

Complaints  2  

Serious Incident (At least 1 incident reported) 2  
Non-serious incident (At least 1 incident reported) 2  
Cervical Screening  less than 70% 2  

 
The above weightings are applied to assign a composite score for each practice, 
which is categorised into an overall RED, AMBER and GREEN risk rating. 
 
Bands for composite risk ratings are as follows: 
 
Green:  0 – 9 
Amber:  10 – 13 
Red:  14 or greater 
  
Practices rated overall as RED are identified for consideration for intervention by the 
CCG to address performance or quality issues identified in the NHSE data. AMBER 
rated practices warrant enhanced monitoring by the CCG quality team, whilst 
GREEN rated practices are considered to be functioning within normal limits. 
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Appendix 1: Organisation structure and 
escalation/ assurance pathways 
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Appendix 2: Stage1 Local Assurance Meeting 
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Appendix 3: Action and Escalation Process 
  

PCQG considers 
response from practice 

and determines 
practice should be be 

visited 

Actions detailed on QIP 
implemented – no further action 

Information and recommendation referred into Primary Care Quality 
Group (PCQG) for determination of next steps (letter or assurance 

visit) 

Actions detailed on QIP not 
implemented – CCG issues 

letter to practice confirming 
progression to Stage 3 

PCQG considers 
response from practice 

and determines no 
further action necessary 

– practice informed  

Practice receives letter with deadline 
for actions to be implemented  

Actions implemented by 
deadline – no further 

action  

Actions not 
implemented by 

deadline – refer to 
Primary Care 

Operational Group and 
CCG for contract 

sanction (i.e. breach 
notice) 

Letter only –CCG issues letter to practice CCG undertakes assurance visit to practice  

QIP not required  QIP required  

Revisit in 6 months to 
determine if QIP has 
been implemented   

No further action 

NHSE Medical 
Assurance 
Oversight 
Group will 
oversee the 
whole process 
and advise 
any actions 
necessary to 
ensure the 
process is 
implemented 
in accordance 
with the 
policy 

   Stage 2 

   Stage 3 
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 Appendix 4: NHS England Primary Medical Care Assurance Framework 
 

Assurance process 
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Benefits to patients & 
the public 

Level 3 will allow the CCG increased flexibility to plan and resource 
general practice  

Links to Strategic 
objectives  

All 

Identified risks & risk 
management  actions 

The outcome of the application is still awaited as is the delegated 
authority. Discussions have commenced regarding draft delegations 
and the resource implications.   

Resource 
implications 

Resourcing implications of the delegated authority of the CCG are yet 
to be identified. Funding any overspend to the primary care budget is 
also a risk which will need to be managed.  

Legal implications & 
equality and diversity 
assessment  

None   

Sustainability 
implications 

None for this paper 

NHS Constitution Principles: 
1 The NHS provides a comprehensive service available to all; 
3 The NHS aspires to the highest standards of excellence and 
professionalism; 
6 The NHS is committed to providing best value for taxpayers’ money 
and the most effective, fair and sustainable use of finite resources 

  
Next steps Once the delegations have been received resource implications will 

be assessed. 

Appendices Appendix 1. Co-commissioning Briefing Note 

 



 
 

Co-commissioning Briefing Note 
 
 

1. Aim 

The aim of this paper is to provide a briefing on the move to level 3 delegated 
commissioning.  

2. Member engagement 
 

The Committee will recall that member practices have been engaged fully in discussions 
regarding the proposed move to level 3, as follows; 

• Facilitators and clinical leads discussed any concerns/issues the practice may 
have had at Practice Engagement Programme visits 

• 2 practice briefings, including a Q&A, were sent out in the practice bulletin  
• The potential move to level 3 was also been discussed at all 3 TITOs and all GP 

Fora  
• Discussions took place at all practice manager meetings and with the LMCs. 
• A briefing paper was sent out on 3rd September along with the voting papers, prior 

to the annual members’ meeting 
• A final opportunity to address member questions took place at the annual 

members’ meeting on 13th September 
 
3. Key Stakeholder Engagement 
 
The CCG consulted key stakeholders in the process as follows; 

• A briefing paper was provided to Healthwatch Newcastle for consideration 
• The CCG attended Newcastle Wellbeing for Life Board on 7th July  
• The CCG attended Gateshead Health and Wellbeing Board on 15th July   
• The CCG attended Healthwatch Gateshead Board 25th July   

 
All of the above support the move to level 3, emphasising the need for appropriate 
resourcing and effective governance. 
 
4. CCG process for decision making 
 
Member practices were invited to vote for their preferred option for assuming 
commissioning responsibility for primary care.  The vote was on the basis of a one 
practice, one vote system. The voting papers, practice briefing and governance 
information were sent to practices with the Annual Members Meeting agenda on 6th 
September. A presentation was delivered by the Medical Director followed by a final Q&A 
session. Members were asked to return their voting papers by 27th September.  
 
Governing Body were provided assurance on the 27th September that due process had 
been followed to prepare for the application to NHS England to move to level 3 delegated 
commissioning. 
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The outcome of the vote was as follows; 
 

Remain at Level 2: 

Joint Decision Making  
Move to Level 3: 

CCG taking on delegated responsibilities 

 14%  86% 

 
The outcome of the vote was communicated as follows; 

• In writing via e-mail to members on 6th October  
• Verbally to Executive Committee on 11th October and formally on 15th November.  
• Formally to Governing Body and Primary Care Joint Committee on 29th November 

 
5. Application Process 

The following process was adopted; 

• Liaison with NHS England to ensure application requirements would be met 
• Executive Committee were requested to recommend for approval to Governing 

Body the application to NHS England for delegated commissioning (level 3) on 
15th November 

• Governing Body approved the application to NHS England for delegated 
commissioning (level 3) 29th November 2016  

• Primary Care Joint Committee received the application for information on 29th 
November 2016  

• Submission of application to NHSE, deadline for delegated applications 5th 
December 2016 
 

6. Delegated commissioning next steps 
 

• NHS England Commissioning Committee will consider the NHS England Co-
commissioning Executive Scrutiny Group recommendations on 8th February 2017 

• Delegation Agreement will be sent by NHS England to the CCG in February 
• Delegation Agreement to be supported by Executive Committee, approved by 

Governing Body and for information to Primary Care Joint Committee in February 
• Formal agreements ratified by NHS England Board end March 
• The go-live date for new delegated arrangements is the 1st April 2017 
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of the attached NHS England Commissioner Guidelines for 
Responding to Requests from Practices to Temporarily Suspend 
Patient Registration, Appendix 1, which includes: 
 
Formal List Closure 

• Paragraph 29, Schedule 6, Part 2 of the NHS (GMS Contracts) 
Regulations (as amended) allows for a Practice to request 
permission from its commissioner to close it list to new 
patients; 

• As the Commissioner, there is a duty to ensure the availability 
of Primary Care Services to patients, impact on neighbouring 
practices and the difficulties faced by the practice requesting to 
close the list; 

• If a formal list closure is approved this is for a period not less 
than three months and no more than 12 months. 

 
‘Informal’ or ‘Temporary’ List Closure 

• The GMS and PMS contract do not allow for ‘Informal’ or 
‘Temporary’ list closures; 

• Paragraph 17, Schedule 6, Part 2 does allow for the practice to 
refuse the registration of a patient providing this is based on 
non-discriminatory grounds; 

• This guidance distinguishes the refusal of a patient based on 
the patients circumstances as in Paragraph 17, to that of the 
practices circumstances; 

• The guidance recognizes that practices may experience 
unforeseen pressures which can be reasonably resolved in the 
short term, however may be perceived to be a risk to ‘safe 
patient care’ by accepting new patients. 

 
Process to be Adopted 

• Practices should be encouraged to contact the Commissioner 
at the earliest opportunity to work together and agree the 



 
 

 
 

 

support required; 
• Commissioner to engage the LMC; 
• Facilitate actions by the practice to ensure the list is reopened 

within the time agreed; 
• Actions should consider support from the Resilience 

Programme or use of section 96, e.g. diagnostic/review of the 
difficulties faced; 

• If the practice is unable to reopen at the agreed time the 
commissioner may agree an extension to the ‘Informal’ or 
‘Temporary’ list closure, alternatively the Commissioner may 
agree to consider an application to close the list on a Formal 
basis. 

 
The Committee is asked to note the contents of the NHS England 
Commissioner Guidelines for Responding to Requests from Practices 
to Temporarily Suspend Patient Registration. 

 

Lead Director Christine Keen, Director of Commissioning, NHS England Cumbria and 
North East 
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England Cumbria and North East 
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objectives  
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Identified risks & 
risk management  
actions 

None 

Resource 
implications 

None 

Legal implications 
& equality and 
diversity 
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Equality and Health Inequalities assessed nationally during the 
development of the policy 

Sustainability 
implications 

Any actions should consider support from the Resilience Programme 
or use of section 96, e.g. diagnostic/review of the difficulties faced; 
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Report history N/A 

Next steps The Committee is asked to note the contents of the NHS England 
Commissioner Guidelines for Responding to Requests from Practices 
to Temporarily Suspend Patient Registration. 
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1. Formal List Closure 
 

The GMS and PMS contracts allow for a Practice to request permission from its 
commissioner to close its list to new patients (Paragraph 29 of Schedule 6, Part 2 
of the NHS (GMS Contracts) Regulations (as amended). This option exists to give 
practices a degree of workload control over the management of their services, 
particularly when there is unusual and sustained demand from patients or in 
situations of workforce or recruitment difficulties that affect a practices ability to 
provide services to an acceptable and safe standard.  
As the commissioner also has a duty to ensure the availability of primary care 
services for the resident population it has certain powers with regard to these 
requests including agreeing to the length of the closure and the conditions that 
would need to exist to trigger a re-opening of the list. The commissioner will also 
need to consider the availability of alternative provision for new patients and any 
impact on neighbouring practices. Following changes to the formal list closure 
process in 2012 the commissioner does not have the power to halt practices’ 
delivery of additional and/or enhanced services as a means to reduce practice 
workload thereby keeping the patient list open. Therefore list closure no longer 
carries such financial consequences for the practice as it was once thought to 
have and allows practices to continue to deliver holistic care to registered 
patients. 
When a practice does formally close its list, the requirement is to close between 
three and twelve months; not less than three months. An approved closure notice 
must specify what the time period is.   

 
 

2. ‘Informal’ or ‘Temporary’ List closure 
 

While the GMS and PMS contracts do not allow for a ‘temporary’ or ‘informal’ list 
closure they do allow for a practice to refuse individual patient applications for 
inclusion in a contractors list of patients providing there are reasonable non-
discriminatory grounds to do so (paragraph 17 of Part 2 of Schedule 6). See 
appendix A. In this guidance we distinguish a patient refusal on a case by case 
basis, based on the patient circumstances, from a refusal to allow a patient to 
join the list because of the circumstances surrounding the provider and so do not 
consider paragraph 17 to be appropriate in these circumstances. 
Practices can however suffer unforeseen pressures which can reasonably be 
predicted to be short term. In these circumstances there may be a real or 
perceived risk to ‘safe patient care’ by accepting more new patients onto the list 
and action to address this by the practice should be received by the 
commissioner as a trigger for support and help 
NHS England has seen a significant rise in the number of practices suspending 
registration on a temporary basis causing a significant problem for patients, 
neighbouring practices and commissioners in some areas. 
 
 
Practices do not exist in isolation so when a practice restricts new patient 
registration, this has an impact not only on patients, but on neighbouring 
practices. It is for these types of circumstances that the formal list closure 
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procedure exists; to allow for a considered and managed approach to list 
management across all practices  
 
Because of the potential impact of “temporary suspension” NHS England 
encourages practices to open a dialogue with their commissioner as early as 
possible when considering temporary suspension  
 
These guidelines for commissioners, describe the circumstances where a 
temporary suspension by the contractor of patient registration may be 
appropriate and the conditions that should govern that decision such that the 
roles and responsibilities of both parties are not compromised. 

 

3. Overview of current activity 
 

The increase in temporary suspension of patient registration is a symptom of 
rising pressure in primary care, which creates a risk to patients, neighbouring 
practices and the commissioner; however the risk to patients being registered 
with an oversubscribed practice should also be taken into account.   
 

 

4. Facts/Principles 
 

Addressing practices seeking to ‘Informally’ or ‘Temporarily’ suspend patient 
registration onto their list should be in the context of the General Practice Forward 
View and NHS England’s commitment to supporting practices in difficulty.   
However, NHS England has a duty to ensure that patients have access to primary 
care.  

 Core services includes operating an open list by fact of regulation and is 

how NHS England ensures access to services; the NHS Act confers a duty 

on the commissioner to ensure the provision of services 

 Any actions considered by the commissioner should ensure, system wide, 

safe, quality and accessible core services to patients and be proportionate 

and sensitive to the providers concerned. 

 NHS England and CCGs as Commissioners  have a responsibility to 

address health inequalities  

 Commissioners and providers must work together to ensure compliance 

with the Equality Act, ensuring the rights of those with protected 

characteristics are not directly or indirectly compromised.   

 Good medical practice states that if a GP is aware that patient safety is 

being compromised, then they have a professional duty to act 

 The unintended impact of any action needs to be considered in relation to 

both registered patients and unregistered patients in the locality as well as  

the impact on other local providers both primary (GP and pharmacy) and 

secondary care  
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 The commissioner has the right to assign patients throughout the period 

that the list is not formally closed having due regard to the quality and 

safety of services and the reasons behind the list closure in the first place 

 

5. Issues to be taken into consideration 

NHS England acknowledges that things can rapidly change within practices.  
These may include for example; 

 An immediate and unpredicted shortfall in the availability of staff e.g. 

through sickness or a delay to a staff appointment 

 An unpredicted surge in demand 

 An unexpected event affecting a practices ability in the short term to 

provide the full range of services normally available e.g. a flood or a fire 

(See Force Majeure provisions of the standard GMS, PMS and APMS 

contracts).  

 Impact on a practice of an unfavourable CQC inspection where remedial 

action temporarily affects normal service provision 

In some circumstances the action required to remedy a problem may take several 
months and in others just a few weeks for example, a planned short term 
suspension of registration as part of a recovery plan through the vulnerable 
practice programme.  Alternatively, practice capacity may be temporarily 
compromised by premises development or IT upgrades. Under these 
circumstances it would be usual to expect planning and communication with 
patients in advance with a specific start and end date and disruption measured in 
weeks not months 
In all but exceptional circumstances Practices should approach the commissioner 
in advance so that an action plan that minimises the impact on patients can be 
considered jointly at the earliest opportunity and so that immediate support from 
the commissioner can be put into action. A request to temporarily suspend patient 
registration should be considered by the commissioner as a trigger for support as 
it should for a formal application to close the list 
This guidance does not prescribe what length of time an approval of a temporary 
list suspension is appropriate as this will vary depending on the circumstances.  
The key words are unpredictable and/or short term. In circumstances where there 
is a known history of difficulty in recruitment including the availability of locums or 
the circumstances affecting the practice can be predicted to last longer e.g. a 
planned refurbishment or a rebuilding programme scheduled to last month’s say 
following a flood or a fire, the formal list closure procedure should be encouraged. 
In both cases the practice’s eligibility for support through the Practice Resilience 
Programme should be considered by the commissioner.  
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6. Process to be adopted 
 

All practices should be encouraged to contact their commissioner at the earliest 

possible opportunity i.e. at the point that suspension to registration is being 

considered so that the provider and commissioner can work together to agree what 

support is required.  

 
At this point commissioners should 

 seek to understand the reasons behind the action 

 engage the LMC at the time of a decision as the LMC also carries a 

responsibility for representing all their affected parties  

 Facilitate what action needs to take place by the practice and/or by the 

commissioner for the list to be re-opened. If actions can reasonably be 

expected to take longer than 3 months then the Practice should be 

asked to make a formal application to close its list.  

 
Actions should trigger consideration of the practice resilience programme or use 
of section 96 e.g. a diagnostic/review of the difficulties faced and recommended 
action 

 
At the end of the agreed period where temporary suspension of patient 
registration has occurred, the list would normally re-open. There are only two 
alternative outcomes; 
 

1) If the situation is almost resolved for example an appointment has been 

made but the post not yet filled (for example by a week or two later) an 

extension to the temporary arrangement can be negotiated 

2) Despite support to deliver an action plan the practice continues to feel 

compromised. The commissioner should then consider an application for 

formal list closure, which will require wider consultation.  The parties will 

need to agree the status of the practice list during the formal process, 

whether, having regard to all local circumstances, the practice should 

continue to operate a temporary suspension to patient registration.  

These guidelines have been drafted in recognition of the immediate pressures 
facing some practices; they do not however sanction the term ‘open but full’.  
Where a practice is failing to engage with the commissioner, and unilaterally 
seeking to determine its own restrictions on patient access, without consideration 
of the impact on patient access generally or the implications for neighbouring 
practices, then contractual action may need to be considered  
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Appendix A; paragraph 17 of Part 2 of Schedule 6 
Refusal of applications for inclusion in the list of patients or for 
acceptance as a temporary resident 

 

17.—(1) The contractor shall only refuse an application made under paragraph 15 or                

16 if it has reasonable grounds for doing so which do not relate to the applicant’s 

race, gender, social class, age, religion, sexual orientation, appearance, disability or 

medical condition.  

(2) The reasonable grounds referred to in paragraph (1) shall, in the case of 

applications made under paragraph 15, include the ground that the applicant does 

not live in the contractor’s practice area.  

(3) A contractor which refuses an application made under paragraph 15 or 16 

shall, within 14 days of its decision, notify the applicant (or, in the case of a child or 

incapable adult, the person making the application on their behalf) in writing of the 

refusal and the reason for it.  

(4) The contractor shall keep a written record of refusals of applications made 

under paragraph 15 and of the reasons for them and shall make this record 

available to the Primary Care Trust on request. 
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