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1.

Apologies and Declarations of Interest

a)

Apologies
The above apologies were noted.

b)

Declarations of Interest
BW reminded committee members of their obligation to declare any interest they may
have on any issues arising at the PCCC meeting which might conflict with the
business of the Integrated Commissioning organisations. No interests were noted.

c)

29 September 2020 Meeting Minutes
The minutes were approved as an accurate representation of the meeting, subject to
a job title change.
4 November 2020 Extraordinary Meeting Minutes
The minutes were approved as an accurate representation of the meeting, subject to
a job title change and the addition of the word “not” at the end of page 2.

d)

29 September 2020 Action Log
There were no actions outstanding.

2.

For Decision

a)

Primary Care Network Mental Health Approach
As part of the NHS Long Term Plan, localities are being asked to realign community
mental health services with primary care networks (PCNs), creating ‘new and
integrated models of primary and community mental health care’ by 2023/24. To
support these integrated models, Mental Health Practitioner (MHP) roles are included
in the GP Contract Additional Roles Reimbursement Scheme (ARRS) from April
2021.
In Salford the remodelling of primary and community mental health care is being
undertaken within the Living Well work. There is therefore an opportunity for PCNs to
have additional identifiable MHP input with further support via the Living Well MDT
which would result in greater resilience and a more multi-disciplinary offer and ensure
Salford has a cohesive and integrated front door to mental health in the future.
It is proposed that a phased approach is undertaken. Phase 1 will see the levelling
up of the mental health offer across PCNS aligned to the Living Well model. During
21/22 the business case for Living Well will be developed which will be informed by
demand and need that has been obtained during phase 1. Phase 2 will see the
citywide roll out of Living Well which will incorporate a consistent city-wide offer but
with the local variation required across PCNs. This proposal is seeking investment to
progress phase 1, locate the mental health support in PCNs (aligned to the ARRS)
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and inform the development of the business case for wider Living Well rollout which
will incorporate MHP capacity in PCNs.
DW highlighted that this can currently be afforded within the planning and there may
be offsets with GM, though this is not guaranteed, and within planning it has been
assumed there would be no offsets. SD noted this is a real need with the system and
would be supported by GP practices across the city.
KP noted that there was no detail yet on contracts for PCNs for next year, though the
indication is that MHPs will be part of that, so this may need to be tailored when the
detail arrives. She also highlighted Wellbeing Matters, with the intention being for a
business case for this to happen next year, and there are thoughts around whether
these should be one business case because of how linked in they are. JS agreed
that the link between these two areas is key and is happy to have the conversation
on how this progresses.
SD asked whether the workforce is available to recruit to this level of ambition. JS
said there is confidence that these will be attractive roles, but there is a risk of
destabilisation as staff move from other parts of the system to this, so there are
conversations to be had around how services may tap in to a network of staff.
PCCC supported the request to invest to progress the development of MHPs in
PCNs aligned to the Living Well model
b)

Primary Care COVID-19 Commissioning Recommendations
The paper provided a background to the work undertaken by Primary Care during the
COVID-19 pandemic so far and highlighted that PCCC had discussed the new
additional patient needs resulting from the pandemic and the introduction of new
COVID-19 safe operating models by Salford’s general practices. It also noted that the
CCG’s support to general practice had included commissioning services from Salford
Primary Care Together (SPCT) and amending the Salford Standard.
The report recommended that the monitoring, reporting and assurance requirements
of the 2020/21 Salford Standard should be dropped, with practices expected to
continue working on the priority areas that remained as KPIs in the amended contract
without the added burden of KPI targets, reporting and monitoring. It also
recommended that the revised Salford Standard due to commence from 1 October
2020 should now be planned to come into force from April 2021, subject to the
situation and a decision to be taken near the time. The recommendations were
proceeded through individually, acknowledging that each recommendation could
affect different practices in different ways.
On the commissioning of SPCT’s COVID-19 services, DW noted the forecast
overspend in the Finance Report is predicated mostly on this one decision and
highlighted that there is still financial uncertainty. There has been an announcement
of additional funds for primary care, so it is not fully clear what will happen, but he
would be supportive of this approach. SD confirmed this had been built into the
financial plan, though it would involve a deficit. He also noted that if new money
came in, it would need to fund these things that the CCG has taken a risk on and
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underwritten, though it was recognised that some of this may be earmarked for
certain services, including ones the CCG is already funding. FT also confirmed her
support, reinforcing the importance from a safety point of view for patients, staff, and
shielded people. KP referenced the likelihood of differentials across the city, noting
there may be unintended consequences, and the CCG would need to accept that.
CV highlighted that SPCT have been nominated as the partner for mass vaccination
and asked whether there is a workforce risk on this. Linking into the reduction of
capacity in the SWEAP service SD reinforced this point, and that focusing on COVID
services and mass vaccination would be the right thing to do.
Regarding the removal of assurance, monitoring and reporting requirements of the
Salford Standard for 2020/21. SD noted the point made at the September meeting
that decisions would need to be flexible and workload may need to be prioritised. The
landscape has changed nationally so he feels it is right to change the decision made.
It was noted that some key indicators are being created, so that the CCG can look at
outliers and offer assistance where required. FT agreed this would be appropriate.
BS noted that whilst he personally supports the second recommendation, as NHS
England representative he did not feel there is enough national guidance, so he
would be abstaining on this recommendation.
PCCC approved commissioning SPCT’s COVID-19 services for the remainder
of 2020/21, authorised SPCT to reduce the capacity of the SWEAP service, and
removed the assurance, monitoring and reporting requirements of the Salford
Standard for 2020/21
c)

Urgent & Emergency Care Redesign
Improving the way urgent care, advice and treatment is delivered featured in the
CCG’s annual plan and priorities approved in July 2020. In addition, there have been
several local (Greater Manchester Health and Social Care Partnership (GMHSCP))
and national (NHS England/Improvement (NHSEI)) directives to change the way
Urgent and Emergency Care is delivered. This report described the development of a
Salford Urgent and Emergency Care by Appointment programme and the two models
being developed to support this programme, which are “Implementing Pre-ED
Registration Streaming” and “Call before you attend”
SD noted that he represents Salford within GM on this area, and that Salford had this
up and running ahead of other area, and JW said it was testament to the work going
on between the different services. There is a piece of work around clinical standards
and the patient experience, and there needs to be a safety net for patients being
handed over. SD also noted that Urgent Care is a very complicated system, and
there would be work needed to simplify the system as a whole.
GR asked how this would reach people that may be in digital poverty. FT responded
that the CCG is limited by national communications, but local discussions have been
happening through the Big Reset Conversation, and this has been positive. AL asked
how patients have been involved in the production of this. SD confirmed that this was
piloted in August, with any patients that used it being followed up both on their
experience as well as making sure there were no adverse implications.
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DW assured members that the cost for this was built into the plan, and that if patients
are not going into acute services this should lead to savings that should help to offset
the costs of the model.
The committee formally thanked SPCT for their ongoing work.
PCCC reviewed the document for information and comment, supported the
continued development of the UEC by Appointment programme, supported the
continued funding of the programme until 31 May 2021, and noted that a
business case is being prepared and will be presented to a future meeting

3.

For Assurance

a)

Primary Care Finance Report
The report provided an update on the financial position during the first six months of
the financial year, which has resulted in a top up request nationally of an additional
funding of £2.3m, with £0.4m currently not received by the CCG. This is considered
low risk as the CCG top up was in line with that which has already been approved.
The forecast overspend to the end of the year is £1.8m, relating to the unfunded top
up, £1.2m in proposed expenditure for COVID 19 services, £0.1m which is the
balance of the start of year savings target and a small amount relating to other areas.
Furthermore, the report provides a holistic view on the potential expenditure in
relation to Primary care additional roles. This identifies that plans are in place for
Primary Care Networks to spend most of their Direct Enhanced Services (DES), but
also potentially a further recurrent investment of £1.7m above the national DES.
SD noted that the 2021/22 time period would need monitoring until the detail of the
planning guidance comes up and reiterated that PCCC will need to be flexible on any
decisions it makes. KP agreed and highlighted the importance of making sure the
PCN Clinical Directors are involved and kept up to date.
PN asked about the any cost implications for the demand for a flu vaccination. DW
noted this is commissioned nationally, but anything extra locally is not currently
funded, although there is a reserve for COVID work.
PCCC noted the report and the risks associated with COVID-19 and the next
steps, including the CCG’s revised financial regime

b)

National Enhanced Services including QOF and PCNs 19/20
The paper provided a summary of the 2019/20 Directed Enhanced Services (DESs).
This includes sign up arrangements, practice performance, the financial position and
issues identified. The report also contained a summary of the 2019/20 Vaccination &
Immunisation programme which is commissioned by Public Health England (PHE)
and a breakdown of the 2019/20 Quality and Outcomes Framework (QOF)
achievements.
GR asked why lower cost drugs were not available for prescribing. CV said that this
related to supply issues at the start of the pandemic, and the related cost implication.
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FT asked whether PCQG could do work to understand what the data is saying
compared to other information about practices. SGA confirmed she was working with
Quality and Business Intelligence on a dashboard to feed into a new primary medical
care assurance framework, and that this will feed into any face to face visits when
they commence. JW asked for practices to have access to that data, and SGA
confirmed she would look at that.
PCCC noted the contents of the report and provided feedback
c)

Integrated Fund Business Plan and Financial Implications
The locality refreshed its business plan for the remainder of 2020/21, with the
proposal being presented to Health Care Commissioning Board and Commissioning
Committees in September 2020. At the time of presenting the business plan, it was
clear that the financial regimes for both the NHS and Local authorities still required a
lot of clarity. Therefore, at the time of presenting the plan, it was not possible to
ascertain the level of financial risk or the affordability of the proposed priorities.
The committees have also been clear of the need to ensure the overall plan is
considered, rather than business cases being considered in isolation, primarily as
this could result in the allocation of funding on a first come basis, rather than on a
holistic overview of priorities.
This paper updated briefly in relation to the priorities, provided a high-level overview
of the costs and looked to provide the committees with adequate information to
consider the continuation of priorities with the context of the overall financial position.
The paper included the detail of all priorities and not just those where the decision to
approve is governed by the meeting that the paper is being presented to. This is to
provide an overview of the level of investment that is required of the integrated fund.
Section 3 provided an overview of the localities financial position and affordability.
Recognising there are still a significant number of unknowns relating to finances, the
proposal is that the system priorities identified should be worked up into business
cases, recognising that the locality agreed these are critical to recovery and
restoration. The primary care integrated fund is expected to overspend by c £1.3m,
most of which relates to the continuation of unfunded COVID services, which support
primary care’s response to the pandemic.
AG queried why the Quays Practice was not included in the proposed investments
here, and whether it had been factored in elsewhere. DW confirmed that it is not
included because a more efficient option has started, so it doesn’t require additional
investment.
PCCC noted the report and the risks identified in section 5

4.

For Information

a)

Primary Care Quality Group Report
The Primary Care Quality Group (PCQG) Report provided an overview on a number
of areas that are used to measure the quality and safety of patient care within the
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primary care services commissioned by the CCG. It provided an update on issues
that have been discussed at the regular PCQG meetings along with the associated
actions taken.
PCCC noted the contents of the report and the progress made in developing
the mechanisms for gaining assurance on quality and safety within primary
care
b)

Primary Care Operational Group Report
The PCOG Report provided an update on the work that is overseen by PCOG. This
included an update on practice specific contractual issues, core contractual
requirements, enhanced services, locally commissioned services, general practice
capacity, estates and informatics projects, and governance.
PCCC noted the contents of the report

c)

Primary Care Network Update
The paper provided an overview of the current position on the programme of work in
relation to PCNs in Salford. It set out they key priorities for PCNs in line with national
requirements and detailed where PCNs are regarding meeting those. PCCC formally
recognised that PCNs have become a significant part of the health economy, and
that they are working well.
PCCC noted the contents of the report, and confirmed it is content for an
update on PCNs to be brought to the committee every six months

5.

Reflection
BW summarised the discussions and decisions made during the meeting.

6.

Meeting Closed
The meeting closed at 16:55
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Primary Care



Enabling Transformation

Purpose of Paper:
This paper updates members on the Financial Forecast for the remainder of the year and
key risks.
There is also an update in relation to financial planning regime for 2021/22 and the need to
review the continuation of COVID support services for primary care in the context of overall
affordability of locally commissioned services.
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1. Salford will have the safest, most effective
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with consistently high quality service standards
and outcomes. These services should be
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reduce its carbon footprint; and work from
modern and fit for purpose premises. The PCCC
will consider the impact of commissioning
proposals upon bureaucracy and workload in
general practice and seek to minimise the
burden.
3. Investment decisions will focus on strengthening
capacity and improving access to general
practice (e.g. implementing additional roles
across primary care networks). The PCCC will
maximise opportunities to commission primary
medical services at scale where this is expected
to improve patient experience or be more
efficient and effective.
4. The PCCC will consider the evidence about local
health care needs and assets. In understanding
these, the PCCC will support primary medical
services in Salford to meet the needs of a
growing and increasingly diverse population.
This will include prevention, promoting patient
choice, inclusion, equality and support for
vulnerable groups. The PCCC will ensure
commissioning decisions improve the economic,
environmental and social wellbeing of the
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5. The PCCC will ensure that general practice
services are commissioned from providers that
are able to demonstrate high quality, safe and
holistic care (in line with the Salford Standard),
which results in good outcomes for patients and
value for money for the NHS. The same
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into account patient views when making primary
medical services commissioning decisions.
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No

No

No

7. The CCG will encourage and support primary
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integrated care system, thus giving general
practice a strong voice. This will support the
improvement of patient pathways in secondary
and community services.
8. The PCCC will embrace opportunities to
commission primary medical services in an
integrated way where this has benefits for
patient care and helping people stay well, e.g.
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care services, or commissioning community
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basis from multidisciplinary integrated teams.
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be taken where such matters affect patient care
and/or delivery of contractual requirements.
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Primary Care Finance Update
1.

Executive Summary

The Primary Care Commissioning Committee finance report provides the following
summarised updates in relation to the Primary Care Integrated Fund:
Since the last report to PCCC in November, the CCG has received its final top up allocation
of £0.4m for the first six months of 2020/21. The forecast overspend to the end of the year
is £1m, this relates largely to the unfunded COVID 19 services.
Furthermore, the report provides an update on the financial planning process for 2021/22
and the need to consider the future requirements and costs of COVID support services for
primary care in the context of the overall affordability of all primary care expenditure.
2.

Context – Financial Framework

2.1

As a result of the pandemic, the NHS finance regime was significantly amended,
initially to the end of July, but subsequently extended to the end of September.
Consequently, during the first six months of the year, finances have largely followed
a command and control regime, with justifiable expenditure resulting in overspends
being funded nationally.

2.2

From October, organisations have been provided with a funding envelope to the
end of the financial year. Integrated Care Systems (Greater Manchester level for
Salford) received an element of funding (£345m) that system leads had to decide
how best to allocate to manage system pressures. A great deal of work has been
done regarding this, with the final allocation proposal being signed off by the
Partnership Executive Board. As a consequence, the CCG is now able to provide a
financial forecast for the end of the year and report that position through its relevant
governance groups.

2.3

From October, funding for COVID-19 services, excluding Hospital Discharge
Protocol, was included within the Integrated Care System £345m. As the COVID 19
funding was significantly oversubscribed at a GM level, the decision was taken to
allocate this funding to NHS providers. Consequently, CCGs did not receive any
monies to fund non Hospital Discharge COVID-19 services.

3.

Financial Forecast for the year

3.1

The financial position reported to PCCC in November was a forecast overspend of
£1.8m for 2020/21. Approximately £0.4m of this was due to the outstanding allocation
top up awaiting confirmation for the first six months period; this has now been
confirmed and received in full.

3.2

The table below illustrates that the financial forecast for the year is an overspend of
£1m. Key movements in the forecast since the previous report are:

•
•
•

COVID Expenditure – additional £0.2m forecast expenditure for COVID
services that provide additional capacity to Primary Care to support management
of the pandemic
Other Expenditure pressures £0.2m for locum cover and revisions to the QOF
forecast
Allocations received – £0.9m of which £0.15m was for GPIT funding and
£0.75m for the general practice support fund. PCCC prioritised £0.25m of this
fund for winter capacity payments to practices and a hardship fund but the
remainder offset the existing support put in place by the CCG.

Table 1 – Financial overview
2020/21 Monitoring
YTD Budget

YTD Actual

YTD
Variance

Annual
Budget

Forecast

FOT Variance

£000s

£000s

£000s

£000s

£000s

£000s

Previous
Reported Movement in
Variance to
Variance
PCC
£000s
£000s

TOTAL - Co-Commissioning

£39,793

£39,920

£127

£43,416

£43,577

£161

£475

(£315)

TOTAL - Locally Commissioned Services

£10,075

£10,034

(£40)

£10,385

£10,359

(£26)

£233

(£259)

TOTAL - Prescribing

£39,666

£39,965

£299

£43,285

£43,349

£64

(£39)

£103

£2,260

£1,941

(£319)

£2,825

£2,192

(£632)

(£323)

(£309)

£91,794

£91,861

£67

£99,911

£99,477

(£434)

£345

(£780)

TOTAL - Others
TOTAL EXPENDITIURE for Integrated Fund

TOTAL - In View (Primary Care)

£2,663

£2,724

£61

£2,870

£2,955

£85

£227

(£142)

TOTAL EXPENDITIURE for In View Services

£2,663

£2,724

£61

£2,870

£2,955

£85

£227

(£142)

£94,457

£94,585

£128

£102,781

£102,431

(£349)

£572

(£923)

£3,337

£4,491

£1,154

£3,337

£4,713

£1,376

£1,200

£176

£97,794

£99,076

£1,282

£106,118

£107,145

£1,027

£1,772

(£746)

TOTAL EXPENDITIURE for Primary Care Services
(excluding Covid19 costs)
Covid Total
TOTAL EXPENDITIURE for Primary Care Services
(Including Covid19)

4.

Financial Plan for 2021/22

4.1

NHS planning guidance has been delayed due to finalisation of the arrangements for
the 2021/22 financial regime between NHS England and Treasury. It has now been
confirmed that a similar “command and control” regime will operate for at least the
first six months of 2021/22 as for the second half of 2020/21. Indicative allocations
should be available by the end of March, with planning submissions finalised in early
June.

4.2

For the co-commissioning allocation, based on the methodology in 2020/21, the CCG
should receive six months of the previously published allocation, including 60% of the
forecast growth in the funding for the Additional Roles Reimbursement Scheme
(ARRS). The remaining 40% of this additional funding is held centrally and will be
available to Primary Care Networks who can demonstrate expenditure in excess of
the 60% in CCG baselines. The intention is that there should be no barrier to
expansion of the ARRS scheme, or risk to the funding of those staff already in post.

4.3

However, there is less clarity on the likely quantum of the CCG’s main allocation,
which supports prescribing, locally commissioned enhanced services such as the
Salford Standard, Primary Care Networks core funding support and services cocommissioned with primary care such as social prescribing and the recently
approved mental health practitioner roles.

4.4

The CCG’s main allocation has also supported COVID support services to primary
care such as the assessment centres, home assessment service and phlebotomy
service. Even if there were a return to the normal financial regime, the CCG cannot
afford to invest in services that are not part of its long term plan. If these services
were to continue throughout 2021/22 the cost would be approximately £2.8m. Whilst
there has been a recent announcement of an additional £120m COVID support fund
for primary care until September 2021, this is likely to be in the region of £0.6m for
Salford and therefore insufficient to cover current costs.

4.5

Current indications are that there will be little or no room for negotiation on the
Salford share of the financial envelope allocated to Greater Manchester, so the
CCG needs to urgently review and prioritise all of the expenditure in primary care in
order to commission the appropriate services which are value for money and
financially sustainable.

4.6

The CCG is consulting with the GP Provider Board on how best to determine the
COVID support services which can be stood down or flexed. It will then need to
consider how to afford the agreed priorities from within the limited resources
available, recognising that some other commissioned services may need to be
reduced to do so. The results of the prioritisation process and the overall primary
care budget will be presented to PCCC for approval in May.

5.

Risks

5.1

Risks to the primary care services financial position overspending more than the
current reported position include:
• Variability of prescribing expenditure and the robustness of NHS Business
Services Authority forecasts
• Volatility of ad hoc expenditure such as locum costs for suspended GPs and
sickness/maternity cover
• Recharges of premises expenditure from Community Health Partnerships and
NHS Property Services in excess of indicative budgets

6.

Recommendation

6.1

The committee is asked to note the report.

Elaine Vermeulen
Deputy Chief Finance Officer
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GP COVID Capacity Expansion Fund
1.

Executive Summary

Primary Care Commissioning Committee made a decision on the GP COVID Capacity
Expansion Fund via email in February. This paper provides a report of that decision.
2.

Introduction and Background

2.1.

PCCC was scheduled to meet (virtually) on 26 January 2021. In the light of a letter
from NHSE/I regarding reducing burden and releasing capacity to manage the
COVID-19 pandemic, the Chair of the Committee agreed the meeting should be
cancelled and one urgent decision could be made via email.

2.2.

The terms of reference of PCCC state, under these circumstances:
25.
All decisions will be reported to the Primary Care Commissioning Committee
at its next meeting by the Chair (or Deputy Chair) with a full explanation, regarding:
• What the decision was
• Why it was deemed an emergency or urgent decision (required to be made in the
period between the scheduled meetings)
• What was the majority view of the members of the Committee
• How the decision was implemented
26.
A record of the above will form part of the minutes of the next scheduled
meeting, following the emergency powers/urgent decision being made.

2.3.

The decision related to local implementation of the national GP COVID Capacity
Expansion Fund.

2.4.

The decision was urgent because it related to the response to the pandemic. PCCC
needed to make the decision because it increased financial pressures on Salford’s
primary care budget.

2.5.

A paper was circulated to PCCC on 27 January, and following comments from
committee members, a revised version of the paper (Appendix 1) was circulated on
15 February. Several members of PCCC expressed support for the revised
recommendations and no objections were raised by a deadline of 23 February. This
was communicated to the committee members at the time.

2.6.

Following approval by the Chair, the recommendations were implemented as
described below:
• Salford’s community post-acute COVID clinic began accepting referrals in early
February,
• Detailed recommendations regarding health inequalities are included in the
Salford Standard paper to PCCC. The CCG’s support for LD healthchecks
continues, the data quality issues have been resolved and a verbal update on
performance will be given at the meeting of PCCC.
• Final guidance regarding the “winter pressures” allocation direct to practices was
circulated on 25 February. Primary Care Operations Group approved financial
support for 1 practice due to significant difficulties in meeting core contractual
requirements.
• PCCC approved the PCN Clinical Director funding direct to all five PCNs.

3.

Recommendations

3.1

The PCCC is asked to ratify the decision taken virtually on the GP COVID Capacity
Expansion Fund.

Harry Golby
Deputy Director of Commissioning
Appendix 1:
February

GP Capacity National Guidance – paper circulated to PCCC by email on 15
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Purpose of Paper:
The paper describes national guidance released on 9 November and 7 January. The
guidance announces new funding and releases capacity to support general practice to
respond to the pandemic. The paper describes how this guidance is being progressed in
Salford, further investment in primary care is required.
Primary Care Commissioning is asked to support the recommendations of the paper,
noting the investment described in section 8.

Further explanatory information required
HOW WILL THIS BENEFIT THE
HEALTH AND WELL BEING OF
SALFORD RESIDENTS OR THE
CLINICAL COMMISSIONING
GROUP?

By further releasing GP practice capacity to
enable them to respond to the pandemic,
including through the COVID-19 vaccination
programme

WHAT RISKS MAY ARISE AS A
RESULT OF THIS PAPER? HOW
CAN THEY BE MITIGATED?

-

WHAT EQUALITY-RELATED RISKS
MAY ARISE AS A RESULT OF THIS
PAPER? HOW WILL THESE BE
MITIGATED?

See section 5

DOES THIS PAPER HELP ADDRESS
ANY EXISTING HIGH OR EXTREME
RISKS FACING THE
ORGANISATION? IF SO WHAT ARE
THEY AND HOW DOES THIS PAPER
REDUCE THEM?

Yes, CCGSRR.03 - the impact of COVID-19 on
our population and health services.

PLEASE DESCRIBE ANY POSSIBLE
CONFLICTS OF INTEREST
ASSOCIATED WITH THIS PAPER.

As a GP-led organisation, conflicts of interest
are not entirely avoidable. This report concerns
recommendations and decisions made
regarding individual GP practices, so there is a
potential conflict of interest associated with
each decision. These are managed via the
CCG’s policy.

PLEASE IDENTIFY ANY CURRENT
None
SERVICES OR ROLES THAT MAY BE
AFFECTED BY ISSUES WITHIN THIS
PAPER:
Footnote:
Members of NHS Salford Clinical Commissioning Group – Primary Care Commissioning Committee will read all
papers thoroughly. Once papers are distributed no amendments are possible.

Primary Medical Care Commissioning Principles
1. Investment in general practice will continue to,
as a minimum, be in line with the
recommendations of the General Practice
Forward View in order to strengthen resilience
and sustainability of general practice by building
capacity and capability.
2. The CCG will seek to maximise opportunities to
commission primary medical services at scale
(for example through a GP provider
organisation) where this is expected to improve
patient experience or be more efficient.
3. When commissioning decisions need to be
made regarding primary medical service
contracts, an options appraisal will be
undertaken in order to determine the option that
is most likely to meet the needs of the
population group and most likely to deliver the
CCG’s strategic ambitions. This may not always
be re-procuring a ‘like for like’ service.
4. The CCG will commission general practice
services from providers that are able to
demonstrate good outcomes, value for money
and care for patients that is holistic and
provided to consistently high standards of
quality and safety.
5. The CCG will seek to engage with the local
population and acknowledge patient views when
making primary medical services commissioning
decisions.
6. The CCG will ensure that the primary medical
services in Salford continue to meet the needs
of a growing and increasingly diverse
population. This will include promoting patient
choice and equality and seeking to ensure that
commissioning decisions improve the economic,
social and environmental wellbeing of Salford.
7. The CCG will encourage and support general
practice to play a pivotal role within the
emerging accountable care system, with
leadership through federated arrangements.
8. The CCG will embrace opportunities to
commission primary medical services in an
integrated way where this has benefits for
patient care, e.g. through pooling budgets for
health
and
social
care
services,
or
commissioning community services to be
delivered on a neighbourhood basis from
multidisciplinary integrated teams.

Addressed in this paper?
Yes

Yes

No

No

No

No

No

Yes

9. The CCG will embrace new contracting
mechanisms where they support the viability,
sustainability and resilience of general practice,
including practices working collaboratively in
neighbourhood groups to deliver agreed
outcomes and to share resources such as staff
and back office services.
10. The CCG will support making general practice
in Salford becoming an attractive place to work.
This will include encouraging and supporting
general practice to: embrace innovation and
new ways of working; adapt and skill-up the
workforce to meet patient need; make greater
use of technology; and work from modern and fit
for purpose premises.
11. The CCG, as a commissioner of primary
medical services, cannot assume responsibility
for, or become involved in, matters relating to
the management of GP practices, including
practice disputes and legal matters.
12. The CCG will proactively work with partners,
including Salford Primary Care Together (as
Salford’s GP provider organisation) and the
Salford and Trafford Local Medical Committee,
in a transparent and supportive manner.

No

No

No
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Document Development
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Not
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Has ‘due regard’ been given to Equality
Analysis (EA) of any adverse impacts?

Sections 5 highlights some
equality related issues, the
equality impact of other sections
has not been considered



(Please detail outcomes, including risks and how these
will be managed)
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Presented to the Commissioning Committee
Presented to the Health and Wellbeing Board
Presented to the Integrated Adult Health and
Care Commissioning Joint Committee
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The recommendations have been
shaped through discussion at GP
COVID Group, PCN Collaboration
Meeting and CCG Executive
Team meeting

Shaped
recommendations

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is
clarity in the outcome column showing what the key message or decision was from that group and whether amendments were requested about a particular
part of the work.

1.

Executive Summary

The paper describes national guidance released on 9 November and 7 January. The
guidance announces new funding and releases capacity to support general practice to
respond to the pandemic.
The locality has already undertaken a prioritisation exercise and consequently PCCC
approved an additional investment of £1.2m in November, despite the financial overspend
this created within the fund.
A further exercise has now been completed locally, working with primary care partners, to
review the new guidance, taking account of the prioritisation exercise and the decision
Salford took to invest ahead of the new national fund.
The paper describes a proposal for further investment into Primary Care which is aligned to
the new guidance.
Primary Care Commissioning is asked to support the recommendations in the paper.
2.

Background

2.1.

On 9 November NHS England announced an additional £150m of funding in the GP
COVID Capacity Expansion Fund. It was announced alongside guidance for delivery
of the COVID vaccine.

2.2.

The Capacity Expansion Fund is an immediate allocation for the purpose of
expanding General Practice capacity until the end of March 2021. Salford’s
allocation, which was made via the Greater Manchester Integrated Care System, is
£775k. The guidance states that CCGs should not introduce overly burdensome
administrative processes for Primary Care Networks and practices to secure support.

2.3.

The expectation is that the funding will be used to support 7 priority goals:
1. Increasing capacity,
2. COVID oximetry@home
3. Long COVID
4. Clinically Extremely Vulnerable patients
5. Chronic disease management and routine immunisations & vaccination
6. Inequalities (with specific focus on LD health checks and ethnicity data
recording)
7. Potentially backfill for staff absence

2.4.

On 7 January NHS England announced further actions to be taken nationally and by
CCGs to free up capacity in general practice predominantly to support the
vaccination programme. These include:
• Minimising local contract enforcement activity,
• Suspending locally commissioned services,
• Reviewing whether to redeploy CCG clinical staff,
• Additional funding for PCN clinical directors time,
• Income protection regarding minor surgery and some elements of QOF

•

Extending the period where appraisals can be declined or continue in a
shortened version

The letter also referenced ensuring general practice was supporting local urgent and
emergency care systems, reinforced the priorities of the 9 November letter and
provided an update on Extended Access Arrangements.
3.

Salford Context

3.1.

Salford has already implemented many of the actions referenced in the national
guidance of 9 November and 7 January.

3.2.

Primary Care Commissioning Committee’s decisions of 24 November significantly
contributed to the priority areas, i.e.
• To continue to commission SPCT’s COVID-19 services (i.e. clinical hub, COVID19 assessment centres, hot and cold home assessment, phlebotomy)
• To authorise SPCT to reduce the capacity of the SWEAP service;
• To remove the assurance, monitoring and reporting requirements of the Salford
Standard for 2020/21.
• To continue to support Salford’s Urgent & Emergency Care by Appointment
programme (i.e. locality clinical assessment service, emergency department
streaming)
This represented £1.2m additional investment into Salford’s primary care system
alongside various redesigned and new pathways. So, arguably, Salford had already
spent its GP COVID Capacity Expansion Fund but the guidance prompted discussion
around what further action could be taken against the priority areas

3.3.

Some of the actions to be taken to free up capacity to support the COVID-19
vaccination programme have already been implemented.
In most localities
vaccination delivery is led by general practice working together in Primary Care
Networks, however locally Salford Primary Care Together is leading the delivery of
the vaccination programme with some, but reduced, input from Salford’s general
practices and PCNs. The CCG’s Executive Team have therefore agreed that new
funding should be received by Salford Primary Care Together and payment
protection for practices should free up their time to support the vaccination
programme and other priorities.

3.4.

The table overleaf shows which of the priority areas and other actions have already
been addressed in Salford and which are further considered in this paper.

Priority Area
Increasing capacity

Already Addressed in Salford?
Yes - PCCC’s recommendations of 24 November increase capacity because if these
decisions had not been taken the requirement to deliver this care would have fallen on
Salford’s general practices
COVID oximetry@home
Yes – Salford has now established pathways to support COVID oximetry@home.
These pathways involve GP practices, Salford Primary Care Together and Salford
Royal.
Long COVID
No – section 4
Clinically Extremely Vulnerable patients
Yes - SPCT’s “cold” COVID services support clinically extremely vulnerable patients
Chronic disease management and routine
Yes - Practices are being provided with guidance on how to deliver this care in a
immunisations & vaccination
COVID-secure manner.
Inequalities
No – see section 5
Backfill for staff absence
No – see section 6
Actions Predominantly to Support Vaccine Delivery
Local contract enforcement activity
Yes - CCG staff have been minimising activity
Suspending locally commissioned services,
Yes - PCCC removed the assurance, monitoring and reporting requirements of the
Salford Standard for 2020/21
Redeployment of CCG clinical staff,
Yes - Exercise underway to redeploy clinicians
Additional funding for PCN clinical directors
No – see section 7
time
Income protection regarding minor surgery
No – see section 7
and some elements of QOF
Appraisals
Yes - action taken nationally
Extended Access
No – see section 7

4.

Long COVID

4.1.

A locality Long COVID Steering Group has been established to develop assessment
clinics and pathways for patients post COVID at various stages and levels. In line
with NICE Guidance, patients 4-12 weeks post Covid who are still experiencing
problems will generally be under the care of GPs if not a hospital inpatient or
receiving hospital follow-up care. Greater Manchester guidance on how to manage
post-COVID patients after 12 weeks (defined as Long Covid) is in the form of a tier
system, with tier 1 being self-management via an on-line support package
and general practice seeing patients at tier 2 level where they can expect a
therapeutic relationship with a generalist clinician (e.g. GP, ANP, physio, OT) who
takes responsibility for the patient's overall care and helps them navigate the system
• Full history, clinical examination and functional assessment
• Confirm that Long Covid is the likely or possible diagnosis (even in the absence
of a positive test), and document on medical record
• Basic tests (e.g. bloods, ECG, X-rays, pulse oximetry) if appropriate to exclude
alternative diagnoses (e.g. sepsis) and rule out serious complications.
• Generalist rehabilitation support (remote or face to face)
• Ongoing monitoring and support (e.g. by telephone, video, or in-person checkups) as needed
• Management of other long-term conditions (e.g. diabetes, asthma)

4.2.

Tier 3 patients may have some crossover with GPs/hospital and tier 4 will entail
referrals to specialist services. Pathways will be developed from existing city-wide,
SPCT COVID services but will also need to link to core general practice.

4.3.

Task and finish groups in various disciplines have been set up from the steering
group and a number of GPs have met for the community/primary care group. A
business case is being developed and will need to be resourced from primary and
secondary care funding streams.

4.4.

At present the most severe cases are being referred to the hospital for specialist care
e.g. respiratory, fatigue intervention. Salford’s first community long COVID clinic is
planned to be open in early February.

5.

Inequalities

5.1.

Changes as a result of the pandemic have exacerbated existing health inequalities
within Salford. The national guidance reaffirms the importance of learning disability
health checks and better recording of ethnicity in primary care records. However
local plans need a broader scope if they are to begin to make progress on Salford’s
inequalities.

Learning Difficulties Health Check
5.2.

GP practices are funded to provide learning disability health checks via sign-up to
and delivery of the national Learning Disabilities Health Check Scheme. The
Learning Disabilities Mortality Review (LeDeR) is a national programme established
in response to recommendations made in the confidential inquiry into the premature
deaths of people with learning disabilities. Salford’s work on the LeDeR programme
has been supplemented by an LD nurse to liaise with and support general practice to

improve LD registers, increase the uptake and quality of LD healthchecks and also
increase uptake of cancer screening. More recently Salford’s specialist learning
disability nursing team have released 3 fulltime staff to support COVID-19
vaccination of this vulnerable cohort. The Salford Standard contract for 2020/21
also included a key performance indicator in relation to LD healthchecks; however
the decision to remove the assurance, monitoring and reporting requirements of the
Salford Standard mean practices are no longer financially incentivised to achieve this
KPI.
5.3.

Monitoring information suggests that the number of LD healthchecks undertaken by
practices is increasing. Typically some practices offer LD healthchecks in the first
few months of the calender year. A data quality issue has been identified so figures
have not been shared in this report. The LeDeR group is working towards ensuring
Salford achieving the national expectation that “all CCGs will without exception reach
the target of 67% by March 2021” as well as the other ambitions on the programme.
Practices have been offered considerable support in completing LD healthchecks
through the LeDeR team and this support has remained available throughout the
pandemic.
The practices which have completed the lowest proportion of
healthchecks have been contacted direct.

Ethnicity Recording
5.4.

Effective action of inequalities requires good information. Salford’s general practices
are not consistently, accurately recording patient ethnicity. Monitoring information
suggests at 31 December 67% (194,577 / 289,414) of Salford’s GP practice records
have a code for ethnicity; but for 6,591 records the code is “ethnicity not stated”.
There is significant variation at practice level with some practices over 99% and
others under 40%.

5.5.

It is recommended that when the Salford Standard recommences the CCG calculates
an element of baseline funding on the basis of the number of people with ethnicity
recorded in their record, rather than normal measure of weighted population. This
would incentivise practices to improve recording.

6.

Staff absences

6.1.

Additional funding for COVID related staff absences have come to an end. The
Capacity Expansion Fund guidance states that the fund may be used for staff
absences where the CCG considers this to be appropriate.

6.2.

Situation reports from Salford practices suggesting the staffing situation changes
rapidly, in recent weeks relatively few absences have been reported but, at the time
of writing, there are indications that this may become an issue once again. Practices
are reporting being very busy and the urgent care system is under severe pressure.

6.3.

To support practices to increase staffing in anticipation of winter pressures and
potential absences £125,000 from the Capacity Expansion Fund has been set aside.
Following discussion with PCN Clinical Directors half of this funding has been split
equally across all practices and the remainder allocated on the basis of list size.
Every practice will receive sufficient to employ at least one locum GP for an
additional session for 5 weeks, although some may choose to use this funding in

different ways for example additional administrative or other healthcare worker
capacity, depending on their particular circumstances and pressures.
6.4.

Salford Primary Care Together has a telephone support line for practices that are
struggling to manage workload, for example as a result of high numbers of staff
having to self isolate. SPCT may offer a range of operational support to practices
and if for example, this includes short term staff cover, the costs of this would be
resourced through the SPCT contract. This was required over the Christmas break
when a coronavirus outbreak in a practice meant it had to close its building and
SPCT provided urgent face-to-face appointments.

6.5.

Staff risk assessments have identified some staff who are very vulnerable to COVID.
Most practices have been able to manage this within existing resources by reviewing
task allocation and rotas. However some have reported continued longer term
issues, specifically challenges offering face-to-face appointments for patients. If a
practice informs the CCG that without longer term financial support it would be
unable to meet core contractual requirements the CCG’s Primary Care Operations
Group will work with the practice to assess options and potentially provide financial
support covering the period from 1 September 2020 to 31 March 2021.

7.

Further Actions

PCN Clinical Director Funding
7.1.

The letter of 7 January indicated that further national funding will be provided to
Primary Care Networks and will be equivalent to increasing the PCN Clinical Director
time from 0.25WTE to 1WTE for January – March 2021. The guidance states this
funding may be used flexibly by PCN to support the leadership and management of
the COVID response. The CCG’s Executive Team have recommended this funding
should be received by Salford Primary Care Together as it is leading the delivery of
the COVID vaccination programme and many other aspects of the COVID response.

Minor Surgery & QOF
7.2.

The letter of 7 January states that the Minor Suirgery Direct Enhanced Service and
aspects of the Quality Outcomes Framework contract should be income protected for
the remainder of 2020/21.

Extended Access
7.3.

Finally the letter of 7 January delays the planned introduction of a new standardised
specification for extended access services into the Primary Care Network Directed
Enhanced Service. The letter states that this is not now anticipated before April
2022. From a Salford perspective this is a technical change associated with the
commissioning of the Salford Wide Extended Access Pilot (SWEAP). Salford’s
Primary Care Networks already have a good oversight of this service.

8.

Financial Implications

8.1.

Costs for elements of the proposals described in sections 4-7 are still being
developed, but they are currently estimated to equate to c£0.25m.

8.2.

The Primary Care Commission Committee has already recommended approval of
£1.2m to support COVID services November. This led to a material overspend
forecast for the fund, which was reported at c£1.8m in November.

8.3.

The totality of the two decisions, November and the recommendation in this paper,
results in a total investment of c£1.45m (M7-12) to support primary cares response to
the pandemic. The national funding envelope of (£0.74m) partially offsets, but there
is still a resultant financial pressure equating to c£0.71m.

8.4.

Whilst the availability of national funding will improve the financial forecast of the
Primary Care Integrated fund, there is still likely to be a significant financial pressure
of c£0.8m by the end of the year.

9.

Recommendations

9.1

Primary Care Commissioning Committee is asked to support the recommendations
described in the paper noting the investment described in section 8.

Harry Golby
Deputy Director of Commissioning

10.

ADDENDUM (12 February 2021)

10.1

The purpose of this Addendum is to provide additional information to members of the
Salford Primary Care Committee in respect of this paper.

10.2

An extraordinary meeting of the Salford PCN Collaboration Group was held on 2
February to discuss one element of this paper, para 7.1 as below.
PCN Clinical Director Funding
The letter of 7 January indicated that further national funding will be provided to
Primary Care Networks and will be equivalent to increasing the PCN Clinical Director
time from 0.25WTE to 1WTE for January – March 2021. The guidance states this
funding may be used flexibly by PCN to support the leadership and management of
the COVID response. The CCG’s Executive Team have recommended this funding
should be received by Salford Primary Care Together as it is leading the delivery of
the COVID vaccination programme and many other aspects of the COVID response.

10.3

The reason for the meeting was because each PCN Clinical Director had not been
clearly or directly consulted on the view of the CCG Executive Team which had been
recommended to the PCCC. Salford’s five PCNs, the Local Medical Committee
(LMC), Salford Primary Care Together and the CCG were represented at the
meeting.

10.4

It was the unanimous view of the five PCNs in Salford that the
recommendation in the paper was not appropriate as they felt the paper
suggested that Salford’s PCN Clinical Directors, managers and support staff
were not leading, nor actively managing, the vaccination programme across
Salford’s neighbourhoods which they argued was inaccurate.

10.5

It was acknowledged that Salford Primary Care Together were planning,
mobilising and delivering the majority of the community COVID vaccination
programme in Salford, with support from a wide range of others in the system.
However, each PCN Clinical Director gave examples of their involvement, in
recent weeks, in the leadership and management of the programme,
particularly in respect of their specific neighbourhood.

10.6

The Clinical Directors and the LMC representatives were unanimous in their
view that the funding should be allocated directly to the PCNs and that each
PCN should determine its use.

10.7

Everyone at the meeting agreed, moving forward, that there needed to be a
transparent system-wide overall approach to understand the financial flows
associated with the COVID vaccination programme and other services
provided by Salford Primary Care Together.

10.8

On 3 February, NHSE issued a further letter regarding ‘Freeing up practices
to support COVID vaccination’. This clarified that PCNs are eligible for this

further support payment where at least one Core Network Practice is signed
up to the COVID-19 Vaccination Programme Enhanced Service. The Ordsall
and Claremont PCN practices made a collective decision not to sign up to the
Enhanced Service and so the Committee needs to also consider an approach
to this. The CCG has asked the Greater Manchester Health and Care
Partnership for a view and a response in pending.
10.9

The Clinical Director for this PCN has advised that before the 7th Jan NHSE
letter, some of the PCN’s practices expressed an interest in signing up to
Enhanced Service in order to deliver the AstraZeneca vaccinations within their
own practice. This is anticipated to happen for one practice shortly.

10.10 In response to a query from the Chair of the Committee in relation to point 6.3
of the paper, the committee are advised that over the festive period the CCG
notified practices of the proposal to allocate further funding to practices so
that they could put staffing plans in place. This effectively pre-announced a
£57k allocation to practices. On 2 February, the PCN Clinical Directors were
advised of the full details of the proposed plan to allocate a total of £125k
across the 38 practices, along with associated draft guidance. Clinical
Directors were advised that they could share this information with practices,
but that it would not be formally confirmed until after a PCCC decision.
10.11 The Primary Care Commissioning Committee is asked to consider the
additional information contained within this addendum, alongside the original
paper and its recommendations.
10.12 To summarise, the paper to the PCCC dated 20th January 2020 included a
recommendation in relation to funding announced in the 7th Jan letter titled
‘Freeing up practices to support COVID vaccination’. The letter describes this
funding as PCN Clinical Director support and that this may be flexibly
deployed by PCNs to support the leadership and management of the COVID
response. The recommendation in the PCCC paper was that this funding
should be received by Salford Primary Care Together as it is leading the
delivery of the COVID vaccination programme and many other aspects of the
COVID response. The Salford CCG Chief Finance Officer offered further
explanation via email, including a preference to manage all COVID
vaccination costs and funding by one process. A decision by the PCCC was
deferred to allow further discussion between the CCG, Salford PCN Clinical
Directors and the LMC.
10.13 The Salford PCN Clinical Directors and the LMC unanimously and strongly do
not agree with the recommendation regarding PCN Clinical Director support
funding for the reasons included in this addendum and asks that the PCCC
takes this in to consideration.
10.14 The Committee is asked to note the conflict of interest of Primary Care
Commissioning Committee members and PCN Collaboration Group members
who are part of Salford GP practices.

10.15 Taking into account the additional information provided in this addendum, the
recommendation regarding PCN Clinical Director support is now that this
should be allocated directly to all five Salford PCNs and not allocated
directly to Salford Primary Care Together.
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Enabling Transformation
Purpose of Paper:
This paper outlines the recommendations for the 2021/22 Salford Standard Locally
Commissioned Service.
The Primary Care Commissioning Committee is asked to approve:
•
•
•
•

•

The 2021/22 Salford Standard contracting principles;
The recommended ‘Core Standard Requirements’ for 2021/22;
The recommended key performance indicators for 2021/22;
The recommendation that practices will be informed that the value of the
2021/22 Salford Standard contract will be communicated following the outcome
of a primary care budget prioritisation exercise, to be agreed at the May 2021
PCCC meeting;
That an initial payment is paid to practices in April 2021 to protect income.

Further explanatory information required
HOW WILL THIS BENEFIT THE
HEALTH AND WELL BEING OF
SALFORD RESIDENTS OR THE
CLINICAL COMMISSIONING
GROUP?
WHAT RISKS MAY ARISE AS A
RESULT OF THIS PAPER? HOW
CAN THEY BE MITIGATED?

The revised Salford Standard will provide a
framework that will address variation(s) of care
patients receive from primary care, as well as
supporting the delivery of an equitable service
to all patients.
That the proposed Salford Standard does not
have the desired effect and that variation and
inequalities do not reduce.

WHAT EQUALITY-RELATED RISKS
MAY ARISE AS A RESULT OF THIS
PAPER? HOW WILL THESE BE
MITIGATED?
DOES THIS PAPER HELP ADDRESS
ANY EXISTING HIGH RISKS FACING
THE ORGANISATION? IF SO WHAT
ARE THEY AND HOW DOES THIS
PAPER REDUCE THEM?
PLEASE DESCRIBE ANY POSSIBLE
CONFLICTS OF INTEREST
ASSOCIATED WITH THIS PAPER.

PLEASE IDENTIFY ANY CURRENT
SERVICES OR ROLES THAT MAY BE
AFFECTED BY ISSUES WITHIN THIS
PAPER:

The revised Salford Standard will support the
recovery of general practice in Salford following
the COVID-19 pandemic.

A working group was established to advice on
the contents of the Salford Standard in 2021/22.
Members of the working group were conflicted
because they work in Salford practices that will
sign-up to the contract. Conflicts were
acknowledged and managed in accordance
with CCG policy. Working Group members do
not have any decision making authority and the
Primary Care Operational Group reviewed all of
their recommendations.
All 38 GP practices in Salford

Footnote:
Members of Primary Care Commissioning Committee will read all papers thoroughly. Once papers are distributed no
amendments are possible.

Primary Medical Care Commissioning Principles
1. Salford will have the safest, most effective
healthcare and wellbeing system in England;
with consistently high quality service standards
and outcomes. These services should be
provided in a timely, equitable and person
centred way.
2. The PCCC will support general practice in
Salford to be an attractive place to work. This will
include encouraging and supporting general
practice to: embrace digital technology,
innovation and new ways of working; adapt, train
and up-skill the workforce to meet patient need;
reduce its carbon footprint; and work from
modern and fit for purpose premises. The PCCC
will consider the impact of commissioning
proposals upon bureaucracy and workload in
general practice and seek to minimise the
burden.
3. Investment decisions will focus on strengthening
capacity and improving access to general
practice (e.g. implementing additional roles
across primary care networks). The PCCC will
maximise opportunities to commission primary
medical services at scale where this is expected
to improve patient experience or be more
efficient and effective.
4. The PCCC will consider the evidence about local
health care needs and assets. In understanding
these, the PCCC will support primary medical
services in Salford to meet the needs of a
growing and increasingly diverse population.
This will include prevention, promoting patient
choice, inclusion, equality and support for
vulnerable groups. The PCCC will ensure
commissioning decisions improve the economic,
environmental and social wellbeing of the
Salford community.
5. The PCCC will ensure that general practice
services are commissioned from providers that
are able to demonstrate high quality, safe and
holistic care (in line with the Salford Standard),
which results in good outcomes for patients and
value for money for the NHS. The same
opportunities will not be available to providers
that are unable to demonstrate these attributes.
6. The CCG will connect, involve, empower and

Addressed in this paper?
Yes – Salford Standard aims to
improve quality

Yes – the Salford Standard invests
in general practice.

Yes – access KPI now incorporated
in the Salford Standard.

Yes – ‘Core Standard
Requirements’ include sustainability
and inequalities issues.

No

Yes – access KPI will require

engage the local population. The PCCC will take
into account patient views when making primary
medical services commissioning decisions.
7. The CCG will encourage and support primary
care networks to play a pivotal role within the
integrated care system, thus giving general
practice a strong voice. This will support the
improvement of patient pathways in secondary
and community services.
8. The PCCC will embrace opportunities to
commission primary medical services in an
integrated way where this has benefits for
patient care and helping people stay well, e.g.
through pooling budgets for health and social
care services, or commissioning community
services to be delivered on a neighbourhood
basis from multidisciplinary integrated teams.
9. The PCCC will consider new contracting
mechanisms when they are expected to improve
patient experience or be more efficient. This
includes practices working collaboratively in
primary care networks to deliver agreed
outcomes and to share resources such as staff
and back office services.
10. The CCG will proactively work with partners
(including primary care networks, Salford
Primary Care Together - as Salford’s GP
provider organisation, the Salford and Trafford
Local Medical Committee and the voluntary
sector) in a transparent and supportive manner.
11. The CCG, as a commissioner of primary medical
services, cannot assume responsibility for, or
become involved in, matters relating to the
management of GP practices (including practice
disputes and legal matters). However, action will
be taken where such matters affect patient care
and/or delivery of contractual requirements.
12. When commissioning decisions need to be
made regarding primary medical service
contracts, there will be full consideration of each
of the available options in order to determine the
approach that is most likely to meet the needs of
the population and most likely to deliver the
strategic ambitions of the Salford Locality Plan.
This may not always be re-procuring a ‘like for
like’ service.

practices to engage patients
Yes – there is a KPI for completion
at PCN level.

NA

NA

Yes – the LMC have participated in
the working group and are members
of PCOG and PCCC

NA

NA

Document Development
Process

Yes

Public Engagement
(Please detail the method i.e. survey, event,
consultation)

Not
Applicable



Has ‘due regard’ been given to Social Value and
the impacts on the Salford socially, economically
and environmentally?



Has ‘due regard’ been given to Equality Analysis
(EA) of any adverse impacts?
(Please detail outcomes, including risks and how
these will be managed)



Legal Advice Sought

Comments and Date

(i.e. presentation, verbal, actual report)

Outcome

However, Healthwatch have been
engaged in the development of the
Access KPI and patient engagement
will be a crucial element of this KPI.



Clinical Engagement
(Please detail the method i.e. survey, event,
consultation)

Presented to any informal groups or committees
(including partnership groups) for engagement or
other formal governance groups for comments /
approval?
(Please specify in comments)

No

A Salford Standard Working Group
was convened, which included GP,
practice nurse, practice manager and
LMC reps.
A key consideration was how the
Salford Standard can be used to
reduce inequalities. The 21/22
proposals also include a sustainability
core standard requirement.

The proposals presented in
this paper.

An EIA Screening Form was
completed and reviewed by the
Senior Engagement and Inclusion
Manager.

No risks identified.

The proposals have been shared with
the Salford Standard Implementation
Group, the Primary Care Operational
Group and the Salford GP Providers
Board.

Feedback will be considered
and acted upon as
appropriate. The Salford
Standard Implementation
Group will operationalise the
proposals.

Specific KPIs and core
standard requirements which
focus upon reducing
inequalities and sustainability.





Salford Standard Locally Commissioned Service 2021/22
1.

Executive Summary

As COVID-19 case numbers reduce and the rate of progress in delivering the vaccination
programme accelerates, the CCG has been considering the requirements for the 2021/22
Salford Standard Locally Commissioned Service.
This paper outlines some contracting principles for the approval of the Primary Care
Commissioning Committee (PCCC) and then goes on to describe and seek approval for a
set of ‘core standard requirements’ for practices to complete upon sign-up to the 2021/22
Salford Standard and a set of key performance indicators for practices to work towards
achieving.
The plans for agreeing the 2021/22 Salford Standard budget are described and the
proposed arrangements for asking practices to sign-up to the contract are outlined.
2.

Introduction

2.1

In January 2016, NHS Salford Clinical Commissioning Group’s Governing Body took
a decision to commission the Salford Standard Locally Commissioned Service (LCS)
from its member GP practices. The Salford Standard aimed to describe the quality of
care that all patients registered with a Salford GP practice should expect when
accessing primary medical care.

2.2

The Salford Standard has evolved since its introduction in 2016 and there have been
annual updates and iterations designed to improve health outcomes and to support
practices.

2.3

In January 2020, the Primary Care Commissioning Committee (PCCC) approved the
proposals for the 2020/21 Salford Standard LCS, including sign up requirements,
key performance indicators (KPIs) and the funding model for the financial year.

2.4

However, in response to the COVID-19 pandemic, practices were instructed to
cease working on the Salford Standard in March 2020 in order to release time to
support the response. Practices were informed that performance monitoring would
be suspended for 2020/21 and that payment would be based on previous
performance.

2.5

In September 2020, the PCCC approved proposals for practices to recommence
work on the Salford Standard from 1 October 2020, with a reduced set of KPIs that
were deemed to be important in the context of COVID-19. However, following that
decision, there was a steep rise in COVID-19 case numbers and at the November
2020 meeting, it was agreed that the Salford Standard monitoring and reporting
requirements would be suspended for the whole of 2020/21.

2.6

As we enter the spring, with reducing COVID-19 case numbers and a good rate of
progress in delivering the vaccination programme, the CCG has been reconsidering
the Salford Standard LCS for 2021/22. Due to several members of the CCG’s
Service Improvement Team being redeployed to COVID-19 related work, managerial

and clinical capacity to develop and consult upon the Salford Standard proposals
has been more limited than in previous years. Therefore, some of the proposals in
this paper have been made by individual managers in the organisation; however,
these have been tested and developed with wider stakeholders wherever possible.
In addition to this, a ‘working group’, which was formed in 2020 in order to make
recommendations for a planned October 2020 Salford Standard re-start, was
reconvened. The group consisted of CCG representatives, GPs, a practice nurse, a
practice manager and a LMC representative. The working group reviewed the KPIs
that had been agreed for October 2020 and made recommendations for
amendments. The group also agreed a set of ‘core standard requirements’ for
practices to complete upon sign-up to the 2021/22 Salford Standard.
2.7

This paper will outline the recommendations for the 2021/22 Salford Standard LCS,
for the approval of the PCCC.

3.

2021/22 Contracting Principles

3.1

CCG managers have proposed the following principles for the 2021/22 Salford
Standard contract:
• Income protection arrangements currently in operation to cease at the end of
March 21.
• Contracts to be issued as usual at the start of the financial year and practices to
be asked to sign-up.
• Entry criteria to be removed as there now needs to be a renewed focus on
levelling up across the city following COVID-19 and markers that have been
used in previous years (QOF and CQC) have not been in full operation in
2020/21.
• The payment structure still requires agreement, however, the current intention is
to revert to the previous model of a proportion of the budget allocated to ‘signup’, with the remainder to be linked to performance on the KPIs.
• A number of ‘Core Standard Requirements’ (CSRs) for practices to deliver linked
to the sign-up payment.
• A reduced set of priority KPIs, similar to those agreed for October 20, to be
monitored and reported from July 2021. As KPIs will only be reported / managed
for 9 months of the 12 month contract, targets and expectations to be amended
to reflect this where possible.

3.2

The PCCC is asked to approve these principles.

4.

Core Standard Requirements

4.1

Appendix 1 details the proposed ‘Core Standard Requirements’ (CSRs) that
practices will be expected to undertake following ‘sign-up’ to the 21/22 LCS.
Suggested CSRs were put forward by CCG managers and ratified by the Salford
Standard Working Group.

4.2

There are 6 CSRs in total and non-compliance with any CSR will result in 14% of the
budget allocated to the CSRs (the sign-up component) being clawed back upon
financial reconciliation at the end of the financial year. The exception to this is the
CSR regarding the review of positive COVID-19 tests. This work is of vital

importance and can help to prevent deaths and serious illness. For this reason, the
Salford Standard Group recommended applying a higher weighting to this CSR and
it is proposed that achievement of this requirement will be linked to 28% of the signup component.
4.3

The PCCC is asked to approve the recommended CSRs for 2021/22.

5.

Key Performance Indicators

5.1

Appendix 2 details the proposed key performance indicators (KPIs) that practices
will be financially incentivised to deliver in 2021/22. The proposals were suggested
and agreed by members of the Salford Standard Working Group, however the detail
of the KPIs is still being worked up and so the appendix is still in draft.

5.2

The proposals are broadly similar to the reduced set of KPIs that was approved by
the PCCC in September 2020 for an October re-start. These KPIs were thought to
represent priorities for general practice recovery following the pandemic. However,
some amendments have been recommended as follows:
Change
LTC28d – Long Term Conditions
(LTCs)
As well as incentivising practices to
undertake long term conditions
reviews for those patients most
vulnerable to the impact of COVID19, practices will also be asked to
review patients who have not
received a review for their long term
condition(s) since 1 April 2019.

Rationale
Data for 2020/21 shows that there is great
variation in the extent to which practices
have continued to offer LTC reviews and
that significant numbers of patients have
not received a review since April 2019.
This presents a clinical risk that patients
have not been reviewed and had their
treatment plans updated as appropriate.
When needing to prioritise re-instating
LTC reviews, alongside those judged as
being vulnerable to the impact of COVID19, this cohort seemed to be another
important group to target.

A performance / payment target will
be re-introduced. The Salford
Standard Working Group
recommended a 60% target.

For the October 2020 re-start, it was felt
that it would be too difficult to set a
performance target, however, as we come
out of the COVID-19 pandemic, it was
agreed that reducing the variation that has
emerged was important. The previous
75% target was agreed to be too
stretching given the difficulties that
practices will have in engaging some of
these ‘hard to reach’ patients. 60% was
felt to be more achievable, but sufficiently
stretching.

Whilst this will remain an annual KPI,
practices will be monitored against
quarterly performance benchmarks.

The CCG wishes to incentivise practices
to undertake review work throughout the
contract period and not leave it until the

end of the year, when there is a risk that
the NHS will be coming out of another
difficult winter. Whilst payment will be
linked to performance at the end of the
year, quarterly performance reports (from
the end of Q2) will assess practices
against quarterly performance
benchmarks (20% achievement at the end
of Q2 and 40% achievement at the end of
Q3). If the Salford Standard was to be
suspended again, the trajectory of
performance would be used to calculate
payment for this indicator.
MO1b - High quality consultation
recording for clinical encounters that
result in an antibiotic being
prescribed.
The recommendation was to remove
this indicator.

The Salford Standard Working Group
raised concerns that this KPI can be a
significant administration exercise for
practices at a time when practices are
stretched. There were also queries
whether the KPI actually makes a
difference in reducing prescribing. Some
alternative suggestions were made, but
due to lack of managerial capacity within
the medicines optimisation team, who are
heavily supporting the COVID-19
vaccination programme, the
recommendation is to remove this KPI
from the 2021/22 Salford Standard.

LD5.4 - Patients aged 14yrs+ on the
Learning Disability (LD) register to
have a LD Health check and provide
a Health Action Plan (HAP) where
appropriate.
The recommendation was to remove
this indicator.

The consensus of the Salford Standard
Working Group and the CCG LD leads
was that this KPI is now incentivised in
other ways (including via the Primary Care
Network Impact and Investment Fund and
via the QOF Improvement Domain), so it
was agreed to remove the KPI from the
2021/22 Salford Standard.

PORT6 - GP practices to report,
investigate and manage incidents,
including identifying lessons learnt,
using the Ulysses (previously Datix
/Insight) system.
The recommendation was to remove
this indicator.

The Salford Standard Working Group
agreed that whilst the reporting of
incidents and identification of lessons
learnt remains important, the quality of
work for this KPI in the past has been
variable and it has not always delivered
the intended outcomes. Therefore, it was
agreed that this workstream would be
taken forward by the CCG’s quality
improvement team outside of the Salford
Standard, perhaps with Primary Care
Networks taking on this work where

practices felt it was valuable.
AC2_E- Practices to have reviewed
the impact of the pandemic upon
practice appointment systems and
patient access to appointments,
making improvements and applying
learning as appropriate.
The recommendation was to include
a new access KPI for 21/22.

The COVID-19 pandemic has completely
changed practice appointment systems
and the ways that patients come into
contact with practices. It was thought to be
important to give practices some time to
review these changes and to plan for
improvements, with a particular focus
upon patient groups who might find the
new systems more difficult to access.

SE1 - To streamline referral
pathways, and ensure those waiting
for over 12 months for treatment, are
waiting appropriately.
The recommendation was to include
a new patient safety KPI for 21/22,

Given there are a high number of people
waiting over one year for their treatment, it
is a priority for the system to streamline
referral pathways, and ensure those
waiting, are waiting appropriately. To do
that process well, the role of general
practice will be key. There was a
recommendation to explore asking
practices to contribute to that process
within the Salford Standard as the system
moves towards recovery. This KPI is not
yet developed and would have to be
shared with practices ‘in year’ once the
proposals have been agreed.

5.3

In addition to the changes outlined in the table above, there have been some minor
amendments to the wording of the remaining medicines optimisation KPIs and the
safeguarding KPIs, however, none of these changes are material.

5.4

In addition to the ‘Incentivised KPIs’ which can be viewed on the first tab of Appendix
2, the CCG will also continue to ‘monitor’ some additional KPIs which had originally
been intended for the suspended 2020/21 LCS. These KPIs can be viewed on the
second tab of the appendix.

5.5

The PCCC is asked to approve the recommended key performance indicators for
2021/22.

6.

Finance

6.1

Prior to the May 2021 PCCC meeting, a primary care prioritisation exercise will be
undertaken. This will include engagement with representatives from Salford GP
practices. Prioritisation is required as there are new pressures on the primary care
budget (e.g. primary care COVID-19 services and COVID-19 vaccination delivery
costs not covered by the enhanced service).

6.2

It is recommended that practices are assured that there will be a Salford Standard
contract for 2021/22, but that the contract value will be decided following the

prioritisation exercise and approval of the whole primary care budget at the May
2021 PCCC.
6.3

It is recommended that in order to protect practice income for the first two months of
the financial year 2020/21, practices should receive payment equivalent to 2/12th of
what was paid to practices for the Salford Standard in 2020/21, with an additional
payment in June based on the outcome of the prioritisation exercise. Further
payments would be made on a quarterly basis.

6.4

The PCCC is asked to approve the recommendations that:
• Practices will be informed that the value of the 2021/22 Salford Standard
contract will be communicated following the outcome of a primary care budget
prioritisation exercise, to be agreed at the May 2021 PCCC meeting;
• An initial payment is paid to practices to protect income.

7.

Contracts

7.1

The Salford Standard is commissioned as a locally commissioned service, using the
NHS Standard Contract, alongside two appendices that are developed locally to
describe the requirements and KPIs.

7.2

The NHS Standard Contract has very recently been published and a decision will
need to be taken regarding whether practices are asked to sign-up with incomplete
information regarding the finance schedule or whether the CCG issues the
appendices in early April 2021 and asks practices to indicate their intention to ‘signup’ by completing and submitting a sign-up questionnaire, which will include making
commitments to work on the core standard requirements as described in section 4.
Once the finance schedules have been agreed in May 2021, a process would then
need to be established to ask practices to formally sign the 2021/22 contract.

8.

Next Steps

8.1

Subject to the recommendations of this paper being approved by the PCCC, next
steps will include:
• Keeping practices updated via the CCG’s GP Bulletin and the Practice Manager
Group.
• Finalising the draft contract appendices for 2021/22;
• Sharing the appendices with Salford practices and asking them to indicate their
intention to ‘sign-up’ by completing and submitting a sign-up questionnaire;
• Making arrangements for practices to be able to complete and submit sign-up
requirements;
• Further developing and consulting upon the finance recommendations and
obtaining approval for these at the May PCCC meeting;
• Operationalising the recommendations by working with CCG finance, contracting
and business intelligence colleagues, via the Salford Standard Implementation
Group.

9.

Recommendations

9.1

The Primary Care Commissioning Committee is asked to approve:
•
•
•
•

•

The 2021/22 Salford Standard contracting principles;
The recommended ‘Core Standard Requirements’ for 2021/22;
The recommended key performance indicators for 2021/22;
The recommendation that practices will be informed that the value of the 2021/22
Salford Standard contract will be communicated following the outcome of a
primary care budget prioritisation exercise, to be agreed at the May 2021 PCCC
meeting;
That an initial payment is paid to practices in April 2021 to protect income.

Anna Ganotis
Head of Service Improvement
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Salford Standard 2021/22 – Core Standard Requirements
CORE STANDARD REQUIREMENTS
Domain

Standard

Code

Requirement

CSR22

An Equality Strategy for Salford is being developed. Six focus groups, led by the local voluntary and charity sector have involved
people from a wide variety of diverse groups. They have indicated to feel more equal people want to:
•
be represented in decision-making and have their difference valued,
•
have physical and digital access to services,
•
have input to service delivery, including standards,
•
be communicated with in the right language and format
Upon signing-up to the 2021/22 Salford Standard, practices will be asked to commit to supporting the Equality Strategy for
Salford. It is not expected that this will result in any specific immediate additional actions for individual GP practices and any
actions will be jointly agreed in partnership with general practice.

Vulnerable
Groups

<NAME OF GP PRACTICE> agrees that inequalities in Salford is an important issue to address and commits to work with
stakeholders as local plans are developed.

Inequalities
CSR23

Signed <GP> Date <…>
The aspiration is that the proportion of practice patients with no ethnicity code on their records (ETH03) should be close to 0%
by the end of Q4, however it is acknowledged that this will not be realistic for those patients who do not contact the practice
during 2021/22. As part of the sign-up process, practices will be asked to confirm that they have an internal process established
to collect ethnicity data for new patients and existing patients who come into contact with the practice.
In Q4 2021/22, the CCG will review Q3 ETH03 data and where a practice has not made any progress towards achieving the
standard, the CCG will request evidence of the internal processes that have been established and for evidence to explain why
good progress has not been made. Where the CCG is not satisfied by the evidence provided, 14% of the sign-up payment will
be clawed back.
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CSR24

Upon sign-up to the Salford Standard, practices will be asked to confirm their commitment to collecting and recording
information regarding ‘protected characteristics’ under the Equality Act 2010 (age, disability, gender reassignment, marriage &
civil partnership, race, religion or belief, sex, sexual orientation) for all new patients registering with the practice.
At the end of Q3 2021/22, practices will be asked to submit evidence that they are now capturing the required information
(e.g. a copy of the practice’s new patient questionnaire).
The CCG will work with practices already delivering this requirement to ensure that good practice guidance is shared.
Upon sign-up to the Salford Standard, each practice will be asked to provide a declaration to provide assurance that a process
is in place, in line with the oximetry@home guidance. The guidance includes:

Safety &
Experience

- Practices having a DAILY process in place for reviewing positive COVID-19 cases
- Making contact with positive cases on a daily basis
- Referring patients to COVID-19 services as appropriate
- Referring all at risk patients to oximetry@home for monitoring
- Following up high-risk patients who refuse referral to oximetry@home
COVID-19

CSR25

Where concerns are raised that practices are not meeting these guidelines, the CCG will ask the practice to share evidence that
they have appropriate processes in place. Where the CCG is not satisfied by the evidence provided, 28% of the sign-up payment
will be clawed back.

CSR25 Oximetry at
Home Guidance.docx

Business
Management

Business
Continuity /
resilience
plans

Upon sign-up to the Salford Standard, each practice will be asked to confirm their commitment to reviewing, updating and
discussing with peers their business continuity plan, in the light of the learning from the COVID-19 pandemic. The Business
Continuity Plan Checklist will support practices with this review.
CSR26
Business Continuity
Plans FINAL.docx

Appendix 1 - Salford Standard Locally Commissioned Service 2021/22
By the end of Q1, each practice to complete and submit Salford Standard Energy Use Template (template to be updated).
Sustainability

CSR27
Salford Standard
Energy Use Template

Non-compliance / non-submission of any of the Core Standard Requirements will result in 14% of the sign-up payment being clawed back early in 2022/23. The exception to
this is CSR25, where non-compliance will result in 28% of the sign-up payment being clawed back.

2021/22 KPIs - DRAFT
Domain

Standard

1

Holistic Care

Long Term
Conditions

Outcomes
Ensure systems are in place to provide a clinically comprehensive holistic annual review for
all patients with a LTC most at risk from COVID-19* (including patients diagnosed with either
breast or prostate cancer in the last 5 years). This includes the following cohorts of patients:
•
•

Measure Code
LTC28c d

Measure

Threshold

Monitoring

Business Rules

Exclusions

Numerator: No. of LTC patients with a LTC Annual Review

Annual threshold >=60%
There will be quarterly benchmarks which practices will be performance managed against.
Should the Salford Standard be suspended mid-year, payment will be calculated against
trajectory

Combined LTC Register
DENOMINATOR :
Q44 QOF Registers for Asthma, COPD, Diabetes, CKD>3, Stroke,
Ischaemic Disease, Breast and Prostate Cancer <5y)
Aged >18y

QOF Palliative care patients

Denominator: Total no. of Patients with a LTC*

SNOMED-CT-CTcoded data will inform the number of
patients with a LTC and an annual review

*Completion of an annual review in 2021/22 for all LTC patients who haven’t had a review since 1st April 2019
and all high risk LTC patients

All high risk patients to have had a review since 1st April 2021
All other LTC patients who haven’t had a review since 1st April 2019

*This is new cohort of patients and has been updated on Informatica. Note the change to the
measurement code LTC28d.

2

Drug Monitoring

Meds
Optimisation

Drugs to be monitored in line with shared care protocol or local monitoring guidance for each
drug

MO2

Numerator: Number of patients on immunosuppression and DMARD drugs flagged as having their
drugs appropriately monitored on the Eclipse Live system at the end of the quarter (i.e. June 2021,
September 2021, December 2021 and March 2022). Performance on immunosuppressants and DMARDs
will be aggregated to one measure. Appropriately monitored defined as no alerts being triggered within
the following domains: Admission Avoidance and Monitoring. Alerts within Eclipse are categorised into
Red, Amber and Blue. (Red being of the highest priority).

Q2: 20%
Q3: 40%
Q4: 60%

WITH
NUMERATOR
816421000000101 Chronic disease annual review
170559008 Chronic disease - default from follow-up
888461000000107 Chronic disease management annual review completed
>01/04/2021 - 31/03/2022

Compliance with standard 4 out of 4 Quarters - 100% payment made
Compliance with standard 3 out of 4 Quarters - 75% payment made
Compliance with standard 2 out of 4 Quarters - 50% payment made
Compliance with standard 1 out of 4 Quarters - 25% payment made
Compliance with standard 0 out of 0 Quarters - 0% payment achieved

Quarterly - using NHS Digital Advice and Guidance
System and monitoring results as recorded on GP
clinical systems.

Practice level targets are available on the extranet.

Period: 01/04/2021 - 31/03/2022.

Denominator: Total number of patients on immunosuppression and DMARD drugs at the end of the
quarter (i.e. June 2021, September 2021, December 2021, March 2022) recorded via the GP clinical
system extracted via Eclipse Live system. Drugs defined as:

Comments for 21/22

LTC28c has been updated to LTC28d. KPI includes all high risk patients +all other
LTC patients who haven’t had a review since April 2019. This will be an annual
- Patients identified as End of Life will not be included, but must target, but their will be quarterly benchmarks which practices will be performance
managed against and should the SS be suspended mid-year, payment will be
be exception reported.
- Patients diagnosed with either breast or prostate cancer more calculated against trajectory (thus incentivising practices to prioritise the work
earlier in the year).
than 5 years
- Where patients are excluded from an indicator on the criteria of
3 refused invitation practices must evidence more than one type
of media used to contact patient and the annual review moved
forward a year.

Diabetes patients with the latest HbA1c =75 or above
Diabetes patients without a HbA1c <12m
CKD Register with the latest stage of 4 recorded and latest eGFR result
=<30
CKD Register with the latest stage of 5 recorded and latest eGFR result
=<30
QOF Risk Registers (CHD, Heart Failure, Stroke, Diabetes Mellitus,
N/A

N/A

Updates to wording to reflect the 21/22 position

N/A

N/A

Minor updates to wording.

Total number of patients on
immunosuppressant/DMARDs will be cross referenced
with Informatica (data extracted from GP clinical
system).

Immunosuppressants
• Mercaptopurine
• Azathioprine
• Ciclosporin
• Hydroxycarbamide
• Sirolimus
• Tacrolimus
• Mycophenolate mofetil
DMARDs
• Hydroxychloroquine
• Leflunomide
• Methotrexate
• Penicillamine
• Sulfasalazine
Antibiotic Reduction Sustained reduction of inappropriate antibiotic prescribing in primary care and evidence of
antimicrobial stewardship quality standards

MO1a

Numerator: Number of prescription items for antibacterial drugs (BNF 5.1) against the practice P/Y
code
Denominator: Total number of Oral antibacterials (BNF 5.1 sub-set) ITEM based Specific Therapeutic
group Age-Sex Related Prescribing Unit (STAR-PUs)

CV to clarify as this is just a one year contract, does the threshold date
requiring updating where it reads year 3 ??

A reduced payment is available for practices that don’t meet the national target (0.965) but do Data will be collected monthly (runs 6 weeks behind)
meet the annual improvement targets set to locally get them to the national target by the end of Practice performance will be reported quarterly on the
Year 3.
performance dashboard
- For practices who did not originally have an annual improvement
target when this was introduced in 2019/20, but ended year 1 (19/20)
>0.965 items/STAR-PU. An improvement target will be set.
Year-end position is:
• Less than or equal to 0.965 items/STAR-PU = 100% payment
• >0.965 items per STAR-PU but meets in year improvement target (Year 2) = 70% payment
• >0.965 items per STAR-PU but does not meet in year 2 improvement target = 0% payment
• >0.965 items per STAR-PU but commenced the year with <0.965 items per STAR-PU = 70%
payment subject to prescribing lead review
Final indicator period on which payment is based:
Year 3 - As soon as possible after Q4 2021/22

MO1c:

Numerator: Number of prescription items for BNF 5.1.1.3 (sub-section co-amoxiclav), BNF 5.1.2.1
The number of co-amoxiclav, cephalosporins and quinolones is less than or equal to 10% of the Period: 01/04/2021 - 31/03/2022.
(cephalosporins) and BNF 5.1.12 (quinolones) in the previous 12 months against the practice P/Y code total number of selected antibiotics prescribed in primary care against the practice P/Y code.
Quarterly via monthly antibiotic epact 2 national monitoring
dashboard reports
Denominator: Number of antibiotic prescription items for BNF 5.1.1; 5.1.2.1; 5.1.3; 5.1.5; 5.1.8; 5.1.11;
5.1.12; 5.1.13 prescribed in the previous 12 months against a practice P/Y code
Year-end position is:
• Less than or equal to 10% = 100% payment
Numerator divided by denominator. The computed figure is extracted from the Antibiotic epact 2
• Greater than 10% = 0% payment
national monitoring dashboard

Minor updates to the wording
CV to clarify as this is just a one year contract, does this requiring updating where
it reads year 3 and year 2??

Final indicator period on which payment is based:
- As soon as possible after Q4 2021/22

4
Safeguarding

Embedding
All General Practices to engage with and embed the IRIS project to support Domestic Abuse
Safeguarding within Identification
all GP Practices

Safeguarding
Reports

SG13_P E

All practice staff (GPs, clinical and non-clinical) to complete appropriate Safeguarding
Training

SG14_P E

Completion of MARAC requests and requested Initial case conference reports, submitted
within the requested timescale on the GP initial case conference report proforma and to an
agreed standard.

SG15_P E

Practice to:
• Become an IRIS Practice
• 80% of staff (all clinical and non-clinical) to complete training (refresher training every 3 years)
• To engage with the project and submit IRIS referrals as appropriate
• To display IRIS posters and leaflets for patients to access
• Where patient presents with potential domestic abuse (health indicator / disclosure / injury / bleeding) ensure
that patients are asked about Domestic Abuse and offered support as appropriate

80% of staff trained

All practice staff (GPs, clinical and non-clinical) to complete appropriate Safeguarding Training.

Training requirements as follows:

• Submission of IRIS referrals (minimum of 1 referral to IRIS per quarter and practice to
exception report if no referrals submitted)
• Evidence of applying Read code ‘Referral to domestic violence advocate’ when referral
submitted

• 85% of all staff (clinical and non-clinical) to complete mandatory Adult Safeguarding Training
every 3 years (this will include Level 3 Adult Safeguarding Training for appropriate staff)
• 85% of all staff (clinical and non-clinical) to complete mandatory Level 2 Children’s
Safeguarding Training every 3 years
• 85% of all GPs, Advanced Nurse Practitioners and Practice Nurses to complete Level 3
Children’s Safeguarding Training (Parts 1 and 2) every 3 years
• 85% of all GPs, Advanced Nurse Practitioners and Practice Nurses to complete MCA / DOLS
training
• 85% of all GPs, Advanced Nurse Practitioners and Practice Nurses to complete Prevent
training
• 85% of all GPs, Advanced Nurse Practitioners and Practice Nurses to complete Looked After
Children training

Reports completed and submitted by the practice following the request from the Safeguarding Team within
timescale and practices should use the current report pro-forma and guidance developed by the Safeguarding
Team for undertaking the report.

MARAC: Quarterly, £15 per report completed and submitted within required timescale, plus £10
per report for all reports where all requested reports in a quarter are submitted within the
required timescale.
Child protection case conference reports: Quarterly, £35 per report completed and submitted
within required timescale, plus an annual payment (an additional 35% payment) where a sample
of practice reports pass the quality threshold set by Safeguarding.

Annual review of completion of training and referrals via
Safeguarding Team Database
SNOMED-CT code audit of HARKS Read code applied to
patient records when asked about Domestic Abuse
(Referral to domestic violence advocate 431719007)

N/A

N/A

Slight amendments made to remove the requirement of this KPI to Implement
HARKS on Vision / EMIS

Annual review of completion of training via Safeguarding
Team Database

N/A

N/A

Minor updates to the wording

Review of practice submissions of MARAC reports in the
required timescale monitored by the Safeguarding Team
and recorded via Safeguarding database;

N/A

N/A

No change.

Review of practice submissions by the CCG

N/A

N/A

New KPI for 21/22

TBC

TBC

TBC

New KPI TBC - Given there are a high number of people waiting over one year for
their treatment, it is a priority for the system to streamline referral pathways, and
ensure those waiting, are waiting appropriately. To do that process well, the role of
general practice will be key. We may explore asking practices to contribute to that
process within the Salford Standard as we move towards recovery. Further details
will follow once agreed

Review and submission of requested child protection case
conference reports in the required timescale monitored by
the Safeguarding Team and recorded via Safeguarding
database;
Quality assurance of child protection case conference
reports and completion of the correct pro-forma monitored
by the safeguarding Team and recorded on the database.

Practices to have reviewed the impact of the pandemic upon practice appointment systems
and patient access to appointments, making improvements and applying learning as
appropriate.
8
Access

AC2_E

Access to Primary
Care Medical
Services

Q2 - By the end of August 2021:
This is a quarterly KPI and practice achievement will assessed as GREEN (a submission made
- Each practice to have reviewed practice and submitted a report in line with the guidance shared with practices by the stated deadline, that meets the guidance) or RED (no submission made before the
deadline or a submission that does not meet the guidance)
Q3 - By the end of November 2021:
- Each practice to have developed and submitted anaction plan, with clear actions, action owners and deadlines
Q4 - By the end of February 2022:
- Each practice to compile and submit an update report which details the progress made in 21/22 and next
steps.
More detailed guidance to follow.

9
Safety &
Experience

Patient Safety

To streamline referral pathways, and ensure those waiting for over 12 months for treatment,
are waiting appropriately.

SE1

TBC

TBC

2020/21 KPIs
Domain
1

Standard
Holistic Care

Long Term
Conditions

Holistic Care

Outcomes

Measure Code
2019/20

Weight

Ensure systems are in place to provide a clinically comprehensive holistic
annual review for all patients with a LTC (including patients diagnosed with
either breast or prostate cancer in the last 5 years). Patients may require a 6
monthly review where necessary but this is not a key performance indicator.

LTC28a

2

Ensure systems are in place to provide a clinically comprehensive holistic
annual review for all patients with a LTC most at risk from COVID-19*
(including patients diagnosed with either breast or prostate cancer in the last
5 years)..

LTC28c

Diabetes - Treatment Reduce the incidences of poorly controlled diabetes

2020/21 Threshold

Monitoring

Business Rules

Exclusions

Numerator: No. of LTC patients with a LTC Annual Review

≥75% = Green - Achieved: payment made

SNOMED-CT-CTcoded data will inform the number of
patients with a LTC and an annual review

Combined LTC Register
DENOMINATOR :
Q44 QOF Registers for Asthma, COPD, Diabetes, CKD>3, Stroke,
Ischaemic Disease, Breast and Prostate Cancer <5y)
Aged >18y

QOF Palliative care patients

Pro-forma submission.

Combined LTC Register
DENOMINATOR :
Q44 QOF Registers for Asthma, COPD, Diabetes, CKD>3, Stroke,
Ischaemic Disease, Breast and Prostate Cancer <5y)
Aged >18y

Denominator: Total no. of Patients with a LTC
Completion of an annual review 2020/21 for patients with a LTC
2

Numerator: No. of LTC patients with a LTC Annual Review
Denominator: Total no. of Patients with a LTC*

SNOMED-CT-CTcoded data will inform the number of
patients with a LTC and an annual review

WITH

LTC30

3

Long Term
Conditions

Numerator: Number of patients with a HbA1C of 90mmol or above, reduced by 10% of their HbA1C
measurement

≥20% = Green - Achieved: payment made

Read coding via clinical system

Denominator: Number of patients with a HbA1C of 90mmol or above
Snapshot will be taken on 01/04/20202021

Frailty Management Improve the clinical diagnosis of frailty for those aged 65 and over.

5
Vulnerable
Groups

Completion and submission of pro-forma detailing actions planned and taken to progress KPI in
Q3 and Q4.

Completion of an annual review 2020/21 for patients with a LTC

*This is new cohort of patients and has been updated on Informatica. Note
the change to the measurement code LTC28c.

1

Measure

LTC33

3

Application of the eFI and clinical frailty score SNOMED_CT coding via clinical system..

Patients aged 14yrs+ on LD register to have an LD Health check and provide
a Health Action Plan (HAP) where appropriate

LD5.4

2

Numerator: Number of patients aged 14yrs+ on LD register who have an LD health check

≥75% = Green - Achieved: payment made

Denominator: Number of patients aged 14yrs+ on LD register

*threshold to be reviewed

Ensure patients on the SMI register receive a full annual physical health
check

SMI1

Numerator: No. of patients on the SMI register who have received a comprehensive physical health check
(i.e. all six elements)

≥75% = Green - Achieved: payment made (75%), ≥ 85% Green - payment made (100%).

2

- Patients identified as End of Life will not be included,
but must be exception reported.
- Patients diagnosed with either breast or prostate
cancer more than 5 years
- Where patients are excluded from an indicator on the
criteria of 3 refused invitation practices must evidence
more than one type of media used to contact patient
and the annual review moved forward a year.
407569005 Patient on maximal tolerated therapy for
diabetes (finding)

WITH
NUMERATOR
1019431000000105 HbA1c level HbA1c level (Diabetes Control and
Complications Trial aligned)
OR
269823000 H
l bi A1C di b ti
t li t
t ti
Decrease in the volume of patients with a recorded predicted frailty of moderate and severe and
A base line will be taken (01:04:2020) of the patients with a Total
QOF Palliative Care Register
number of patients =>65+ years with a Rockwood Score
increase the volume of patients with a recorded Clinical Frailty Score from the baseline at quarter predicted frailty of moderate and severe and patients with a (AKA Canadian Study of Health and Aging Clinical Frailty Scale score 1086621000000100 (situation) Frailty assessment
declined
recorded clinical frailty score of moderate and severe.
2 and quarter 4 = Green - Achieved: payment made
) >=5
1086631000000103 (finding) Unsuitable for frailty
SNOMED_CT coding via clinical system
763264000 Canadian Study of Health and Aging Clinical Frailty Scale assessment
score (observable entity)
1985811000006117 Rockwood clinical frailty scale
(no timeframe)

Learning Difficulties
and ASC

Severe Mental
Illness

NUMERATOR
816421000000101 Ch i di
l
i
QOF Diabetes register
Latest HbA1c >=90mmol
(01/04/2019 - 31/03/2020)(01/04/2020 - 31/03/2021) ???
DENOMINATOR

- Patients identified as End of Life will not be included,
but must be exception reported.
- Patients diagnosed with either breast or prostate
cancer more than 5 years
Wh Palliative
ti tcare patients
l d df
i di t
th
QOF

QOF LD Register
Aged > 14y
(DENOMINATOR)
WITH
9HB5. Learning disabilities annual health assessment OR
9HB6. Learning disabilities annual health assessment
declined
> 01/04/2017 22 ??
(NUMERATOR)

QOF palliative care patients

Read coding via clinical system

SNOMET-CT coding via clinical system

(Must have all 6 elements of a physical health check recorded)

QOF Palliative care patients

QOF Mental Health Register
(DENOMINATOR)

Denominator: No. of patients on the SMI register

NUMERATOR
01/04/2020 - 31/03/2021 01/04/2021 - 31/03/2022
WITH
As per the shared care protocol, patients commenced on atypical
antipsychotics will, for the first 6 weeks of treatment, have their physical
health monitoring addressed by secondary care mental health services.
Thereafter this responsibility transfers to primary care

SMI2

1

Denominator: No. of patients commenced on an atypical antipsychotic who have been monitored as per the ≥75% = Green - Achieved: payment made
standard for their physical health monitoring

SNOMET-CT coding via clinical system

Numerator: No. of patients commenced on an atypical antipsychotic

QOF Mental Health Register
Current prescriptions of atypical antipsychotics
(DENOMINATOR)

QOF Palliative care patients

WITH

6

Health Improvement All high risk eligible patients aged 40-74 years to be offered and complete a
health check

PH22

3

Public Health

Numerator: No. of NHS Health Checks offered and completed high QRisk3 >10, vulnerable ethnicity and
mental health conditions
Denominator: Total no. of eligible 40-74 yr olds with high QRisk2(3) >10, vulnerable ethnicity and mental
health conditions

Screening (national) Practices to follow up DNAs and non responders by promoting the uptake of
cervical screening to 25-49 yrs = 3 yearly, 50-64yrs = 5 yearly

PH13

1

Numerator: No. of women aged 25 - 49yrs recorded as DNA or non responder to cervical screening given
advice re screening or coded as declined screening in the last 3 yrs and No. of women aged 50-64yrs
recorded as DNA or non responder to cervical screening given advice re screening or coded as declined
screening in the last 5 years.

2 year rolling target - 50% year 1 (2019/20), 2021/22 year 2 (80% and 95% targets) = Green

SNOMED-CT coding via clinical system

Completion of NHS Health Check from the total high risk eligible
80% Green – Achieved, payment made (75%).
95% Green – Achieved, payment made (100%).

>=75% = Green - Achieved; payment made

SNOMED-CT coding via clinical system

885271000000107 (procedure) Antipsychotic medication physical
health check
705140004 (situation) Physical health assessment declined
> 01/04/2020 21
(NUMERATOR)
(DENOMINATOR)
Patients aged >40 years-<75y
MUST HAVE one of the following CVD High Risk codes WITH A
VALUE OF >10% EVER:
166741000000109 |Joint British Societies cardiovascular disease risk
greater than thirty percent over next ten years (finding)
166731000000100 Joint British Societies cardiovascular disease risk
greater than twenty percent up to thirty percent over next ten years
(finding)
166721000000102 Joint British Societies cardiovascular disease risk
ten percent to twenty percent over next ten years (finding)
752451000000100 Cardiovascular disease risk assessment by third
party (procedure)
450759008 Framingham coronary heart disease 10 year risk score
(observable entity)
809311000000105 Joint British Societies cardiovascular disease risk
score (observable entity)
1086491000000104 Dundee Coronary Risk Disk score (observable
entity)
763244005 QRISK cardiovascular disease 10 year risk calculator
score (observable entity)
718087004 QRISK2 cardiovascular disease 10 year risk score
(observable entity)
Females aged =>25 years <49 years
DENOMINATOR :
NUMERATOR
WITH

Denominator: No. of women aged 25 - 49yrs recorded as DNA or non responder to cervical screening in
last 3 yrs and total no. of women aged 50-64yrs recorded as DNA or non responder to cervical screening in
the last 5 years

275982002 Cervical smear non-responder (finding)
201761000000101 Did not attend cervical smear (finding)
AND

Practices to follow up DNAs and non responders by promoting the uptake of
bowel screening every 2 years to all patients aged 60-74yrs

PH17

1

Numerator: No. of patients aged 60-74 yrs recorded as DNA or non responder to bowel screening given
advice re screening or coded as declined screening in the last 2 years
Denominator: No. of patients aged 60-74yrs recorded as DNA or non responder to bowel screening in the
last 2 years

>=75% = Green - Achieved; payment made

SNOMED-CT coding via clinical system

Aged > 60-74years
WITH
373251000000108 No response to bowel cancer screening
programme invitation (finding)
DENOMINATOR
NUMERATOR
AND

QOF
QOF
QOF
QOF
QOF
QOF
QOF
QOF
QOF

Pallative Care Register
Atrial Fibrillation Register
CHD Register
CKD Register
Diabetes Register
Heart Failure Register
Hypertension Register
PAD Register
Stroke/TIA Register

OR
<<238076009 Primary hypercholesterolemia (disorder)
OR
Statins (current drugs used in Hyperlipidaemia)

QOF Pallative Care Register
OR
with any of the codes below: (indicates complete
removal of the cervix)
<<447771005 Abdominal hysterectomy and excision of
periuterine tissue (procedure)
<<302190000 Abdominal hysterectomy and right
salpingo-oophorectomy (procedure)
<<309879006 Abdominal hysterocolpectomy
(procedure)
<<180055000 Anterior exenteration of pelvis
(
d )
QOF
Palliative
Care Register
758851000000101 Not eligible for bowel cancer
screening programme (finding)

PRIMARY CARE COMMISSIONING COMMITTEE
PART I
AGENDA ITEM NO: 3c
Item for: Decision/Assurance/Information (Please underline and bold)
30 March 2021
Report of:

Sam Glynn-Atkins

Date of Paper:

January 2021

Subject:

Primary Care Interpretation & Translation
Services Review Update and
Procurement Options

In case of query
Please contact:

Stephanie Pearson
Stephaniepearson1@nhs.net

Strategic Priorities:

Please tick which strategic priorities the paper relates to:



Quality, Safety, Innovation and Research
Integrated Community Care Services (Adult Services)
Children’s and Maternity Services



Primary Care



Enabling Transformation

Purpose of Paper:
This paper is presented to Primary Care Commissioning Committee (PCCC) to provide an
update on the agreed recommendations from the primary care interpretation & translation
review paper which was presented to PCCC in March 2019. The recommendations were:
• Re-profile the service model to achieve more balance between face to face and
telephone interpreting (in line with safeguarding guidance)
• Future contracting – the CCG to ensure that Service Level Agreements are in place
with the current providers.
• Engagement exercise – to enhance feedback and support ongoing service
improvement.
• Performance monitoring – the CCG to meet with the suppliers on a quarterly basis
to review the service performance and address any concerns.
This paper sets out the action taken since the previous report and the future options for the
interpretation and translation services within Salford, including how it has been impacted by
COVID-19 and suggestions for further service improvement are provided.

Page 1 of 24

RECOMMENDATION OF THIS PAPER:
Primary Care Commissioning Committee is asked to note the contents of this paper and
approve the following outlined recommendations detailed in section 9.
Approve the plan to re-profile the service model – the CCG would take forward the
recommendation to re-profile the service model to publicise use of using telephone
interpretation unless in exceptional circumstances.
Approve the plan to consider joint commissioning opportunities – the Service Improvement
Team would develop a Primary Care Interpretation & Translation Service Review Project
Group which would include representation from the Service Improvement Team,
Contracting Team and Finance Team to consider the new arrangements from May 2021
and explore the potential of a joint council and CCG commissioned service.
Agree to the requirement for new commissioning projects to include translation needs as
part of the commissioned contract.
Approve the plan to provide training on the use of interpretation and translation services
primary care non-English speaking awareness training – The Service Improvement Team
would schedule a training session as described in section 5.12 which will be delivered biannually for GP reception staff and clinicians to educate practices on how to communicate
with the non-English speaking community and raise awareness of what interpretation
services are available and how to use them.

Further explanatory information required
HOW WILL THIS BENEFIT THE
HEALTH AND WELL BEING OF
SALFORD RESIDENTS OR THE
CLINICAL COMMISSIONING
GROUP?

WHAT RISKS MAY ARISE AS A
RESULT OF THIS PAPER? HOW
CAN THEY BE MITIGATED?
WHAT EQUALITY-RELATED RISKS
MAY ARISE AS A RESULT OF THIS
PAPER? HOW WILL THESE BE
MITIGATED?

The proposals in this paper will ensure that
potentially vulnerable people will have the same
access to healthcare services as everyone in
Salford. These services ensure that people
have prompt access to the services they need,
they ensure that their health and wellbeing
needs are addressed promptly in the right
place, reducing the reliance on urgent and
emergency services, ultimately improving the
patient experience.
None.

NHS Salford CCG is committed to providing
high quality, equitable, effective healthcare
services that are responsive to all patients’
needs. Interpreting ensures that the NHS
meets its obligation to reduce inequalities. This
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paper proposes options to ensure that all
people in Salford can have access to
healthcare.
DOES THIS PAPER HELP ADDRESS
ANY EXISTING HIGH RISKS FACING
THE ORGANISATION? IF SO WHAT
ARE THEY AND HOW DOES THIS
PAPER REDUCE THEM?

If people are not able to access healthcare
services due to limitations in their ability to
communicate with their healthcare professional,
this will expose them to increased risk of:
•
•
•
•
•

Missed appointments
Ineffective and wasted consultations
Delayed/misdiagnosis
Reliance on emergency services
Preventable deaths

Safeguarding – increased reliance on family
members and friends. Legislation states that
using family members, friends and other
patients for interpreting is highly inappropriate
and lends itself to a degree of risk e.g. safety
concerns, patient confidentiality, inappropriate
admissions, lack of informed consent.
PLEASE DESCRIBE ANY POSSIBLE
CONFLICTS OF INTEREST
ASSOCIATED WITH THIS PAPER.

None.

PLEASE IDENTIFY ANY CURRENT
None.
SERVICES OR ROLES THAT MAY BE
AFFECTED BY ISSUES WITHIN THIS
PAPER:
Footnote:
Members of Primary Care Commissioning Committee will read all papers thoroughly. Once papers are distributed no
amendments are possible.

Primary Medical Care Commissioning Principles Addressed in this paper?
1. Salford will have the safest, most effective Yes
healthcare and wellbeing system in England;
with consistently high quality service standards
and outcomes. These services should be
provided in a timely, equitable and person
centred way.
2. The PCCC will support general practice in Yes
Salford to be an attractive place to work. This will
include encouraging and supporting general
practice to: embrace digital technology,
innovation and new ways of working; adapt, train
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3.

4.

5.

6.

7.

8.

and up-skill the workforce to meet patient need;
reduce its carbon footprint; and work from
modern and fit for purpose premises. The PCCC
will consider the impact of commissioning
proposals upon bureaucracy and workload in
general practice and seek to minimise the
burden.
Investment decisions will focus on strengthening
capacity and improving access to general
practice (e.g. implementing additional roles
across primary care networks). The PCCC will
maximise opportunities to commission primary
medical services at scale where this is expected
to improve patient experience or be more
efficient and effective.
The PCCC will consider the evidence about local
health care needs and assets. In understanding
these, the PCCC will support primary medical
services in Salford to meet the needs of a
growing and increasingly diverse population.
This will include prevention, promoting patient
choice, inclusion, equality and support for
vulnerable groups. The PCCC will ensure
commissioning decisions improve the economic,
environmental and social wellbeing of the
Salford community.
The PCCC will ensure that general practice
services are commissioned from providers that
are able to demonstrate high quality, safe and
holistic care (in line with the Salford Standard),
which results in good outcomes for patients and
value for money for the NHS. The same
opportunities will not be available to providers
that are unable to demonstrate these attributes.
The CCG will connect, involve, empower and
engage the local population. The PCCC will take
into account patient views when making primary
medical services commissioning decisions.
The CCG will encourage and support primary
care networks to play a pivotal role within the
integrated care system, thus giving general
practice a strong voice. This will support the
improvement of patient pathways in secondary
and community services.
The PCCC will embrace opportunities to
commission primary medical services in an
integrated way where this has benefits for
patient care and helping people stay well, e.g.
through pooling budgets for health and social
care services, or commissioning community

Yes

Yes

Yes

Yes

No

Yes
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services to be delivered on a neighbourhood
basis from multidisciplinary integrated teams.
9. The PCCC will consider new contracting
mechanisms when they are expected to improve
patient experience or be more efficient. This
includes practices working collaboratively in
primary care networks to deliver agreed
outcomes and to share resources such as staff
and back office services.
10. The CCG will proactively work with partners
(including primary care networks, Salford
Primary Care Together - as Salford’s GP
provider organisation, the Salford and Trafford
Local Medical Committee and the voluntary
sector) in a transparent and supportive manner.
11. The CCG, as a commissioner of primary medical
services, cannot assume responsibility for, or
become involved in, matters relating to the
management of GP practices (including practice
disputes and legal matters). However, action will
be taken where such matters affect patient care
and/or delivery of contractual requirements.
12. When commissioning decisions need to be
made regarding primary medical service
contracts, there will be full consideration of each
of the available options in order to determine the
approach that is most likely to meet the needs of
the population and most likely to deliver the
strategic ambitions of the Salford Locality Plan.
This may not always be re-procuring a ‘like for
like’ service.

No

Yes

No

Yes

Page 5 of 24

Document Development
Process

Yes

No

Not
Applicable

Comments and Date

(i.e. presentation, verbal, actual
report)

Public Engagement
(Please detail the method i.e. survey, event,
consultation)



Patient Questionnaires
Patient Focus Group

Clinical Engagement
(Please detail the method i.e. survey, event,
consultation)
Has ‘due regard’ been given to Social Value and
the impacts on the Salford socially, economically
and environmentally?
Has ‘due regard’ been given to Equality Analysis
(EA) of any adverse impacts?
(Please detail outcomes, including risks and how
these will be managed)



Primary Care Questionnaire

Legal Advice Sought

Outcome





The Equality Impact Screener has
been completed and attached.


PCOG agreed to the
recommendations set out in the

paper. A comment was noted about
the need to forecast the cost saving
for 2020/21, this has been
addressed in point 6.10.
Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is clarity
in the outcome column showing what the key message or decision was from that group and whether amendments were requested about a particular part of the
work.
Presented to any informal groups or committees
(including partnership groups) for engagement or
other formal governance groups for comments /
approval?
(Please specify in comments)

PCOG 12/01/2021

Primary Care Interpretation & Translation Services Review Update and Procurement
Options

1.

Executive Summary

The CCG commissions interpretation services on behalf of primary care providers in Salford. A
primary care interpretation & translation review paper came to the Primary Care Commissioning
Committee (PCCC) in March 2019. The paper outlined a number of contractual, operational and
financial issues that had been identified. The following recommendations were agreed:
• Re-profile the service model to achieve more balance between face to face and telephone
interpreting (in line with safeguarding guidance)
• Future contracting – the CCG to ensure that Service Level Agreements are in place with
the current providers.
• Engagement exercise – to enhance feedback and support ongoing service improvement.
• Performance monitoring – the CCG to meet with the suppliers on a quarterly basis to
review the service performance and address any concerns.
This paper provides an update on the position of the above recommendations and sets out the
details of the future options for the service.
Primary Care Commissioning Committee is asked to note the contents of this paper and support
the outlined recommendations.
2.

Introduction and Background

2.1

In April 2016, the CCG took back commissioning responsibility for interpretation services
from NHS England. The CCG commissions interpretation services on behalf of primary care
providers in Salford. The current arrangement covers provision for NHS primary medical
services, NHS dentists and NHS opticians.

2.2

Upon reviewing the interpretation and translation services (ITS), the CCG identified a number
of contractual, operational and financial issues, which were reported in a paper to the
Primary Care Commissioning Committee (PCCC) in March 2019. The PCCC approved the
following recommendations:
• Re-profile the service model to achieve more balance between face to face and
telephone interpreting
• Future contracting – the CCG to ensure that Service Level Agreements are in place
with the current providers.
• Engagement exercise – to enhance feedback and support ongoing service
improvement.
• Performance monitoring – the CCG to meet with the suppliers on a quarterly basis
to review the service performance and address any concerns.

2.3

The purpose of this report is to provide the PCCC with an update on these recommendations
and the service more generally, including how it has been impacted by COVID-19.
Suggestions for further service improvement are provided.

3.

Current Provision

Current Contracts
3.1

NHS Salford CCG uses the NHS Shared Business Services (NHS SBS) Interpretation and
Translation Services Framework as the contractual vehicle to purchase ITS services on
behalf of primary care providers. The procurement process ensures that suppliers meet
certain quality criteria and provide public sector organisations with value for money, before
they can offer services as part of the Framework.

3.2

The services available on the Framework are broken down into lots as follows:
• Lot 1 - Face to face (F2F) (spoken language)
• Lot 2 - British Sign Language (BSL)
• Lot 3 - Telephone Interpretation/Video Interpretation
• Lot 4 - Document Translation
• Lot 5 – One Stop Shop (all services)

3.3

NHS Salford CCG currently commissions two providers to deliver interpretation services to
GP practices, NHS dentists and NHS opticians in Salford. The two providers are Capita
Translation & Interpreting, and Language Empire.

3.4

Capita Translation & Interpreting are contracted to deliver Lot 5. Language Empire provides
Lot 1, Lot 2 and Lot 3. Language Empire are also contracted on the Framework to deliver
video interpretation, but have been unable to provide the CCG with evidence of a robust
assurance process and therefore do not currently provide video interpretation for Salford
patients.

3.5

The NHS SBS Interpretation and Translation Services Framework was scheduled to expire
and be replaced by a new Framework on 1 November 2020. Due to the COVID-19 pandemic
the CCG’s Service and Finance Group approved a 6 month extension with the current
suppliers. The new Framework is now scheduled to be released on 1 May 2020.

3.6

The CCG’s Service Improvement Team are involved in the procurement process for the new
Framework. Timescales for the procurement are tight and it is unclear whether the work will
be completed by 30 April 2021. The option of a further 6 month extension is being explored,
which would allow more time to undertake this piece of work.

Service Level Agreement
3.7

Each Participating Authority of the SBS Translation and Interpretation Framework are
required to agree a Service Level Agreement (SLA) with their preferred providers that specify
the local requirements of the contract.

3.8

In March 2019, the Primary Care Commissioning Committee agreed to the recommendation
that the CCG should ensure that Service Level Agreements are in place with the current
providers.

3.9

The Service Improvement Team developed a Service Level Agreement which aligned with
the NHS England ‘Guidance for Commissioners: Interpreting and Translation Services in
Primary Care’ 1.

3.10 The changes that NHS Salford CCG introduced were:
• The introduction of a 0% Did Not Attend (DNA) Key Performance Indicator (KPI),
• Interpreters assigned to NHS Salford CCG’s bookings must have an understanding
of the use of medical terminology and working within a healthcare environment,
• Interpreters assigned to NHS Salford CCG’s bookings are required to have an
Enhanced Disclosure and Barring Service (DBS) check,
• Interpreters servicing NHS Salford CCG’s bookings should familiarise themselves
with the safeguarding adults and children’s reporting procedure,
• NHS Salford CCG shall not be subject to any travel charge, parking fees or travel
time unless specifically agreed on a case-by-case basis,
• Any requests for the translation of documents should be directed to the lead
commissioner for prior approval before proceeding,
• Timesheets exceeding the minimum charge by 50% should be submitted to NHS
Salford CCG for review.
3.11 Language Empire submitted a signed version of the SLA in August 2019. In January 2020,
Language Empire contacted the CCG to highlight concerns that the BSL element of the
contract is running at a loss. It was noted that BSL interpreters are paid in line with the
recommended fees proposed by the National Union of British Sign Language Interpreters
(NUBSLI) which is higher than the charges on the NHS SBS Framework. Language Empire
proposed that the CCG consider paying mileage for BSL interpreters to ensure that they
can continue to run a sustainable business. The CCG considered this proposal and, given
the circumstances, agreed to the payment of the travel expenses on a temporary basis until
the re-procurement of the SBS Framework. The mileage charges were capped at 40 miles.
3.12 Capita undertook a long internal review process before finally submitting a signed SLA in
December 2020. The Service Improvement Team have informed Capita that, under the new
interpretation and translation Framework they would be required to submit a signed SLA
before the contract commences.
Performance Monitoring
3.13 The CCG’s Service Improvement Team meets quarterly with the interpretation providers to
monitor the service. The meetings focus on reviewing activity data, monitoring KPIs and
reviewing any patient complaints and remedial actions.
NHS Dentists and NHS Opticians
3.14 NHS Salford CCG does not have a contractual relationship with NHS opticians and NHS
dentists, contracts are held by Greater Manchester Health and Social Care Partnership
https://www.england.nhs.uk/publication/guidance-for-commissioners-interpreting-and-translation-servicesin-primary-care/
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(GMHSCP). The CCG therefore has limited influence on any future engagement and
improvement work that needs to be undertaken to attain the most value from suppliers,
although it is recognised that this only constitutes around 30% of the activity (based ion
2019/20 data). The Primary Care Operational Group has queried whether there is potential
for GMHSCP to take back responsibility for interpretation provision for opticians and dentists,
however the GMHSCP’s position is that the full ITS budget was handed back to CCGs and
therefore it is their responsibility to manage this service.
4. Activity
Spoken Interpretation activity (excluding BSL)
4.1

A summary of the interpretation activity for the financial years 2018/19, 2019/20 and 2020/21
(for the period April to October) has been provided in Table 1.

Table 1: Interpretation activity for the financial years 2018/19, 2019/20 and 2020/21

Financial
Year
2018/19
2019/20
2020/21
(M1- M7)
4.2

Language Empire
Face to
Face
Telephone
10,098
985
7,637
1,099
263

1,788

Capita
Face to
Face
Telephone
3,403
1,262
7,488
1,779
282

3,317

Total
15,748
18,003

Average
per month
1,312
1,500

5,650

807

Graph 1 sets out the monthly activity levels for face to face interpretation (FTF) and
telephone interpretation (ITI) services in 2019/20 and 2020/21.
Graph 1: Face to face interpretation (FTF) and telephone interpretation (ITI) monthly activity levels
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In 2020/21 the number of interpretation appointments booked per month reduced by 46%
when compared to the same month’s activity in 2019/20. This decrease was due to the
impact of COVID-19.

Primary Care provider usage of interpretation bookings
4.4

Graph 2 provides a breakdown of usage activity by primary care provider in 2019/20 and
2020/21 broken down by FTF and ITI.
Graph 2: Interpretation activity broken down by primary care requestor
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GP Practices continue to be the highest users with 85% of the activity, dental practices make
up 14% of the activity and with opticians utilising 1%.

Language Requests
4.6

The list below shows the top 10 most frequently requested languages in 2019/20 and
2020/21.
• Farsi
• Arabic
• Polish
• Portuguese
• Czech
• Sorani
• Chinese
• Spanish
• Romanian
• Tigrinya

It is worth nothing that there are some languages with multiple variations such as Punjabi, Pashto,
Arabic, Chinese and Kurdish (for the purposes of reporting these have been amalgamated).

British Sign Language
4.7

Table 2 provides a summary of the number of requests received for British Sign Language
interpretation for the financial years 2018/19, 2019/20 and 2020/21 (for the period April to
October).

Table 2: Summary of the number of requests received for British Sign Language interpretation for the financial years
2018/19, 2019/20 and 2020/21

Financial Year

Language
Empire

2018/19
2019/20
2020/21 (April October)

Capita

Total

Average per
month

197
338

43
117

240
455

20
38

38

11

49

7

4.8

Table 2 demonstrates that in the 2020/21 financial year there has been an 81% decrease in
the average BSL bookings per month when compared to 2019/20. This is thought to be down
to the impact of COVID-19 and the difficulties that d/Deaf patients have faced accessing
primary care services. Section 7.13 of this report provides more information on the work that
is underway to improve primary care access for this cohort of patients.

5

Engagement Exercise

5.1

In March 2019 the Primary Care Commissioning Committee agreed to the recommendation
that an engagement exercise should take place in order to enhance feedback and support
ongoing service improvement. The CCG’s Service Improvement Team commenced an
engagement exercised in April 2019 with support from the CCG Engagement Team.

5.2

The CCG Engagement Team reported the outcome of the engagement exercise in a primary
care and interpretation engagement report which has been provided in Appendix 1. A brief
summary of the outcomes has been provided below:

Primary Care Questionnaire
5.3

A feedback questionnaire was circulated to GP practices via the member’s newsletter to
gather feedback on the current service provision and recommendations for service
improvement. 16 responses were received in total.

5.4

The main points that came from the questionnaire were as follows:
• The majority of GP practices found booking an interpreter relatively easy but felt that the
booking process was unnecessarily long.
• 81.25% said that the service provided by interpreters was as expected but noted
frequent punctuality issues of interpreters.
• Issues with interpreters failing to attend to support patients in scheduled appointments,
resulting in wasted GP time.

Patient Feedback Survey - Spoken Interpretation
5.5

A patient questionnaire was developed with a view to gather patient feedback on the
translation services. The questionnaire was translated in to the top 20 languages and the 5
rarest languages.

5.6

The questionnaires were shared with practices with a request to print and offer to patients as
and when appropriate. The questionnaires were also shared with the following organisations:
• BAME Ambassadors Black History
• Salford Community and Voluntary Services
• Warmhut UK – Charity service for asylum seekers and refugees living in Salford
• Manchester Yemeni Community Association
• Pakistani Resource Centre
• Europia
• Salford Link Programme
• Wai Yin Society
• Iranian Society

5.7

Despite extensive promotion of the questionnaire, only 19 returns were received. The main
feedback from the questionnaire returns were as follows:
• 89% found booking a GP appointment difficult,
• 57% of patients waited 3 - 7 days for a GP appointment with 42% waiting 7-14 days,
• A number of responses highlighted that the GP practice asks them to bring an English
speaking relative with them to their appointment,
• Patients would like to use an on-line booking system to book appointments,
• Patients found communicating with front of house staff difficult,
• 77.79% of patients said that that the interpretation service met their expectations,

Patient Feedback Survey and Focus Group - British Sign Language (BSL)
5.8

A specific campaign was developed to work with the d/Deaf community to understand their
experience of interpretation services, how they would prefer to access health and care
services and what additional work can be undertaken to improve their experience.

5.9

The campaign consisted of a patient questionnaire which was developed in an easy read
patient survey and a focus group.

5.10 The survey was shared amongst the d/Deaf community and 5 responses were received. The
focus group took place on Tuesday, 23 November 2019 at Eccles Library and 4 members of
the d/Deaf community attended. The main points highlighted are listed below:
• Difficulties accessing healthcare with 80% saying they have to book their GP
appointments face to face and the other 20% relying on family or friends for support;
• Patients felt strongly about wanting to use a fully qualified interpreter rather than a
trainee;
• Many felt that there was very little d/Deaf awareness within GP practices;

•
•
•
•

It was highlighted that practices need to understand that BSL is a different language to
English and it is not uncommon for people for whom BSL is their first language to have
poor literacy skills;
Patients felt a lack of control over whether they could have an interpreter and who that
interpreter would be;
Concerns were raised about interpreter punctuality and late cancellations;
Issues were highlighted with appointments being cancelled or changed using an answer
phone message resulting in the patient either attending needlessly, or being incorrectly
recorded as a DNA.

Actions taken as response to the feedback received
5.11 Evaluation of the engagement exercise highlighted that more work needs to be done to
improve access to primary care for patients whose first language is not English. The main
point of concern was that this cohort of patients struggle at the initial stage when booking a
primary care appointment.
5.12 The Service Improvement Team have considered all the feedback and the below Table sets
out what actions have been implemented or are in development and will be introduced when
the new Framework goes live:
Table 3: Actions that have been taken/planned following the engagement exercise

Issue

Actions taken/planned

Communicating and
booking appointments with
front of house staff

The introduction of interpretation training for primary
care staff. A draft training agenda has been developed
which will focus on the following areas:
•
Raising awareness of the issues faced by the
non-English speaking community,
•
Recording
the
patients
communication
requirements on the clinical system,
•
The types of interpretation available and how
to book,
•
Working effectively with an interpreter in a
primary care setting,
•
d/Deaf & hard of hearing awareness training
which will be delivered by Manchester d/Deaf
Centre and will include training on basic
alphabetic fingerspelling,
•
Safeguarding which will include; best practice
guidance, patient consent, children’s rights,
reporting a safeguarding issue and conflicts of
interest.

Delays in sourcing an
interpreter causing delays
in accessing primary care
services.

The introduction of a video on-demand service which
will allow practices to offer appointments sooner
without the need to book and wait for an interpreter.
On-demand telephone interpretation is also available.

Implementation
status
Ongoing – the first
training session is
proposed to take
place in March
2020

Completed - A
platform for video
interpretation
became available
in June 2020.

Booking appointments
using the on-line booking
system

Practices currently allocate two back-to-back
appointment slots due to the extra time required to
facilitate patients who require an interpreter. The online booking portal did not allow double appointments
to be booked or flag that an interpreter is required. This
issue has been highlighted to the CCG’s informatics
department who advise that the problem is a national
issue which NHS Digital are working to resolve.

Ongoing –
national issue
which NHS Digital
are working to
resolve.

Interpreters failing to attend
to support patients in
scheduled appointments

The introduction of a key performance indicator of 0%
DNAs which is performance managed by the Service
Improvement Team during monthly contract meetings.
The interpretation providers have also been requested
to review their internal processes in order to improve
interpreters’ punctuality and streamline the booking
process.

Completed

Use of trainee interpreters

Feedback has been provided to NHS Shared Business
Services to include a requirement within the new
Interpretation and Translation Framework which
requires language providers to inform practices if a
trainee interpreter has been assigned to any bookings.
This will allow practices to make an informed decision
on whether a trainee interpreter is appropriate for the
type of appointment.

Completed – to be
implemented as
part of the new
Framework
specification

Patient complaints

Internal complaints process
To ensure that non-English speaking patients can raise
complaints to NHS Salford CCG the internal
complaints procedure has been reviewed and the
following section from the CCG’s complaints policy will
be included on Salford CCG's website:

Ongoing - NHS
Salford CCG
website will be
updated
imminently.

“Additional assistance will be provided to complainants
for whom there are language or other barriers to
making a complaint.”
There is also work underway to include a relay service
and a BSL video of the complaint process for d/Deaf
patients.
Interpretation & Translation Framework complaints
process
Following feedback from the Service Improvement
Team to NHS SBS, the following changes have been
implemented into the new Interpretation & Translation
Framework Specification:
• A new clause which requires translation
providers to collate and publish data on
feedback and outcomes annually in a service
satisfaction report.
• Translation providers are required to analyse
complaints for themes and trends and raise

Completed – To
be implemented as
part of the new
Framework
specification

•

6

any concerns with the commissioners at
review meetings.
All responses to complaints should be
accompanied by a fully translated copy in the
language requested by the commissioner.
There shall be no additional charge for this.

Re-profiling the Service Model

6.1

The March 2019 PCCC interpretation review paper set out the proposal to undertake a reprofiling exercise to achieve a better balance between face to face and telephone
interpreting.

6.2

The Service Improvement Team developed a flow chart in July 2019 (Appendix 2) to support
practices to decide when to use telephone interpretation and when to use face to face
interpretation. The flow chart was developed in line with the safeguarding guidelines for staff
using interpretation and translation services in general practice.

6.3

The CCG contacted GP practices via the member’s newsletter and the Practice Managers
Group meeting, with a request for volunteers from GP practices to work with the CCG to test
the flow chart and feedback any comments. Despite putting forward numerous requests for
volunteers, no practice came forward.

COVID-19 impact on service usage
6.4

In March 2020, COVID-19 dramatically changed the way in which patients accessed services
and therefore how GP practices accessed interpretation to support patients, with the vast
majority of practices converting to virtual services. Table 4 provides a summary of
interpretation activity broken down by financial year.

Table 4: Spoken interpretation activity (excluding BSL) broken down by financial year

Financial Year
2019/20
2020/21 (M1- M7)

6.5

Face to Face

Telephone

Total

14,670

2,878

17,548

496

5,105

5,601

When comparing the activity from 2019/20 to 2020/21 for the period April till October, Table 4
highlights that there was a 97% decrease in face to face interpretation and a 43% increase in
the use of telephone interpretation.

Potential cost savings of re-profiling the service
6.6

As demonstrated above, COVID-19 has had a huge impact on the way that interpretation
services are delivered. This change has allowed practices and patients to become more
familiar and confident with using online translation services.

6.7

Given the impact of COVID-19 and the changes to the way primary care services are being
accessed, practices are now more familiar with the online translation services. This supports

the CCG plans to proceed with a review and an adjustment to the current model for
interpretation i.e. from a predominantly face to face service to a model which makes
telephone/video interpretation the main access point.
6.8

Clearly there are some exceptional circumstances where a face to face service would still be
necessary or more appropriate, as follows:
• Child or adult safeguarding/ protection cases
• New patient registration
• History taking, care planning, risk/assessments , reviews and shared decision making
• Capacity assessment and as part of any best interest decision making where the views
of the individual are obtained
• Consent for treatment and research
• Intimate examination
• Therapy and treatment appointments
• Explanation of medication, treatments and medical appointments
• Where conversation needs to be recorded for legal reasons
• Bereavement or breaking significant news
• Ethically difficult or challenging situations
• Appointments for deaf/blind manual

6.9

Use of a telephone service as the first point of contact would potentially generate cost
efficiencies. Using 2019/20’s face to face activity as an example and using the assumption
that the exclusions listed in point 6.8 equates to 20% of the overall activity, Table 5 sets out
the potential savings if practices were to use telephone interpretation for the remaining 80%
of consultations.

Table 5: potential cost savings for converting 80% of the interpretation activity

Interpretation
type

Face to face
Telephone
Video

SBS Framework
price per minutes
(£)

0.38
0.55**
0.75**

Minimum
booking

60 minutes
None
None

2019/20 cost for
80% activity
(excluding BSL)
(£)
269,926.00
90,367.20
123,228.00

Potential saving by
converting 80% of
the face to face
activity (excluding
BSL) (£)
0
179,558.80
146,698.00

*based on the current 2019/20 SBS Framework prices
** for the purpose of these calculations, the average call length is 14 minutes and therefore the amount per minute is
multiplied by this amount.

6.10 The Primary Care Operational Group were interested to see a forecast for 21/22 based on
the proposed re-profiling, however since the new Framework prices have not yet been
released, it is only possible to forecast based on the 19/20 prices as per Table 5 above.
6.11 If the re-profiled option was to be approved by the PCCC then a full cost benefit analysis for
the conversion could be explored once the new SBS Framework prices are released.

7.

Ongoing Actions

Jointly commissioned services
7.1

Salford City Council also use the NHS SBS Interpretation and Translation Services
Framework to commission their interpretation and translation service. They commission:
• Lot 1, Face to Face: Language Empire
• Lot 2, BSL: Language Empire
• Lot 3, Telephone: Interpretation and Translation Line
• Lot 4, Document: Papillion Translations Ltd & Capita

7.2

Early conversations between the Salford City Council commissioners and NHS Salford CCG
commissioners have begun to explore the option of commissioning a joint contract from 1
May 2020 when the new Framework is expected to be released.

7.3

If a joint contract were to be a viable option then a decision would need to be made on who
the lead commissioner would be and other practicalities would need to be worked through
given the different approaches to contract monitoring.

Primary care services not currently commissioned by NHS Salford CCG
7.4

In recent years the CCG have been receiving requests to fund interpretation & translation
services for newly established teams that are funded by NHS Salford CCG to support
primary care. These teams are MDT style services that have a range of professionals from
different organisations working together to provide a streamlined service for Salford patients.
For example, IRIS Independent Domestic Violence Advocate (IDVA), Living Well Service and
person and Wellbeing Matters Service.

7.5

There is no clear funding route for the interpretation & translation services for these
programmes of work as, ordinarily the services the CCG commission are expected to make
their own arrangements for providing interpreters to support individuals. As an interim
measure the CCG have agreed to fund the IRIS Independent Domestic Violence Advocate
(IDVA) service and the Wellbeing Matters Service until the new contract starts in May 2021.

7.6

No decision has been made on who would fund the translation requirements for the Living
Well Service yet.

7.7

A paper will be going to the Service and Finance Group to ask for agreement on where the
funding for these services will sit going forward, with a recommendation that newly
established services should include provision of translators/interpreters to be considered at
the business case stage in order to establish where the funding for this provision will sit.

Google Translate
7.8

Google Translate is a free service that instantly translates words, phrases and web pages
between English and over 100 other languages. Up until recently, all GP practices webpages
provided direct access to Google Translate to support Salford’s non-English speaking
community translate webpages to their language of choice.

7.9

In May 2020, NHS Digital released guidance which recommended that practices do not use
services like Google Translate, as there is a risk of introducing communication errors. This
communication has prompted Footfall, the provider for a number of Salford GP Practices
webpages, to disable Google Translate.

7.10 The above was discussed at the GP COVID Group where the overall consensus was that
‘some information is better than nothing’. It was recommended that a task and finish group
be established with a view to undertaking a risk assessment.
7.11 A task and finish group met in May 2020 with representation from the Service Improvement
Team, Primary and Community Informatics Team, Engagement and Inclusion Team and a
clinical lead. The group agreed the following actions:
• To explore the option of including a disclaimer on websites highlighting the risk of
using Google Translate.
• To ascertain whether Footfall have undertaken a risk assessment of using Google
Translate that they can share with the CCG.
7.12 The Task and Finish group will reconvene to review the actions and agree the next steps be
this via Google Translate or alternative means.

d/Deaf and Hard of Hearing Patients – COVID-19 impact
7.13 The CCG was made aware of some complaints relating to practices operating a voice only
intercom system to allow patients to enter the building. The issue was that this presents
obvious problems if the patient cannot hear. The complaint was discussed with the Primary
Care Network (PCN) leads and it was agreed that this would be raised at the PCN huddles
with a view to gain some assurance that all practices have at least considered how they offer
suitable arrangements to patients who are d/Deaf, so that they can access care.
7.14 The following questions were asked of each Salford practice:
• How many BSL patients does the practice have registered?
• How does this cohort of patients’ access practice services?
7.15 Responses received so far have highlighted a large variation in primary care access in
Salford for the d/Deaf and hard of hearing community. The Service Improvement Team plan
to use the learning from this exercise to develop a standardised approach which will be
shared with practices in the member’s newsletter and be incorporated into the interpretation
training session.
7.16 Other work is also ongoing to improve access for this cohort of patients, such as:
7.16.1

The engagement team are working with Healthwatch Salford and the Salford d/Deaf
community to create information films which will be translated to BSL and shared on
social media. These videos will provide information on patient access, how to book
appointments and virtual services.

7.16.2

In response to the reduction in translation activity for the non-English speaking
community during COVID-19, a social media campaign was developed which aimed to

inform patients that GP services were still available. Appendix 3 was developed and
translated to the top 10 languages and BSL. This was shared with practices in the
newsletter with a request to share on their social media channels. The CCG have also
shared via their social media channels.
8.

Summary of Financial Position

8.1

Table 5 provides a breakdown of the financial position and provides a retrospective
comparison to previous years.

Table 5: Summary of budget and spend for interpretation services

Annual Budget (£)

2018/19
2019/20
2020/21 (M01-M08)
Total
8.2

Actual (£)

441,466
412,374
212,986
1,066,826

Variance (£)

474,457
420,931
37,830
933,218

(32,991)
(8,557)
175,156
133,608

Table 6 provides a breakdown of spend by interpretation type.

Table 6: Summary of spend broken down by interpretation type

2018/19
2019/20
2020/21 (M01-M08)
Total

Face to Face (£)
448,940
396,451
(4,548)
840,843

Telephone (£)
25,517
24,480
42,347
92,344

Video (£)

Total (£)
474,457
420,931
37,830
933,218

31
31

8.3

As reported under section 3.8, NHS Salford CCG confirmed in the Service Level Agreement
that the CCG shall not be subject to any travel charge, parking fees or travel time unless
specifically agreed on a case-by-case basis. This resulted in a reimbursement of credit on
face to face translation from Capita. These credits have been reflected in M04 and M05 of
Table 4 with a credit total of £5,406.97 in month 4 and £5,908.03 in month 5.

8.4

Table 7 provides a breakdown of spend broken down by primary care service providers.

Table 7: Summary of spend broken down by primary care service provider

2018/19

GP Practice (£)
332,020

Dental (£)
136,851

Optician (£)
5,586

2019/20

305,204

112,047

38,933
676,156

2020/21 (M01-M08)
Total

8.5

Other (£)

0

Total (£)
474,457

3,103

577

420,931

(1,476)

259

114

37,830

247,422

8,948

691

933,217

Mersey Internal Audit Agency are in the process of undertaking an investigation into potential
fraud by an interpreter working for Language Empire. The outcome could potentially involve
a reimbursement to the CCG for the overpayment of fraudulent activity. The investigation is
ongoing with involvement from the CCG Service Improvement Team.

9.

Recommendations

9.1

The Primary Care Commissioning Committee is asked to note and support the following
recommendations:

9.1.1

Approve the plan to re-profile the service model – the CCG would take forward the
recommendation to re-profile the service model to publicise use of using telephone
interpretation unless in exceptional circumstances. Work would need to be undertaken
to liaise with the commissioner for Dental and Optometry providers.

9.1.2

Approve the plan to consider joint commissioning opportunities – the Service
Improvement Team would develop a Primary Care Interpretation & Translation Service
Review Project Group which would include representation from the Service
Improvement Team, Contracting Team and Finance Team to consider the new
arrangements from May 2021 and explore the potential of a joint council and CCG
commissioned service.

9.1.3

Agree to the requirement for new commissioning projects to include translation needs
as part of the commissioned contract.

9.1.4

Approve the plan to provide training on the use of interpretation and translation
services primary care non-English speaking awareness training – The Service
Improvement Team would schedule a training session as described in section 5.12
which will be delivered bi-annually for GP reception staff and clinicians to educate
practices on how to communicate with the non-English speaking community and raise
awareness of what interpretation services are available and how to use them.

Stephanie Pearson
Senior Service Improvement Officer
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Request for incorporation – Pendleton Medical Centre
1.

Executive Summary

This paper is supplied to the Primary Care Commissioning Committee (PCCC), to support
the decision making when considering the application from Pendleton Medical Centre, to
incorporate to a limited company.
The paper provides the PCCC with information on:
• the national guidance for considering such applications
• the options available to the group
• the proposed benefits for people living in Ordsall & Claremont
2.

Introduction

2.1

On 26 February 2021, NHS Salford Clinical Commissioning Group (CCG) received
an application from Pendleton Medical Centre, to incorporate to a limited company
(Appendix 1).

2.2

Discussions with the CCG had been opened on 29 January 2021, and a meeting
held with the practice and their legal representatives (Hill Dickinson), following which
the appropriate paperwork was supplied by the CCG, for completion and subsequent
submission. A representative from the Greater Manchester Health & Social Care
Partnership (GMHSCP) was present at the meeting and was part of discussions at
the CCG Primary Care Operational Group (PCOG) meeting. GMHSCP fall under
the category of ‘relevant regional team’, as required by the ‘Primary Medical Care
Policy and Guidance Manual’ (PGM).

About Incorporation
2.3

A request for a practice to incorporate to a limited company is not a contract
variation, but a change in the legal entity holding the contract.

2.4

Novation is the transfer of rights and obligations under the contract and requires the
termination of the previous contract and the issue of a new contract. As such, there
are a significant number of checks that are required to be undertaken as part of the
decision making process.

2.5

The ‘Primary Medical Care Policy and Guidance Manual’ (PGM), published in
February 2021, includes a new section dedicated to incorporation requests, given
the rise in applications across the country.

2.6

The PGM states that:
‘There is no right for a contractor to incorporate or dis-incorporate. They need
agreement from the Commissioner, which does not have to be given. In
reaching their approval or rejection decision, a commissioner should consider
carefully the proposal including assessing the application for its benefits, for
example to patients, but also the opportunities including strategic alignment with
local priorities to transform services and improve care quality. A commissioner
should also consider the risks.’ (PGM, 7.10.3)

However the PGM also states:
‘Requests for incorporation or dis-incorporation should be agreed with or
without conditions unless there are concerns that the request will not benefit
patients or will create a significant risk of successful procurement law or
other challenge.’ (PGM, 7.10.27)
2.7

Legal advice received is that ‘if the CCG decides not to grant consent, it should
ensure that it records its concerns in reaching that decision and, ideally, that the
concerns include the benefit to patients and/or risk of a challenge’.

2.8

A new set of supporting documents have been developed by the national team
including:
• the Commissioner Assessment Framework (CAF) for Incorporation Requests –
Supporting Guidance – the CAF states that it ‘has been designed to help
Commissioners to:
a. undertake their due diligence in a structured and consistent way
b. reach an approval or rejection decision based on risk and to inform the
contractor in an open and transparent basis
c. apply any approval conditions to mitigate identified risks’
• a CAF tool (spreadsheet) – ‘currently in working draft form, to support
commissioners to perform this role and to take steps to ensure that associated
risks are identified, understood and mitigated as far as possible’. The tool is
designed to support commissioners to adequately evidence the requirements
of the PGM
• Template (application form) and Guide – for practices to use to apply for
incorporation
• Template Novation Agreement – for use as a base document, which will be
amended according to local requirements, such as the inclusion of any
additional clauses required by the Primary Care Commissioning Committee
(PCCC).

2.9

It should be noted that the CAF tool, at the time of the PGM being published, had not
been used in a live incorporation scenario, and is subject to being refined based on
commissioner feedback if/when it is used to support the assessment of requests.

2.10

NHS Salford CCG has signalled to practices seeking to incorporate that, whilst the
national documentation is in working draft format, it is the CCG’s intention to adopt
the national documentation as a framework for considering requests. However,
applicants have been made aware that it is possible for CCGs to amend the
template documentation, particularly the Novation Agreement, through addition of
specific clauses.

2.11

A contract novation requires consent from all parties to the original contract, along
with the new party, and therefore requires express consent from the CCG. The CCG
governance for this decision therefore lies with PCCC.

Options
2.12

When making the decision regarding the incorporation application, the PCCC has
the following options available:
Option 1 – Approve the application, subject to the noted conditions
Option 2 – Reject the application

3.

Background

3.1

Pendleton Medical Centre is situated in Salford, within the Ordsall & Claremont
Primary Care Network (PCN).

3.2

The practice holds a GMS contract and has 2 GP partners.

3.3

The practice list size was 3,652 as at 1 February 2021.

3.4

The practice intend for the current two partners to be the sole Directors and
Shareholders (each owning 50%) of the new entity, Pendleton Medical Centre
Limited (trading as Pendleton Medical Centre), with a constitutional document that
would effectively move the current partnership arrangements into corporate terms.

3.5

During preliminary discussions, and also reflected in the application, the partners
outlined that they would like the practice to offer more flexibility as the lead PCN
practice. The practice foresee an opportunity to provide more services and more
flexibility for patients, both as a practice and on behalf of the PCN, and they referred
to the upcoming Additional Roles Reimbursement Scheme (ARRS) for which the
practice could potentially be the host employer for those additional roles. The
proposed new model would allow the practice to more comfortably deliver the
requirements, as there is less personal risk associated with a company than in
traditional GMS partnership arrangements.

4.

Patient and stakeholder engagement

4.1

Patient feedback has been provided by the practice, as part of the submission, to
demonstrate the quality of the practice performance, however the practice has
offered to undertake a specific patient engagement exercise should the practice
receive a positive decision in principle for the application to incorporate.
'If the proposal is approved the practice would seek to consult with their patients
through their Patient Participation Group and use this feedback to help shape what
these roles and services look like for their patients. They would make the outcome of
these consultations available to the Commissioner within an agreed timeframe.'
(Excerpt from application)

4.2

Greater Manchester Health & Social Care Partnership (GMHSCP) have advised that
the CCG is not obliged to undertake a statutory consultation exercise as there are no
significant changes to the contract.

5.

Considerations

5.1

The questions contained within the CAF guide commissioners through the matters to
be considered within an application to incorporate, in order to fulfil the requirements
of the PGM. A completed copy of the CAF is contained within Appendix 2 which
contains detail of the work undertaken to make the appropriate checks on the
submitted application.

5.2

Eligibility and suitability - checks on the proposed directors and shareholders in the
new entity (the current two GP partners) have been undertaken to ensure that they
are fit and proper persons to hold a GMS contract. These checks will have also
been undertaken when they originally came onto the current GMS contract, however
it is requirement of the PGM that these are undertaken through the Companies
House register for disqualified officers, and the Individual Insolvency Register (IIR).

5.3

Finance - Financial documents have been supplied to support the application and
have been reviewed by the CCG Finance department, who are satisfied in this
regard.

5.4

Changes to the contract - It should be noted that the application does not entail any
substantial modifications to the current contract. There are no significant changes
planned for the services that would be provided following incorporation, and certainly
no reductions in service. The practice suggests that there are opportunities under a
new model, to deliver additional services not previously provided, and more scope
for continued improvement in QOF and screening and immunisation rates.

5.5

Risk of procurement challenge - Given that the expected directors and shareholders
are the same two GP partners that currently hold the contract, and that there is no
significant change to the contract, it is felt that the risk of procurement challenge is
low.

5.6

Regulation 72 of the Public Contract Regulations (2015) provides that:
‘Contracts may be modified without a new procurement procedure where a new
contractor replaces the one to which the contracting authority had initially awarded
the contract as a consequence of….universal or partial succession into the position
of the initial contractor, following corporate restructuring’.
This is known as ‘safe harbour’ and the legal report from Hempsons states that this
is untested. The full advice on procurement risk is contained within the legal report
from Hempsons.

5.7

A Tender No Tender matrix (Appendix 5) has been completed to fully understand the
level of risk that is considered to be present when making a decision on the
application.

5.8

The PCCC will wish to consider whether the CCG is comfortable with the level of risk
associated with approving this application.

6.

Proposed conditions

6.1

The novation agreement is a legal document that changes the parties to the
contract. As per advice from Hempsons, ‘it can also capture what has been agreed
at the point of novation including the nature of any controls, including pre-conditions
to be satisfied, that have been placed upon the contractor. Any such provisions can
be added to the template novation agreement and this is likely to require legal
advice’, therefore the CCG has engaged Hempsons to draft the novation agreement,
should the application be approved.

6.2

Given that the application for incorporation needs to be considered by PCCC, it is
not possible for a number of the documents required as part of the assurances, to be
in place prior to the PCCC decision being made.

6.3

The following additional items have been requested from the practice:
• Landlord consent that there is a right to occupy the premises by the new entity –
this would incur a charge and therefore has not been provided prior to PCCC
decision, however the landlord has confirmed that if required they would be
happy to confirm that the discussions have started on the assignment of the
lease.
• Business Transfer Agreement to ensure that staff continue to have access to the
pension – this has been received and will be passed to Hempsons for review
prior to drafting a novation agreement.

6.4

The CAF outlines the following items of evidence would be required once the limited
company has been set up. The PCCC decision should be clear that the supply of the
appropriate assurances is a caveat of any positive decision. These should be
forwarded to the CCG as soon as they become available, as the contract
documentation cannot be produced by GMHSCP until the items marked with a * are
received:
•
•
•
•
•
•
•
•

Companies House Certificate detailing all Directors *
Copy of passport for all Directors – this has already been submitted
Articles of Association
Professional indemnity
Employers liability
Public liability
Copy of written confirmation from the CQC that they do not intend to impose any
restrictions on registration as the incorporated company *
Items as described under 6.2

6.5

Additionally, based on the CAF tool, it would be expected that a patient and
stakeholder engagement exercise be undertaken by the practice, and submitted to
the CCG for review. If this is required by the PCCC, it should be made clear that
satisfactory engagement is a condition of any PCCC support for the application.

6.6

As described in the legal report from Hempsons, ‘the novation agreement can play
an important role in capturing more enduring requirements and commitments that a
commissioner might wish to secure from the contractor. The benefits include:
• signalling and/or emphasising what the commissioner deems to be important

•
•

help both the contractor and commissioner understand their respective role
and responsibilities - this may be with respect to performance improvement
but also the wider strategic and delivery context; and
documenting what was agreed for regular review by all relevant parties

It is suggested that the CCG would wish to include a change of control clause within
the novation agreement to safeguard against any future Board changes.
7.

Recommendations

7.1

It is the view of the Primary Care Operational Group that the proposal to incorporate
to a limited company is reasonable, particularly given the future direction of Primary
Care Networks.

7.2

It was noted during the Primary Care Operational Group meeting that there were
some queries as to whether the governance arrangements had been adequately
reflected in the application. Discussion with the CCG’s legal team confirmed that the
PGM requires a mirror image of the partnership without any changes to be
transferred at the point of incorporation. The application describes that the current
two GP partners will be both shareholders and directors, and this is considered to be
adequate for the purposes of this decision.

7.3

Based upon the information contained, both within the application, this paper and the
appendices, it is recommended that the Primary Care Commissioning Committee
support a decision in favour of Option 1 and approve the application to incorporate,
subject to the conditions noted in section 6.

Next steps
7.4

If the recommendation is accepted and the application is approved, there are a
number of actions that will follow:
• The practice and their legal representatives will be advised of the decision
• The CCG will review any outstanding documentation required before the
company is formed, including the patient engagement exercise
• A consolidated GMS contract will be provided by GMHSCP
• The CCG’s legal team will review the BTA and prepare the Novation Agreement
• The Finance team will prepare a reconciliation of finances
• GMHSCP will prepare and issue the contract documentation
• The CCG will review any evidence/documentation that can only be provided
after the company is formed, for example Articles of Association, required
insurances that have been transferred into the company name etc

Sam Glynn-Atkins
Senior Service Improvement Manager

Appendix 1

Application to incorporate
1. CONTRACTOR DETAILS (supports KLOE 1.2 – 1.4)
Applicant
Name:

The Partners of Pendleton Medical Centre

Address:

Pendleton Medical Centre
Pendleton Gateway 1
Broadwalk
Salford
M6 5FX

Telephone:

0161 983 0410

Fax:

N/A

E-mail:

dejiadeyeye@nhs.net

1.1

Current status of organisation – please mark ‘x’ in the appropriate box:

Individual medical
contractor(s)

1.2

GMS

1.3

Partnership

X

Current contract type – please mark ‘x’ in the appropriate box:

X

PMS

APMS

Please provide details of the proposed contractor
Name of Proposed
Contractor:

Pendleton Medical Centre Limited

Trading Name:

Pendleton Medical Centre

Previous Trading Name (if
different)

Same trading name as current partnership

Registered Address:

Pendleton Medical Centre

Application to incorporate
Registered company
number:

Appendix 1

Pendleton Gateway 1
Broadwalk
Salford
M6 5FX

Total Number of proposed
Directors:

2 – the current partners

CQC registration

To note: registration must be in place before contract
novation can take place

Details of proposed
Directors, including full
name:

Name (please print)
(1) DR DEJI OLABODE ADEYEYE
(2) DR MARK ANDREW AUSTIN

Proposed date of
incorporation:
1.4

1 April 2021

Please provide other supporting information as relevant.

Other relevant info:

1.5

Mandatory documentation checklist to accompany application

 Companies House Certificate detailing all Directors
 Copy of passport for all Directors
 Articles of Association
 Professional indemnity
 Employers liability
 Public liability

Application to incorporate
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 Premises insurance
 Written confirmation from the CQC that they do not intend to impose any
restrictions on registration as the incorporated company

2.

Eligibility (supports KLOE 1.1)
2.1

If you are proposing to incorporate, please confirm you satisfy the necessary
legislative requirements (based on the type of contract held): Please mark ‘x’
in the appropriate box:
Yes

2.1

X

No

Please provide a complete breakdown of share ownership.

Shareholder:
Percentage of shares
held:

Dr Deji Olabode Adeyeye
50%

Eligibility under s86
(GMS) or s93 (PMS)
NHS Act 2006:
Shareholder:
Percentage of shares
held:
Eligibility under
NHS Act 2006:

s86

Dr Mark Andrew Austin
50%

Add additional rows as
required

2.2

Have any of the proposed directors been convicted of any of the following
offences:
•

Conspiracy

•

Corruption

•

Bribery

•

Fraud

Application to incorporate
•

Money laundering

•

Any other offences

Appendix 1

Please mark ‘x’ in the appropriate box:
Yes

No

X

If Yes, please provide details in the box below:
Details:

2.3

Legal and regulatory status details - Please provide details of any criminal
conduct of any director, officer or senior employee of the current or proposed
organisation resulting in conviction or in respect of which a prosecution or
investigation is pending or in progress. If none, please state ‘None’.

Details:

2.4

Please state whether any medical practitioners employed by the current or
proposed organisation have, during the last three years, had their professional
registration removed or suspended or whether they are currently under
investigation, and provide relevant details. If none, please state ‘None’.

Details:

2.5

None.

None.

Please provide the status and details of the company registration with CQC. If
this is pending, final confirmation will be required as an approval condition.

Application to incorporate

Details:

2.6

The Company will be registered with CQC for the same
regulated activities for which the partnership is currently
registered. The application has been prepared and CQC are
on notice awaiting the outcome of this application.

Please provide the status and details of the company registration with
Company House. If this is pending, final confirmation will be required as an
approval condition.

Details:

3.

Appendix 1

The Company will be registered at Companies House once
we receive the outcome of this application.

Statutory duty compliance (supports KLOE 3.1, 4.1)
3.1

Please refer to the CAF – this section is intended to set out how your
proposals support the Commissioner to comply with its statutory duties
relating to public consultation and innovation.
Please summarise and attach any supporting information and
evidence, for example, business/case for change, patient
engagement/consultation plans.
The Commissioner’s statutory duties in this proposal fall under 14Z2 on
the NHS act 2006, that the CCG ‘must make arrangements to secure that
individuals to whom the services are being or may be provided are
involved in the development and consideration of proposals by the group
for changes in the commissioning arrangements where the
implementation of the proposals would have an impact on the manner in
which the services are delivered to the individuals or the range of health
services available to them’.
The practice are making no proposal to impact the manner in which the
services are delivered to individuals or the range of services available to
them. However, the proposal will allow the practice in its role as lead PCN
practice to increase access to services and clinicians for its patients
through recruiting the additional roles. Furthermore the benefits of the
model will allow the practice to remove existing barriers to recruitment,

Application to incorporate
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expanding the clinical capabilities within the practices and in time
increasing services available to patients.
If the proposal is approved the practice would seek to consult with their
patients through their Patient Participation Group and use this feedback
to help shape what these roles and services look like for their patients.
They would make the outcome of these consultations available to the
Commissioner within an agreed timeframe.

4.

Strategy and Delivery (supports KLOE 5.1, 5.2, 6.2)
4.1

Please refer to the CAF – this section is for you to describe your rationale for
seeking to incorporate. This should include how this request will support
delivery of: the wider local system strategy for primary care; the wider system
[ICS/STP] strategy and transformation priorities; and support the sustainability
of services delivered under the contract.
Please summarise your response under each sub-heading and
attach any supporting information and evidence, for example, case
for change.
Case for change
Ability to develop the practice and service model post-incorporation:
Looking ahead the partners anticipate that operating through a company
limited by shares will enable them to not only maintain the current
stability of the practice and patient access but improve them.
In consideration of the increasing pressures on general practice in
conjunction with the need for general practice to play an increased role in
the local healthcare system, the partners have considered the business
models available to them.
A key consideration for the practice in selecting this model is the need to
preserve the continuity of care for patients delivered through an
established and well preserved practice that can continue to deliver a high
standard of care to its patients.
Workforce Resilience:
The partners have identified the need to proactively manage its workforce
from those with an equitable stake in the practice business through to
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non-clinical support staff. All play a fundamental part in the success of the
practice and the workforce model needs to look to not only attract the
best persons for the team but also ensure that the practice is able to
retain the best.
The recent interim report on the GP Partnership Review reaffirmed the
common concerns of junior general practitioners (experienced first-hand
by the practice when they have sought to recruit) blocking their move into
general practice. Workload, salary, career progression, personal liability
are all barriers to the recruitment of new GPs and the company limited by
shares model can be utilised to break down these barriers.
With an “at capacity” and efficient workforce the practice will be able to
improve patient access to services and pass the benefits on to existing and
new patients.
Workload:
This step away from the traditional partnership model of practice will
enable the practice to remove the barriers of recruitment: reducing the
pressures on the existing clinical team. The practice is keen to increase
clinical capabilities and reduce the impact of non-clinical sessions on a
patient’s ability to access services.
Through a limited company, the partners will have the freedom to explore
incentive schemes for non-clinical staff, medical staff and salaried general
practitioners. Incentive schemes can be linked to shares, decision-making
etc. and within other sectors have been proven to increase not only
recruitment rates but also retention rates and resilience within the
workforce.
Salary:
Salary concerns associated with general practice have a negative impact
on recruitment. General practice is not seen as commensurate to the
salaries that can be achieved within secondary care. Further, locum rates
are such that junior general practitioners see this is a viable alternative to
a salaried let alone equity position within a practice.
A company model offers increased flexibilities with regard to distributions
that will enable the practice to maximise returns with a view to attracting
future general practitioner shareholder to the practice.
Career Progression:
The governance model of the company will enable the partners to
consider the integration of salaried healthcare professionals into the
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strategic and operational decision-making of the business as a staggered
route to equity. This model is again adopted elsewhere within other
sectors and has the benefit of offering progression, improved business
skills, integration and therefore retention within the business and an
affordable/staggered capital buy-in mechanism.
The increased role of general practice within the local healthcare system
affords general practitioners opportunities of system leadership. By
building a strong clinical team the practice will be able to afford its
practitioners the time to be able to pursue these opportunities and
interests.
The practice is part of an established locality and the practice company
will continue to be an active member of the locality organisation. The
move to incorporate the practice is in conjunction and will complement
the locality working and will not be in substitute for participation on the
locality working.
Personal liability:
The unlimited personal liability of the partnership model is a barrier to
recruitment. The company model limits the liability of the partners
especially in light of the increasing roles and with that risks being assumed
by general practice in the evolving models of care.
Strategic alignment
The model will allow the practice, in its role as PCN lead, to more
effectively and rapidly realise the goals the NHS Long Term plan and PCN
DES. Through removing the barriers to employment that currently exist
under unlimited personal liability the practice can recruit the additional
roles set out in the Additional Roles Reimbursement scheme allowing
further collaboration between GPs, their teams and community.
With the transition to Integrated Care Systems the practice foresees the
model and the associated benefits enabling the practice to ensure it is
more effective in its role as the lead PCN practice. This would be primarily
through the opportunities presented by the removal of unlimited personal
liability mentioned previously, which will allow the PCN to more
effectively contribute and collaborate as part of the ICS.
Working at Scale:
In considering the business models available to them the partners have
considered the ability and need to be able to work at scale.
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The company model will enable the practice to consider merger and also
support and work with other practices.
The Practice is a lead practice within its Primary Care Network and will
continue to promote co-location/collaboration of services with patients
groups and other providers. The company model will not impinge on the
work done to date and the practice foresees the model and the associated
benefits enabling the practice to increase its roles and participation in
these structures.
A company can hold contracts in its own right allowing them to lead on
pilots for the PCN and enter into joint venture arrangements with other
practices and providers within the system as they would do through the
previous partnership model.
Supporting service sustainability
Immediate impact of incorporation:
The incorporation of the practice will not result in any reduction to
services or impact on the continuity of care received by existing patients.
The current partners of the practice will be the new shareholders in the
company.
Consistency of control:
The original contractors (the partners) will be controlling and giving
instructions to the proposed contractor (the company).
Those persons responsible for the governance and delivery of services
under the GMS Contract will remain the same, as will the sessional
commitment of the partners in their capacity as directors and
shareholders. On incorporation, existing patients will not notice a
reduction in access and the practice will continue to accept new patients.
Consistency of contracting terms:
The practice is not seeking any amendment/variation to the terms of the
current core contract save for the amendments required to give effect to
the contract being held by a company rather than partnership. The
services contracted through the current contract will be maintained on
the same terms.

5.

Provider entity (supports KLOE 6.1, 6.2, 6.3, 6.4, 7.1)
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Please refer to the CAF – this section is for you to describe the proposed
entity that will become the new contractor.
Please summarise your response under each sub-heading and attach any
supporting information and evidence, for example, business and
operating plan.
Performance history (current contractor)
The practice is currently in a strong position with an established and well
preserved practice that delivers a high standard of care to its patients.
The practice was rated ‘Good’ across all 5 Key Lines of Enquiry during their
last inspection in June 2018 as it was in its previous inspection in October
2014.
The inspection in particular highlighted that the practice routinely
reviewed the effectiveness and appropriateness of the care it provided. It
ensured that care and treatment was delivered according to evidencebased guidelines. Staff involved treated patients with compassion,
kindness, dignity and respect and patients’ immediate and ongoing needs
were fully assessed. This included their clinical needs and their mental and
physical wellbeing. The single recommendation by the inspector was to
update the fire risk-assessment which was completed immediately
following the inspection.
The practice has had a further routine telephone review in November
2019 and the inspector was satisfied that the practice continued to
provide a ‘Good’ level of care for patients across all Key Lines of Enquiry.
Details of proposed provider entity including governance and operating
model (new contractor)
The new contractor will be a company limited by shares. The existing
contractors will be the shareholders and directors of the limited company.
Mobilisation plans
Performance and service delivery of the practice will remain the same
following the transition of the contract from the practice to the limited
company.
Contingency planning
The practice has robust business continuity plans in place for a range of
scenarios. These have been critically reviewed at PCN level to ensure that
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patient care continues under all circumstances.
Asset registers exist for all IT equipment at Greater Manchester Shared
Services. All patient data is available to the network and Commissioner
through regularly updated patient data sharing agreements.
Access to clinical systems is available to the Commissioner through the
supplier with whom they hold the contract and is currently accessed by
the Commissioner on a routine basis.
In the event of a termination event all information would be shared with
the commissioner through these arrangements allowing an alternative
provider to deliver the contract immediately with minimal or zero effect
on patient care.

6. Patients and care quality (supports KLOE 5.2, 7.2, 7.3, 7.4, 7.5)
6.1

Please refer to the CAF – this section is for you to describe the benefits to
patients and how they will be delivered.
Please summarise your response under each sub-heading and
attach any supporting information and evidence, for example,
engagement feedback. You should provide further detail on
proposed changes to the service model in paragraph 8
Impact on care quality
The practice are proposing no changes to the current service
delivery, it’s location nor it’s high quality care as evidenced by the
most recent CQC report and attached patient feedback. The
practice only envisages an increase in the standard of care for
patients as the previously mentioned (4.1) barriers to recruitment
and associated workload pressures are removed. This will allow the
practice to more effectively target care at the most vulnerable and
at-risk patients because, as stated in the General Practice Forward
View (2016), enhancing skill mix through recruitment and reducing
workload pressures is one of the keys in reaching these patients.
Benefits for patients – including improved population health
outcomes
Contractor achievement rates are at or above the CCG average for
public health and national screening programmes but there is
sufficient evidence that this progress can be maintained or
improved.
The Practice’s QOF achievement 19/20, which includes screening
and vaccination programmes, was 97.3% versus a CCG average of
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96.2%.
In the areas where comparisons with pre pandemic care can be
made, such as flu vaccinations, the practice has increased uptake
across all cohorts and was a key participant in creating and
delivering network flu clinics, providing the majority of staff and
primary premises. It has continued to deliver the prioritised aspects
of QOF and the Commissioner’s Salford Standard at or above the
required targets. These include Cervical Smears, Learning Disability
Health checks and ethnicity recording.
Improvement can be made in all these areas and the practice,
through the benefits of their proposed model, feel they would be
putting themselves in the best position to not only make these
improvements but to be able to react to the new healthcare
challenges that a post-pandemic patient population will present.
Impact on patient choice
As detailed at box 4.1 above, through a limited company the
practice will attract and retain a varied and efficient workforce which
will improve patient access to services.
Clinical input and oversight
Clinical input and oversight will remain at the same high standard led by
the same clinical team.

7.

Finance (supports KLOE 8.1, 8.2, 8.3, 8.4) –
7.1

Please refer to the CAF – this section is for you to describe the benefits to
patients and how they will be delivered.
Please summarise your response under each sub-heading and attach any
supporting information and evidence, for example, engagement feedback.
Please refer to the practice’s accountant’s novation report and finance
assessment submitted with this application for our response to each subheading.
Financial plan/model underpinning the new delivery model
Financial plan/model underpinning the new delivery model
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Investment plans post contract novation
In terms of financial investment in the company, the original contractors
will enter into an Asset Purchase Agreement with the company to transfer
the assets, working capital and cash from partnership to the company,
therefore the assets and working capital position of the partnership will
be mirrored in the company.
Please refer to the opening balance sheet prepared by the practice’s
accountants. There is an opening balance of £40,000 which will be funded
in the form of director’s loans, to be repaid by the end of the first
accounting period.
The shareholders may also invest amounts in the capital of the company
in proportion to their respective shareholdings.
In terms of non-financial investment, incorporating the practice will allow
the company to invest in an increased number of roles within the practice
to benefit both the efficiency of the practice and across the wider PCN.
Existing liabilities of contractor

Proposed liabilities of contractor at the point of novation

Proposed governance arrangements for financial matters and decision
making
Decision making relating to clinical delivery and financial matters will sit
with the original contractors who will be the directors and shareholders of
the company.
Details of business and clinical insurance cover (includes for private
work)
The original contractors have combined insurance cover in place, covering
employers’ liability, public liability and premises insurance, and both Dr
Adeyeye and Dr Austin have medical indemnities in place. Please refer to
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the supporting documentation.
The original contractors also have the benefit of the government backed
Clinical Negligence Scheme for general practice.

8.
Supplementary information on proposed changes to service model (supports KLOE 2.1, 3.1,
4.1, 5.2, 7.1-7.4)
8.1

Please detail below any proposed changes to the service model:
Please summarise changes
There will be no changes to the service model of the practice following
the transition to a limited company.

8.2

Will the process of incorporation have any effect on the location of current
service provision – please mark ‘x’ in the appropriate box:
Yes

8.3

No

X

Will there be any change to the practitioners providing the service – please
mark ‘x’ in the appropriate box:
Yes

8.5

X

Will the process of incorporation have any effect on the current range of
services provided – please mark ‘x’ in the appropriate box:
Yes

8.4

No

No

X

If any of these questions receives a YES response, please provide details of
the effect and the reasons for this:
Please describe each ‘YES’ including the implications

8.6

For any/all effects described above please confirm any involvement or
engagement with patients and provide evidence of the outcome of this
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involvement or engagement:
Note: evidence of patient engagement and outcomes may be
attached separately)

8.7

Service access

Day

AM

PM

Monday

08.00

18.30

Tuesday

08.00

18.30

Wednesday

08.00

18.30

Thursday

08.00

18.30

Friday

08.00

18.30

Saturday
Sunday

8.8

Please provide details of how you will maintain/improve access for existing
and new patients.

Details:

8.9

As described at box 4.1 above, the company limited by shares
model will attract clinical expertise and grow the workforce of
the practice, increasing access to services for existing patients
and increasing the capabilities of the practice to take on
additional patients.

Please provide any further details that might be relevant to your request /
proposal:
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[Any additional details you would like to include within the
application]

Commissioner Assessment Framework Tool

Please see the attached Excel spreadsheet
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Equality Impact Assessment

Equality Impact Assessment Screening Form
Proposal* name:

Incorporation application – Pendleton Medical Centre

Assessment completed
by:

Sam Glynn-Atkins

Senior Service Improvement
Manager

What are the aims of the proposal*:
The application proposes to incorporate the practice to a limited company. The directors and
shareholders of the limited company would be the same two GPs that currently hold the contract.
An approval would result in the CCG holding a GMS contract with a limited company instead of
the two GPs that currently hold the GMS contract.
a) Please specify who this proposal* will affect?
The practice GP partners and their staff.
b) Impact across the protected characteristics
Will this proposal* adversely affect any or all of the protected characteristics?
YES / NO
(N.B: Protected Characteristics include: age, disability, gender reassignment, marriage and civil partnership,
pregnancy and maternity, race, religion or belief, sexual orientation.)

If you have answered ‘no’ and expect no negative / adverse impact, please describe your
expected positive / neutral impact
A recommendation will be made to Primary Care Commissioning Committee (PCCC) on 30
March 2021 to approve the application to incorporate the practice.
There are no plans to reduce the services currently provided or cease any of the services
following the proposed incorporation. Patients may, in time, have access to additional services
that the practice might host on behalf of the Primary Care Network (PCN). The practice patients
will see no change in terms of the physical location of the practice, and there will be no adverse
impacts on protected characteristics.
If the application to incorporate were approved, patients may benefit from:
- access to additional services that are not currently delivered
- a larger practice team
Any approval of the incorporation application would include, as a condition, the requirement for
the practice to undertake a specific piece of engagement work with their patients. The practice
will also ensure that patients are communicated with about the changes in formats they can
understand. The outcomes of the engagement exercise would be submitted to the CCG to ensure
that it is satisfactory and does not highlight any issues or concerns.
Salford CCG has expressed support for practices wishing to work collaboratively, and this
application would support that aspiration.
c) Human Rights implications
Is the proposal* likely to cause any negative impact on Human Rights?
YES / NO

Equality Impact Assessment
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If you have answered ‘yes’ for either b or c, please carry out a full Equality Impact
Assessment (EIA)
To be completed by CCG Diversity & Inclusion Lead
Diversity & Inclusion Officer name: Amanda Rafferty
NO

YES

EIA registration number issued?: NO
number:___SALCCG033_____)

YES

Advised Full EIA required?:

(Registration

Appendix 4

Page left intentionally blank

Tender/No tender matrix

Please see the attached Excel spreadsheet
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Question
Number

Key Considerations Prior to Completing the Tendering Healthcare Scorecard
Key Questions

Options

Further Details / Rationale

If Green Proceed to
THS

If Red - Procurement
Needed

If No - Waiving Procurement could be an option Please

Q1

Is the specification of the service anticipated to
provide details / rationale
change significantly from the current service model?
If Yes/Unsure - Procurement May be req'd as the
Will there be a significant material change?
provider landscape needs to be tested due to the
change in specification.

Q2

Is the value of the service anticipated to change
significantly from previous? Take into consideration
both a increase & decrease in costs.

Q3

Is the value of the proposed contract term in excess
of the EU threshold? Please note Value of proposed
contract over the whole of its term.

Q4

Are there financial risks associated with the current
service? i.e. is it being delivered within current
budget, do efficiencies in the service need to be
made?

If No - Waiving Procurement could be an option Please
provide details / rationale
If Yes/Unsure - Procurement May be req'd - the level of
contract value can determine the volume of providers
available in the market.
Alternative to running procurement process could be an
option Please provide details / rationale
If the contract is above threshold then we would strongly
advise that a robust Procurement exercise is undertaken
If No - Waiving Procurement could be an option Please
provide details / rationale
If Yes/Unsure - Procurement could provide a way to
deliver the service on budget, termination clauses need
to be reviewed

The above questions are to be considered as 'Key' in the decision making process when deciding if a service needs to go out to procurement or not. If all the above questions are answered with a Green option then the next step of
the process is to complete the Tender Healthcare Scorecard. If any of the questions are answered with a Red option then there is an increased likelihood that a procurement exercise will need to be undertaken, at this point you will
need to contact the GMCSU Market Management team to discuss further. If unclear & further advice is needed then contact the GMCSU Market Management team.

Departmental Approval
Commissioner Approval
Procurement Approval

Name / Signature

Position

Date of Approval

Tendering Healthcare Scorecard
Question Number

Service Delivery

Q1

Is the specification of the service
anticipated to change significantly from
the current service model? Will there be a
significant material change?

Q2

Q3

Q4

Q5

Q6

Q7

Will re-tendering have a positive impact
in service performance?

Demand – is demand being
met/managed?

Fitness – is the service fit for purpose in
light of current and future requirements

Can the commissioner demonstrate the
service offers value for money?

Is there an option to extend the contract?

Options
If No - Waiving Procurement could be an option Please provide
details / rationale

Further Details / Rationale

If Yellow Score All 0
Points

No material change

0

No, we would only re-tender like for like using the
GMS national contract

0

Practice was not flagged in the most recent
review of patient access

0

Yes, there are no concerns about this practice

0

GMS national contract

0

If Red Score All 10
Points

If Yes/Unsure - Procurement May be req'd- consult SFI & Tender
Timetable for further advice & potential Market Intervention
If No - Waiving Procurement could be an option Please provide
details / rationale
If Yes/Unsure - Procurement May be req'd - consult SFI & Tender
Timetable for further advice & potential Market Intervention
If Yes - Waiving Procurement could be an option Please provide
details / rationale
If No/Unsure - Procurement May be req'd- consult SFI & Tender
Timetable for further advice & potential Market Intervention
If Yes - Waiving Procurement could be an option Please provide
details / rationale
If No/Unsure - Procurement May be req'd- consult SFI & Tender
Timetable for further advice & potential Market Intervention
If Yes - Waiving Procurement could be an option Please provide
details / rationale
If No/Unsure - Procurement May be req'd- consult SFI & Tender
Timetable for further advice & potential Market Intervention
If Yes - Waiving Procurement could be an option Please provide
details / rationale
If No/Unsure - Procurement May be req'd- consult SFI & Tender
Timetable for further advice & potential Market Intervention
If No - Waiving Procurement could be an option Please provide
details / rationale

Is the scope of the service anticipated to
change significantly from previous?
If Yes/Unsure - Procurement May be req'd - consult SFI & Tender

Not applicable, GMS national contract is 'in
perpetuity'

No material change but potential additional
services may be delivered in the future

0

No change to GMS national contract
LCS will be dealt with separately

0

No

0

Timetable for further advice & potential Market Intervention

Q8

Q9

Is the specification of the service
anticipated to change significantly from
previous?

Is the value of the service anticipated to
change significantly from previous?

If No - Waiving Procurement could be an option Please provide
details / rationale
If Yes/Unsure - Procurement May be req'd - consult SFI & Tender
Timetable for further advice & potential Market Intervention
If No - Waiving Procurement could be an option Please provide
details / rationale
If Yes/Unsure - Procurement May be req'd - consult SFI & Tender
Timetable for further advice & potential Market Intervention

Note that current service performance alone is not sufficient justification for not re-tendering. It must be assessed in conjunction with all the criteria for the service being considered. Please also Note that a significant change in scope,
specification or value will indicate that re-tendering should be considered.

Question Number

Market Landscape

Options

Further Details / Rationale

If Yellow Score All 0
Points

If Red Score All 10
Points

Q10

Q11

Q12

Q13

Is there plurality of provider?

Is there a limited supply base?

Is there limited provider capacity?

Could the service be transferred to an
alternative provider with relative ease?

If No - Waiving Procurement could be an option Please provide
details / rationale
If Yes/Unsure - Procurement May be req'd - consult SFI & Tender
Timetable for further advice & potential Market Intervention

0
No market interest has been sought - legal
advice is that it is not required under the
circumstances of a like for like contract

10

The CCG has 38 providers locally and there are
more across the country

10

If Yes - Waiving Procurement could be an option Please provide
details / rationale
If No/Unsure - Procurement May be req'd- consult SFI & Tender
Timetable for further advice & potential Market Intervention
If No - Waiving Procurement could be an option Please provide
details / rationale
If Yes/Unsure - Procurement May be req'd - consult SFI & Tender
Timetable for further advice & potential Market Intervention
If No - Waiving Procurement could be an option Please provide
details / rationale

0
Capacity is limited in general practice currently
due to the pandemic
Transfer to another provider would be more
difficult/a different process as the contract
holders would be different

10
0

If Yes/Unsure - Procurement May be req'd - consult SFI & Tender
Timetable for further advice & potential Market Intervention

Please Note that DH guidance states that the greater the number of potential providers, the stronger the case for tendering the service.
Question Number

Q14

Commercial / Procurement Considerations

Options

Alternative to running procurement process could be an option
Is the value of the proposed contract term in
Please provide details / rationale
excess of the EU threshold? Please note Value
If Yes/Unsure - Procurement May be req'd - consult SFI & Tender
of proposed contract
Timetable for further advice & potential Market Intervention

Q15

Is the contract for routine elective services?
(under the principle of free choice these
services should not be restricted to a single
provider and should be commissioned under
AQP

Q16

If No - Waiving Procurement could be an option Please provide
Is there a risk of current/future
details / rationale
targets/objectives of the service not being met
If Yes/Unsure - Procurement May be req'd - consult SFI & Tender
should you not go out to tender?
Timetable for further advice & potential Market Intervention

Q17

Are there financial risks associated with the
current service? i.e. is it being delivered within
current budget, do efficiencies in the service
need to be made

Q18

Are there political/legal consequences of a
service change?

Further Details / Rationale

If Yellow Score All 0
Points

Yes, contract global sum is worth £380k pa in
perpetuity

If No - Waiving Procurement could be an option Please provide
details / rationale

If Red Score All 10
Points

10

Not suitable for AQP

0

No, like for like contract and same contract
holders

0

Proposal to incorporate the practice has limited
impact on commissioner financial risks

0

If Yes/Unsure - Procurement May be req'd - consult SFI & Tender
Timetable for further advice & potential Market Intervention

If No - Waiving Procurement could be an option Please provide
details / rationale
If Yes/Unsure - Procurement May be req'd - consult SFI & Tender
Timetable for further advice & potential Market Intervention
If No - Waiving Procurement could be an option Please provide
details / rationale
If Yes/Unsure - Procurement May be req'd - consult SFI & Tender
Timetable for further advice & potential Market Intervention

Potential legal challenge, however low risk per
CCG legal advice

Note that DH guidance states that the greater the value of the service, the stronger the case for tendering the service.

10

If the score is below 80 (circa 45%) of the total score available (180) there is suitable justification for waiving the procurement process. If
unclear & further advice is needed then contact the Procurement team- Please note this is just a guide that has been adopted locally to the
GMCSU Market Management team

Total Score:

50

In Summary
Tendering for healthcare services is a grey area that is continuously evolving. 'As the CCG is a sovereign body of NHS England, It remains for NHS Trusts to decide if formal tendering is required for healthcare services.' In achieving best
value and service quality the CCG must adopt the overarching EU Treaty principles of equality, transparency and non discrimination. To minimise the risk of any potential challenge, the CCG may wish to adhere too the overarching EU
Treaty principles, and may wish to consider mirroring the requirements of Part A Services, however this is not a necessity and the decision on all such matters lies with the CCG and its own governance procedures. To tender or not to tender
remains a difficult decision to make, a balanced assessment of all the service criteria must be made on a case by case basis with the best intentions of the CCG taken into consideration at all times. Where doubt on the appropriate
decision exists, appropriate legal advice or guidance from CCP or legal procurement experts should be sought.
Departmental Approval
Commissioner Approval
Procurement Approval

Name / Signature

Position

Date of Approval

PRIMARY CARE COMMISSIONING COMMITTEE
PART I
AGENDA ITEM NO: 3e
Item for: Decision/Assurance/Information (Please underline and bold)
22 March 2021
Report of:

Sam Glynn-Atkins
Senior Service Improvement Manager

Date of Paper:

30 March 2021

Subject:

Salford Medical Practice – Application to
change the practice boundary

In case of query
Please contact:

Natalie McInerney
Service Improvement Manager
n.mcinerney @nhs.net

Strategic Priorities:

Please tick which strategic priorities the paper relates to:

Quality, Safety, Innovation and Research
Integrated Community Care Services (Adult Services)
Children’s and Maternity Services


Primary Care
Enabling Transformation

Purpose of Paper:
This paper is supplied to the Primary Care Commissioning Committee, to request a
decision on the application from Salford Medical Practice to change the practice boundary.

Further explanatory information required
HOW WILL THIS BENEFIT THE
HEALTH AND WELL BEING OF
SALFORD RESIDENTS OR THE
CLINICAL COMMISSIONING
GROUP?

As noted in the main document

WHAT RISKS MAY ARISE AS A
RESULT OF THIS PAPER? HOW
CAN THEY BE MITIGATED?

As noted in the main document

WHAT EQUALITY-RELATED RISKS
MAY ARISE AS A RESULT OF THIS
PAPER? HOW WILL THESE BE
MITIGATED?

Equality Analysis considered within the body of
this paper and when awarding the contract

DOES THIS PAPER HELP ADDRESS
ANY EXISTING HIGH RISKS FACING
THE ORGANISATION? IF SO WHAT
ARE THEY AND HOW DOES THIS
PAPER REDUCE THEM?

Not applicable to organisational ‘red’ risks

PLEASE DESCRIBE ANY POSSIBLE
CONFLICTS OF INTEREST
ASSOCIATED WITH THIS PAPER.

Potential conflict of interest for members of the
PCCC that are also GP contract holders

PLEASE IDENTIFY ANY CURRENT
Salford GP practices in the Orsdall & Claremont
SERVICES OR ROLES THAT MAY BE Primary Care Network (PCN)
AFFECTED BY ISSUES WITHIN THIS
PAPER:
Footnote:
Members of Primary Care Commissioning Committee will read all papers thoroughly. Once papers are distributed no
amendments are possible.

Primary Medical Care Commissioning Principles
1. Salford will have the safest, most effective
healthcare and wellbeing system in England;
with consistently high quality service standards
and outcomes. These services should be
provided in a timely, equitable and person
centred way.
2. The PCCC will support general practice in
Salford to be an attractive place to work. This will
include encouraging and supporting general
practice to: embrace digital technology,
innovation and new ways of working; adapt, train
and up-skill the workforce to meet patient need;
reduce its carbon footprint; and work from
modern and fit for purpose premises. The PCCC
will consider the impact of commissioning
proposals upon bureaucracy and workload in
general practice and seek to minimise the
burden.
3. Investment decisions will focus on strengthening
capacity and improving access to general
practice (e.g. implementing additional roles
across primary care networks). The PCCC will
maximise opportunities to commission primary
medical services at scale where this is expected
to improve patient experience or be more
efficient and effective.
4. The PCCC will consider the evidence about local
health care needs and assets. In understanding
these, the PCCC will support primary medical
services in Salford to meet the needs of a
growing and increasingly diverse population.
This will include prevention, promoting patient
choice, inclusion, equality and support for
vulnerable groups. The PCCC will ensure
commissioning decisions improve the economic,
environmental and social wellbeing of the
Salford community.
5. The PCCC will ensure that general practice
services are commissioned from providers that
are able to demonstrate high quality, safe and
holistic care (in line with the Salford Standard),
which results in good outcomes for patients and
value for money for the NHS. The same
opportunities will not be available to providers
that are unable to demonstrate these attributes.
6. The CCG will connect, involve, empower and
engage the local population. The PCCC will take
into account patient views when making primary

Addressed in this paper?
No

No

No

Yes

No

Yes – via consultation with
Healthwatch

medical services commissioning decisions.
7. The CCG will encourage and support primary
care networks to play a pivotal role within the
integrated care system, thus giving general
practice a strong voice. This will support the
improvement of patient pathways in secondary
and community services.
8. The PCCC will embrace opportunities to
commission primary medical services in an
integrated way where this has benefits for
patient care and helping people stay well, e.g.
through pooling budgets for health and social
care services, or commissioning community
services to be delivered on a neighbourhood
basis from multidisciplinary integrated teams.
9. The PCCC will consider new contracting
mechanisms when they are expected to improve
patient experience or be more efficient. This
includes practices working collaboratively in
primary care networks to deliver agreed
outcomes and to share resources such as staff
and back office services.
10. The CCG will proactively work with partners
(including primary care networks, Salford
Primary Care Together - as Salford’s GP
provider organisation, the Salford and Trafford
Local Medical Committee and the voluntary
sector) in a transparent and supportive manner.
11. The CCG, as a commissioner of primary medical
services, cannot assume responsibility for, or
become involved in, matters relating to the
management of GP practices (including practice
disputes and legal matters). However, action will
be taken where such matters affect patient care
and/or delivery of contractual requirements.
12. When commissioning decisions need to be
made regarding primary medical service
contracts, there will be full consideration of each
of the available options in order to determine the
approach that is most likely to meet the needs of
the population and most likely to deliver the
strategic ambitions of the Salford Locality Plan.
This may not always be re-procuring a ‘like for
like’ service.

No

No

No

Yes - the LMC and other key
partners have been consulted on
the proposal

No

Yes

Document Development
Process

Yes

No

Not
Applicable

Comments and Date

(i.e. presentation, verbal, actual report)

Outcome

Public Engagement
(Please detail the method i.e. survey, event,
consultation)



Stakeholder letters sent including to
Healthwatch (see Section 4 for
details)

Responses collated and
included as Appendix 3a and
Appendix 3b for consideration
with this paper

Clinical Engagement
(Please detail the method i.e. survey, event,
consultation)



Stakeholder letters sent including to
neighbouring practices (see Section 4
for details)

Responses collated and
included as Appendix 3a and
Appendix 3b for consideration
with this paper

Has ‘due regard’ been given to Social Value and
the impacts on the Salford socially, economically
and environmentally?
Has ‘due regard’ been given to Equality Analysis
(EA) of any adverse impacts?
(Please detail outcomes, including risks and how
these will be managed)
Legal Advice Sought




EIA is included as Appendix 7



Presented to any informal groups or committees

Application and draft paper discussed Required more detailed
(including partnership groups) for engagement or
by PCOG 09 March 2021
application to be sent to
other formal governance groups for comments /
stakeholders and this was
approval?
completed.
(Please specify in comments)
Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is clarity
in the outcome column showing what the key message or decision was from that group and whether amendments were requested about a particular part of the
work.

Boundary change application – P87004 Salford Medical Practice
1

Executive Summary

This paper is supplied to the Primary Care Commissioning Committee (PCCC), to support
the decision making when considering the application from Salford Medical Practice, to
change the practice boundary.
The paper provides the PCCC with information on:
•
•
•
•

The options available to the group
The local context including the impact of new developments in the area
The benefits for people living in The Quays area of the city
The feedback received from stakeholders.

2

Introduction

2.1

On 03 February 2021, NHS Salford Clinical Commissioning Group (CCG) received
an application from Salford Medical Practice, to change the practice boundary. The
request is a result of the practice being successful in their application to provide
primary medical services from The Quays Practice, as a branch of the main practice,
and will be a permanent change from 1 April 2021.

2.2

The ‘Primary Medical Care Policy and Guidance Manual’ (PGM), updated in
February 2021, provides commissioners of primary medical services with the context,
information and tools to commission and manage GP contracts. The CCG have
followed the guidance accordingly.

2.3

Section 7.14.1 of the PGM sets out some of the circumstances which may prompt
contractors to request a change to the boundary.
‘There may be circumstances when a contractor wishes to change their main practice
boundary to either expand or contract the practice area for new registrations due to
new redevelopment, local authority compulsory purchase schemes and/or road
developments.’

2.4

A request to change a boundary constitutes a contract variation. Greater Manchester
Health and Social Care Partnership (GMHSCP) advise that a decision should be
conveyed to the practice within 28 days of the request being made. An agreement
has been made with Salford Medical Practice to extend the timescales past the usual
28 days in order for this paper to be presented at both Primary Care Operational
Group (PCOG) on 9 March 2021 and PCCC on 30 March 2021. A decision will be
communicated to the practice following the outcome at this meeting.

2.5

When making the decision regarding the boundary change application, the PCCC
have the following options available to them:
Option 1 – Approve the application to change the boundary
Option 2 – Reject the application to change the boundary

3

Background

3.1

Following a two-year pilot project, the Primary Care Commissioning Committee
(PCCC) made a decision at the July 2020 meeting to take forward the option to invite
expressions of interest from the practices in the Ordsall and Claremont
neighbourhood to open a branch practice to serve the residents of Salford Quays.
Seven expressions of interest were received, an application process was devised
and the contract was awarded to Salford Medical Practice.

3.2

Salford Medical Practice is situated on Langworthy Road in the M6 postcode, within
the Ordsall & Claremont Primary Care Network (PCN).

3.3

The practice holds a PMS contract and has two partners (one non-clinical), equating
to 0.99 WTE.

3.4

The practice list size was 3,676 as at 1 January 2021.

3.5

The practice has submitted a boundary change application as included in Appendix
1a and 1b. Appendix 1c and 1d outline the existing boundary and proposed
boundary respectively. In their application, the practice acknowledges that their
current boundary size has not been reviewed in a number of years and they were not
aware of how small the current boundary actually is. Therefore, the proposed
boundary extends significantly in all directions and now includes the M5, M6 and M50
postcodes.

3.6

As demonstrated in the application (Appendix 1a and 1b), the practice are aware that
expanding the practice boundary would mean that the patient register has the
potential to expand and that the responsibility to provide full medical services,
including home visits where clinically necessary remains, despite the significantly
larger practice area. Practices can choose to register any patient who resides outside
of the boundary, but they also have the right to refuse to register these patients. If
the practice were granted a boundary extension, it would then be contractually
obliged to register all patients who reside within the boundary that request to join the
list.

3.7

An increased boundary to cover the area in question provides the CCG assurance
that all patients on the Quays could access the provision if they choose to, as the
practice would have to accept them on to the list if they asked to register. In terms of
the areas outside of the Quays, the M5 and M6 areas, the practice already informally
accept registrations from those areas; therefore, a boundary extension to cover them
would again provide the CCG with a degree of assurance that all requests for
registrations are treated equitably.

3.8

The practice currently employs the following staff:
• 1 full time GP
• 1 long term locum GP
• 1 Advanced Nurse Practitioner
• 1 Practice Nurse
• 1 Health Care Assistant

Staffing requirements as the branch grows will be reviewed quarterly with further recruitment
where necessary.
3.9

The practice intends to initially recruit the following for The Quays Branch:
• 1 6-8 session Salaried GP with a view to partnership
• 1 Advanced Nurse Practitioner
• 1 Practice Nurse

3.10

The main site at Salford Medical Centre is in the process of converting three upstairs
rooms for clinical use to allow the capacity for additional clinics for remote or face to
face working in preparation for the list size expanding once the branch site becomes
live in April allowing the practice to work remotely and efficiently.

3.11

Approval of the application will afford a further increase in GP and other clinician
capacity for a rapidly developing area of Salford. In addition, the practice will be
working to manage increased demand for consultations through schemes such as
care navigation and social prescribing, Primary Care Network and national initiatives
including First Contact Practitioner, go2Physio, practice pharmacist and rolling out
further the telephone and electronic consultation and triage based systems.

4

Patient and stakeholder engagement

4.1

As part of the commissioner responsibility to consult, correspondence was sent to
key stakeholders, to provide them with the opportunity to express views/comments
on the proposal. The stakeholders consulted were:
• Healthwatch Salford
• the Salford and Trafford Local Medical Committee (LMC)
• Neighbouring Salford GP practices (Ordsall Health Surgery, Langworthy
Medical Practice, Clarendon Surgery, Pendleton Medical Centre, Orient Road
Medical Practice, The Willows Medical Practice, Cornerstone Medical
Practice, Sorrel Group Practice and The Height Medical Practice)

4.2

The CCG initially received responses from four neighbouring practices, all of whom
raised concerns about the proposed extended practice area. Given the CCG had
anticipated that the boundary change application would only cover The Quays area,
the practice was asked to apply by sending an email request, including the nature of
the boundary change, along with the practice’s rationale. However, given that the
request was for the boundary to cover a wider area than this, and also given the
queries that arose from stakeholders, the practice were asked to complete a full
application form, see Appendix 1b.

4.3

Full detail of the responses received as part of the initial consultation are included
within Appendix 3a.

4.4

Following receipt of the full application, this was sent out for further stakeholder
consultation and the responses are included in Appendix 3b. Two responses were
received.

4.5

One response was received from a neighbouring practice that reiterated concerns
about the proposed extended practice area, particularly in regards to the impact a
larger practice boundary size could have on the carbon footprint. It is acknowledged
that this as a valid point to raise, however, it requires further discussion alongside the
PCCC commissioning principles. Carbon footprint in primary care is planned to be
discussed at the July PCCC meeting.

4.6

One response was received from a representative of Salford and Trafford
Local Medical Committee which raised questions in regards to the following:
•

Potential overlap of boundary with practices in other PCN areas and consultation
with these practices;

•

Any unnecessary risk being posed on the South Ordsall population based on the
expected exponential rise in patient population should the boundary be extended
to the proposed extent;

•

Assurances in regards to any planned staffing recruitment.

5

Considerations

5.1

There are a number of factors that should be considered in relation to this
application, and these are articulated below.

5.1.1

Benefits for patients – if the application were approved, the CCG could be assured
that a greater number of patients residing in Ordsall and Claremont would have the
choice of an additional practice to register with.
The provider has a Care Quality Commission (CQC) rating of Good and achieved
89.5% on the 19/20 Salford Standard contract.
Both the current and branch practice benefit from being close to good transport links.

5.1.2

Local housing developments – PCOG has, in previous papers, been made aware of
the rationale as to why this service is required. In summary these are:
• Expected population growth and therefore additional capacity is required in
general practice in the South Ordsall and Salford Quays areas.
• A number of new housing developments are either planned or in progress with a
projected population increase of 29,883 people between now and 2035 as
outlined in Appendix 6. An agreement to the proposed new boundary would
ensure that the residents of these developments have the additional choice to
register with The Quays branch of Salford Medical Centre.

5.1.3

The size of the proposed boundary – It should be noted that the proposal is to extend
the boundary significantly. However, the practice has stated that they already
informally choose to accept patient registration requests from patients living within
the proposed boundary area (M5 / M6), so the CCG would not expect to see a
significant change in new registrations from these postcode areas. In line with the
practice opening a new branch practice for Salford Quays, the CCG would expect to
see a significant rise in patient registrations from the Salford Quays area.

5.1.4

Impact on service users – A decision to approve the application would provide all
service users who live within the proposed new boundary with the choice to be able
to register with the practice (provided the practice has an open list). This is currently
at the practice’s discretion.
The primary care contracting rules do not allow for the existing patients registered
with The Quays Practice (currently operated by the Langworthy Medical Practice) to
be automatically transferred to a new provider. A letter to registered patients advised
them of the opportunity to register with the new provider (Appendix 8), but ultimately
they could choose to remain registered with Langworthy Medical Practice, or to
register at another local practice.

5.1.5

Consultation – Stakeholder consultation has been undertaken by the CCG as
described in section 4 of this paper, with the responses received forming Appendix
3a and 3b. Four initial practice responses were received as a result of this
consultation and all expressed concerns about the application. A further two
responses were received following the updated application being shared with
stakeholders, which again, reiterated concerns about the proposed extended practice
area.

5.1.6

Equality Impact Assessment (EIA) – Approval of this proposed new boundary may
potentially have a positive impact on equality, as all patients residing within the
boundary would be eligible to register with the practice. The current situation allows
the practice to accept some patients outside of the contractual boundary whilst
refusing registration to others. A copy of the approved EIA can be found in Appendix
7.

5.1.7

Impact on and risks for other primary care providers – it should be noted that:
• all practices within the Ordsall & Claremont PCN have open lists
• There are four practices whose boundaries all cover The Quays area. These are
Ordsall Health Surgery, Pendleton Medical Practice, Clarendon Surgery and
Langworthy Medical Practice as outlined in Appendix 2a. The boundaries of The
Height, Cornerstones and The Willows also partially cover The Quays area. One
practice boundary is still unclear (Sorrel Bank Medical Practice) and has
therefore not been included within the maps. All practice boundaries within the
Ordsall & Claremont PCN (aside from Sorrel Bank Medical Practice) can be seen
in Appendix 2b.
• There are service needs for residents in current or future new developments
within the Ordsall & Claremont Primary Care Network (PCN) with additional
demand expected from the predicted population growth.

5.1.8

List size - Upon receipt of the application, data was reviewed over a period of months
in relation to list size at Salford Medical Practice and is displayed under Appendix 4a.
This demonstrates a stable list size over the period January 2020 to January 2021.
All other practices within the Ordsall & Claremont PCN also have stable list sizes
over the same period as outlined in Appendix 4b. Langworthy Medical Practice list
size shows a slight fluctuation throughout the year which is likely due to the
registration of university students.

Salford Medical Centre notes that they have past experience of managing a quickly
expanding list size, when they were awarded an APMS contract in 2016 to care-take
a practice whose sole contract holder had died. The practice list was dispersed and
Salford Medical Centre saw an accelerated list increase of almost 800 patients within
three months. At the time, the practice reviewed staffing, systems and processes on
a regular basis to ensure that the new patients received the same high quality care
they were already providing to their current patient list.
5.1.9

GP Whole Time Equivalents (WTE) – Appendix 5a and 5b outlines the patients per
Whole Time Equivalents (WTE) at the practice, which at 0.99 is at the bottom of the
scale when compared to all other Salford GP practices and the neighbourhood within
which they sit, i.e. the lowest number of GPs per 1,000 head of population. There is
just one other practice in Salford (plus the Care Homes Medical Practice) that has
fewer GPs per 1,000 head of population, however, the practice intend to recruit
additional clinical and administrative staff to support the increasing list size.
Within the application, the practice state they have remained well above the
recommended 72 appointments per 1000 patients per week. Current wait times for
the majority of appointments with a clinician are under 24 hours and less than 5-7
days with the nursing team.

5.1.10 Previous applications – The PCCC is reminded of an application from July 2020
where a practice within a different PCN submitted an application to extend their
practice boundary to cover the whole area of their PCN. This application was
approved by the PCOG and PCCC noting practices within the PCN had previously
raised concerns about developments within the area and the impact this would have
on practices list size. It was acknowledged that patient choice prevails, patients are
entitled to change GP practices at any time and it was not a reflection on the quality
or capacity at any other local practice.

6

Recommendations and Next Steps

6.1

It is noted that PCCC look favourably at practices who request to increase their
boundary size and it is expected that this would continue. However, each application
would be considered on its own merit including the practices own situation and
circumstances.

6.2

The Primary Care Commissioning Committee is asked to discuss and determine if
the proposal to increase the practice boundary is reasonable, given the practice has
been successful in their application to provide primary medical services from the
branch site at The Quays and the proposed new boundary will formally increase
patient choice.

6.3.1

It is the view of the of the Primary Care Operational Group that the proposal to
increase the practice boundary to The Quays area is reasonable, particularly given
the developments in the local area. It was noted during the Primary Care Operational
Group meeting that there were some concerns regarding the inclusion of the M5 and
M6 boundaries and the LMC representative at the meeting highlighted this as a risk.

6.3.2

Primary Care Commissioning Committee are asked to consider the paper and
application, in particular, feedback from stakeholders and decide whether to approve
or not approve the application to extend the practice boundary.

Next steps
6.4

The PGM details the next steps in responding to an application for a boundary
change, as follows:
7.14.8 If the Commissioner accepts the proposed changes to the practice area, the
contractor should be notified, as soon as possible, in writing of:
14.8.1 the acceptance;
14.8.2 the date upon which the changes will take effect; and
14.8.3 a requirement of the contractor to publish the details of the new
practice area within their patient information leaflet and on their
website (if they have one).
7.14.9 If the Commissioner declines the proposed changes to the practice area, the
contractor should be notified, as soon as possible, in writing of that decision
and to include:
14.9.1 the reasons for the decision;
14.9.2 the right of the contractor to appeal and the process for doing so; and
14.9.3 specify any period within which the Commissioner would not consider
a further application from this contractor to vary its practice area.

6.5

As specified in the PGM, in the circumstances of a decision to decline the request to
change the boundary, the practice are entitled to appeal the decision and the CCG
would need to follow the process set out in the PGM under Part C Chapter 4 –
Managing Disputes.

Natalie McInerney
Service Improvement Manager
23 March 2021
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Appendix 1a – Boundary application
3rd February 2021
Natalie McInerney
Service Improvement Manager
Hi Natalie
Re: Request for boundary change for practice P87004
Just going through my emails and I can't see that I've sent this through to you, please accept my
apologies as I thought I had.
I've attached the current boundary which Sam provided and our proposed area change.
The primary reason for the change is our upcoming new branch site which will open 1st April 2021,
to ensure we capture these patients we have included M50. Upon reviewing our boundary, I don't
think we were aware of just how small an area this currently covers. In the proposal we are looking
to cover the postcode areas of M5, M6 & M50. We're hoping this will secure us long term population
growth and allow us to grow as a practice and our services.
If you need any other information from me, please do let me know
Best wishes,
Leanne
Leanne Bailey

Practice Manager
Salford Medical Centre (P87004)
(t) 0161 736 1166
(e) Leanne.elleray@nhs.net
(w) www.salfordmedicalcentre.nhs.uk

11th February 2021
Dr Salim submitted his staffing proposal as part of his application for the branch site. Initially we will
be employing a full time GP, ANP, PN and HCA. Staffing requirements as the branch grows would be
reviewed periodically and we would recruit where necessary. I'm sure you will have seen the current
size of our boundary which has not been reviewed in several years and is incredibly small. The
practice has already been taking registrations from the proposed boundary for quite some time, so
we are not concerned that we are suddenly going to experience a surge in registrations that we are
unable to cope with. With needing to extend our boundary officially due to the new branch site it
seemed the most practical thing to do to cover the entire area which we are already happy accepting
patients from.
With regards to being contractually bound to accepting patients we have discussed this and as we
already take from these areas we are more than comfortable with this. I can't remember any
occasion where we have turned a patient away who lives in the M5, M6 or M50 postcode as they are
all so close to the practice.
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I hope this reassures the CCG & the PCCC that we are more than prepared for taking on the patients
when the branch opens 1st April. If you do need any further information please do let me know.

Appendix 1b – New boundary application
Please provide the information below to the Commissioner no less than 28 days before the requested
contract variation.
Practice name
Address

Salford Medical Centre
194-198 Langworthy Road, Salford, M6 5PP

Telephone number
Email address

0161 736 1166
Practice: smc.admin@nhs.net
PM: Leanne.elleray@nhs.net
GP: rsalim@nhs.net

1. Provide full details of the
proposed practice area:

Salford Medical Centre wishes to increase it’s
contractual boundary to cover the entire M5, M50 &
M6 post code areas of Salford.

2. Explain the reasons for the
change of practice area:

In October 2020 Salford Medical Centre was successful
in its bid to open a branch practice in Salford Quays.
Currently there is a pilot practice run by Langworthy
Medical Practice which will cease to operate on the 31st
March and Salford Medical Centre will open its own
branch called The Quays Medical Practice in it’s place.
In order to make ourselves accessible to Salford Quays
residents we were advised to review our current
contractual boundary.
This area is thriving with massive increase in population
growth expected over years. As a minimum we expect
25 new patients per week. Compared to the other
neighbourhoods there is a much higher amount of
housing and population growth expected between
2018 and 2024. The local growth model forecasts an
additional population of around +15,500. The vast
majority will be concentrated on areas of development
in Ordsall, with only a small amount from natural
growth
The practice has received many requests from patients
who have moved out of area and those who wish to
join from word of mouth from outside of the current
boundary. We have assessed these patients on a case
by case basis and remained open and transparent in
the decision making processes. Currently we can
register patients from outside our boundary without
the requirement to carry out home visits. However we
would prefer to have a clearly marked boundary in
which we are comfortable and committed to provide all
GMS services including home visits to our registered
patients for whom we have a duty of care and we hope
therefore that our application will be approved.
With the addition to having a branch site Salford
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Medical Centre’s ambition is that we will be able to
grow our list size which is currently under 4000 (3764)
to between 6000-8000. We feel this amount of growth
will stabilise our practice which is one of the longest
running in Salford for the foreseeable future. Over the
past 12 months we believe due to the pandemic our list
size varied little at the beginning of that time period, in
the last 6 months the practice list size has grown in 5 of
those 6 months with the launch of the new practice
website in December accelerating this growth as we
now offer online registrations.
Having a larger contractual boundary that the practice
can advertise through it’s website and various social
media accounts will allow us to sustain continued
growth and therefore become more attractive to
clinical & administration staff to join our team as and
when positions become available or required.
The main site at Salford Medical Centre is in the
process of converting 3 upstairs rooms for clinical use
to allow us the capacity for additional clinics for remote
or face to face working in preparation for the list size
expanding once the branch site becomes live in April
allowing us to work remotely and efficiently.
By expanding our boundary to M50 we hope to
alleviate pressure on the 1 practice currently situated in
that area who we are aware have reached capacity and
have no desire to grow their list size further. This will
be helped also by another 3 practices that also cover
that area. In addition by widening our boundary to
cover the entire M5 & M6 area we are providing
additional patient choice in those areas as well as
reassurance to the CCG that there is an additional
practice who is contractually obliged to accept
registrations from those areas should there be any
further housing developments causing additional
population growth.
The practice would like to make it clear that the entire
boundary proposed is contractual. The practice does
not wish to have an inner or outer boundary
The practice provides all of its contractual obligations
as well as additional services. The practice has seen
QOF achievement improve year on year over the last 5
years as well as achieving well on the Salford
Standards. A CQC review in 2019 rated the practice as
good.
We are aware that the Ordsall & Claremont PCN has 10
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practices which are all within a 2.1 mile radius of
Salford Medical Centre. It is not our practice wish to
destabilise any of our neighbours, we believe with the
rapid population growth in Salford there will be many
patients needing to register in the local area and our
neighbouring colleague are stretched to capacity. We
believe a majority of new registrations into the area
will come from the M5/M50 area where there is
intensive residential work being undertaken. It is our
wish however to ensure our increased growth to our
desired size to allow our practice to offer other
additional services as well as serve a larger area of
Salford’s population for their health needs.
3. Provide any additional
supporting evidence that may
be relevant (e.g. current
capacity, challenges or under
utilised capacity, patient
distributions, future service
development plans (including
knowledge of local
developments such as housing):

Salford Medical Centre currently has
• 1 GP partner
• 1 long term locum GP
• 1 Advanced Nurse Practitioner
• 1 Practice Nurse and
• 1 Health Care Assistant.
The practice intends to initially recruit for The Quays
Branch:
• 1 6-8 session Salaried GP with a view to
partnership
• 1 Advanced Nurse Practitioner
• 1 Practice Nurse
Approval of our application will afford a further
increase in GP and other clinician capacity for a rapidly
developing area of Salford. In addition we will be
working to manage increased demand for consultations
through schemes such as care navigation and social
prescribing, PCN and national initiatives including FCP,
go2Physio, practice pharmacist and rolling out further
our telephone and electronic consultation and triage
based systems. We have already successfully managed
through this triage system at Salford medical Centre by
reducing 6 week waits for face to face contact to 24-48
hours for any contact with a clinician.
Salford Medical Centre is committed to ensuring the
safe high quality health care for the branch practice
that the patients at the main site already receive.
Salford Medical Centre has a staffing plan in place as
the numbers at the branch site grow to increase GP /
ANP sessions are required and also employ an
additional Health Care Assistant. We anticipate a
quarterly assessment of requirements and recruitment
based on this. Part of these assessment will include
waiting time for appointment so we can maintain
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patient demand and safety..
Salford Medical Centre has past experience in
managing a quickly expanding list size from 2016 when
Salford CCG awarded them an aPMS contract to caretake a practice who’s sole GP had died. It was the
decision at the time the practice was closed down and
the patient list dispersed. In a matter of 3 months
Salford Medical Centre saw an accelerated list increase
of almost 800 patients. At the time Salford Medical
Centre reviewed staffing, systems & processes on a
regular basis to ensure that these new patients
received the same high quality care we were already
providing. Out of the 800 patients who joined our list
we estimate 400-500 are still registered with us today.
This past experience means our practice team are
confidant that our extended boundary and any increase
in registrations as a result can be managed
appropriately.
In response to the practice being awarded the branch
site we are currently in consultation with Salford CCG &
Castle Gate Projects Ltd. The vision is to develop a
modern health centre providing innovative forward
thinking patient care with the use of technology and
remote working to our GP Patient population and
community services from the foundation trust. The
building will be innovative with consulting sound proof
‘pods’ within clinical and staff areas to manage remote
demand effectively but at the same time providing face
to face care where required. We are planning to be
close to transport links and some level of work to be
carried out remotely from Salford Medical Centre site
at Langworthy Road. We believe this will reduce our
carbon footprint in Salford in the long run. An
extension for he registered patient are would generate
investment to enhance current service provision and
increase revenues in order for us to begin work on this
project. Given the predicted population growth in the
Salford Quays area future proofing the practice to
ensure it will of large enough size for us to adequately
grow is one of our primary focuses. Using the data from
the current pilot they have advised that they accept on
average 35 registrations per week. Over 12 months this
equates to approximately 1800 per year. In the
projected 2 years it will take for new premises to
become available the practice could have a branch site
which will have up to 3600 patients. We feel given our
previous experience and our current team’s
determination to grow our practice this is a state of
affairs we are confidant we can manage.
The PCCC & Salford CCG can be confidant and assured
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that this proposal is one that has been carefully
considered. We believe as we have been operating with
this as an unofficial boundary for considerable time (5+
years) we are adequately staffed & prepared to take on
any new patients who choose to register with us.
We have remained well above the recommended 72
appointments per 1000 patients per week. Our current
wait times for majority of appointments with a clinician
are under 24 hours and less than 5-7 days with the
nursing team. We feel we have developed a model of
appointment types that ensures we can effectively
manage demand as well as develop and adapt
accordingly. Previous to the Covid-19 pandemic we
operated on a 60-70% telephone triage appointments
system with the rest being pre-bookable face to face
appointments. At the time our waiting times were
similar to what they are now. We now operate a 100%
e-consultation / telephone appointment system with
those patients requiring face to face clinical review
being booked in by a clinician. Salford Medical Centre
has responded to the pandemic in a quick & efficient
manor which is reflected in our waiting times not
increasing despite the additional demand on our
service.
We have noted the responses to the stakeholder
analysis and thank all those who sent in comments. Our
response to each of the concerns has been listed
below.
Ordsall Health surgery:
• Opening the catchment area too wide to cope
with – as we have already stated earlier in our
bid we currently already accept registrations
from the M5, M6 & M50 area, we do not
believe by making this a contractual boundary
we will see significant growth from these areas
with the exception of the “south” Orsdall area
where a majority of the residential
development is. This is why the branch practice
has been approved and will be staffed in
accordance to its registered list size. It is
important to note that we are aware that the
“south” Ordsall area will be covered by 4
practices in total should our application be
successful and the area would not be limited to
just Ordsall Health Centre & our branch site.
• Large practice areas are a big clinical risk – we
are aware of a practice with a smaller list size
than ours which has a significantly larger
practice boundary than the one we are
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•

•

proposing. It is our practice plan that any new
staff members who do visits are aware of the
size of our contractual boundary when they
accept their positions. We feel due to the
position of the main & branch sites we have
excellent transport links which cover the entire
area proposed that this will not deter staff from
accepting positions. When we have discussed
the contractual boundary change with current
staff they were all happy with any potential
travel required.
Car parking space – It is true that the practice is
in consultation with the CCG and a developer
to allow the branch practice to have it’s own
premises rather than it being based out of
Ordsall Health Surgery permanently. Car
parking is obviously a consideration however it
is not expected for the site to be ready for at
least 2 years. The practice has due to the
pandemic as previously mentioned converted
to 100% e-consultation / telephone
appointments initially with a clinician. Face to
face appointments are arranged only where
clinically necessary. The practice has no plans
post pandemic to return to a face to face
model. Our nursing staff are also in agreement
that we will continue nursing appointments
being done over the phone where clinically safe
& practical. With both of these methods travel
to & from the practice by patients has been
hugely reduced compared to the pre-pandemic
appointment structure.
Climate crisis – as addressed in the previous
point the practice will continue to offer
appointments remotely where this is clinically
safe to do so. This ensures the only travel to &
from the practice is from staff & patients where
this is clinically necessary thereby reducing our
carbon footprint compared to if we returned to
a face to face model post pandemic. We take
into consideration the comments made
regarding practices being encouraged to have
smaller boundaries to minimise motorised
travel however we feel patient choice has to be
taken into consideration and that where
patients have multiple GP practices to register
with can only be seen as a positive outcome for
the patient experience.

Langworthy Medical Practice
Boundary is being extended wider than necessary – we
feel this has been explained at length earlier in our

Appendix 1b – New boundary application
application. In summary the practice already accepts
patients from the proposed contractual boundary as it
is a practices right under their contract to accept
patients from outside their boundary although they are
under no contractual obligation to do so. As we are
confidant we can safely and effectively manage a
growing list size we are applying to have our preferred
boundary confirmed as a contractual one.
Clarendon Surgery
Boundary size is too large to safely operate – we feel
this is an unfair statement when other practices are not
aware of our currently staffing or our ways of current
working. We acknowledge should we have wished to
increase our boundary by such a significant amount
prior to being awarded the branch site this could have
been argued as unsafe however the branch site has
given our practice the opportunity for significant
growth in respects to staffing & patient numbers. The
practice has been actively recruiting for the branch site
and has a robust staffing plan in place to continue to
monitor staffing levels and respond quickly where
additional clinical capacity is required.
Increasing the boundary outside of the Ordsall area –
we feel this has been explained above.
The Willows Medical Practice
The proposed boundary includes their entire
contractual boundary - The practices of the Ordsall &
Claremont PCN are disadvantaged in that we are all
within 1 mile of another practice in our PCN. Our own
practice is in the middle of 2 other GP practices on the
same road. Our PCN is extremely dense with GP
practices when compared to other areas and as such all
of our boundaries overlap each other by a significant
amount. We are aware that there are no parts of the
Willows boundary which are not covered by another
practice which means the patients within The Willows
boundary have excellent patient choice options in
which GP practice they register with.

Signed by Dr Ramzan Salim

Signed by Hayley Salim

Date

_____________________________________
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All persons who constitute the contractor must sign this notice. Please add further signatures
lines as necessary
Please note that the submission of this application does not impose any obligation on
the Commissioner to agree to this application.

Appendix 1c – Map of existing boundary

Appendix 1d – Map of proposed boundary

Appendix 2a – Map detailing boundaries of neighbouring Salford GP practices
Practice

Contractual Boundary Map

All practices
Ordsall and Claremont Boundary

https://map.salford.gov.uk/?lyrs=salford_neighbourhoo
ds#13/53.4989/-2.2742

Salford Medical Centre

Ordsall Health Surgery

The Height General Practice

Appendix 2a – Map detailing boundaries of neighbouring Salford GP practices
The Willows Medical Practice

Orient Road Medical Practice

Pendelton Medical Practice

Clarendon Surgery (DRAFT – awaiting approval
from the practice)
Green – Inner boundary
Red – Outer boundary
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Langworthy Medical Practice

Cornerstones Medical Practice

Sorrel Group Medical Practice

Unable to read the boundary. Requested clearer
version from the practice.

Appendix 2b – Map detailing boundaries of all Ordsall & Claremont practices

∗

Excluding Sorrel Bank Medical Practice

Appendix 3a – Stakeholder responses
The following responses were received from stakeholders:
Salford & Trafford
LMC
Healthwatch
Ordsall Health
Surgery

1. The Quays Practice was commissioned to deal with an
increase in the population of ‘south’ Ordsall, that is the
population to the south of the M602/Regent Road
corridor. The proposed changes move this catchment
boundary much wider. This gives us great concern that the
practice is opening its list to a much wider area which could
lead to a situation that it will not be able to cope with the
demand from the ‘south’ Ordsall area (which we know is
going to be considerable) and hence it will put pressure on
our practice which is already at capacity.
a. What justification has been given for the extension of
the boundary to the west, north and east?
b. What assurances have been given that that
additional practice area will not impact on the ability
to absorb increased patient numbers in ‘south’
Ordsall?
2. Large practice areas are a clinical risk. This is due to the
fact that patients can be less willing to travel for an
appointment (due to time and costs), and doctors & nurses
being less willing to visit (mainly due to time out of the
practice, potentially Impacting on patient care not done at
the practice).
a. Has any justification for improving quality been
given?
3. I believe that a new base for the Quays Practice is being
sought on the Quays. I imagine that it will be very
expensive to get large amounts of car parking space there,
and I also believe that the current premises of Salford
Medical Practice does not have its own dedicated car park,
or indeed cycle parking.
a. How is Salford Medical Practice going to deal with
this issue? While online consultations will help, this
is not enough justification when the practice is
expected to grow hugely.
4. We are currently in a Climate Crisis. One of the major
influences on a general practices carbon footprint is travel,
not only staff travel to the practice, but patient travel to the
practice and home visits. It is our assertion, and my own
assertion as the joint Social Value Lead of the CCG, that
practices should be encouraged to have smaller practice
areas to minimise motorised travel and to allow walking and
cycling as an option. This also improves the health of the
population by encouraging exercise and reducing air
pollution. This is especially true in areas like this where
there is considerable overlap of current practice boundaries.
a. Has any consideration been made of this?
b. Could PCCC please consider this?
c. What efforts are going to be made by SMP to
encourage active travel to the practice by staff and
patients?
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Dear Nick
I would like to share with you this proposed boundary change
request that we have been sent in Ordsall. I am copying below the
response that I have written in but I particularly point you to point
number 4. I have raised that as Social Value lead, and as you are
my co-lead, I thought that I should share it with you. I know that
you have also been involved in the carbon footprinting project that
we did in Salford and so I thought that I should offer you the chance
to offer comment as well.
Langworthy Medical
Practice

We are (naturally!) aware that SMP are starting a branch site on the
Quays so expected that they might need to change their practice
boundary. However, the proposed boundary appears
disproportionate to their new location - it covers not just the Quays
area but extends north to Charlestown and Lower Kersal, across
Trafford road into Ordsall and on up to the border with Manchester
City centre and finally westwards past Salford Royal and into
Eccles.
We do not understand the need for an extension of such magnitude
given the reason given is setting up a “Quays” practice.

Clarendon Surgery

Having reviewed the practise area proposed I wish to object to it on
the following grounds.
It is too large for the size of the practice to safely operate.
While I understand the need to spread into the Salford Quays area,
given the acquisition of that contract to supply services in that area,
this does not explain the need to spread North of the A6 nor to
extend into that area bordered by A5063, Regent Road, The city of
Manchester and the A6.
I therefore hop that the practice area will be reconsidered and
amended.

Pendleton Medical
Practice
Orient Road Medical
Practice
The Willows Medical
Practice
Cornerstone Medical
Practice
Sorrel Group Practice
The Height Medical
Practice

We would not be happy with Salford Medical Practice boundary
increase at all. This would completely include all our practice area
and we would be very much against this proposal.

Appendix 3b – Stakeholder responses from second consultation
Salford & Trafford LMC
Healthwatch
Ordsall Health Surgery

I note the SMP has sought to provide assurances to our points. I am
disturbed to note however that they mention about growing to a list of
6000-8000 from their current list size of 4000. This means that they are
only thinking of increasing the list size by 4000 patients. They also
highlight that the population in the area is expected to grow by and
extra 15,500. Where do they think the extra 11,500 patients are going
to go? With that overdemand from ‘south’ Ordsall, we cannot see a
justification for extending the practice boundaries and so add to that
demand. The whole point of the Quays Pilot was to manage this extra
demand in ‘south’ Ordsall, including the Quays. We were expecting the
practice that took over the Quays Pilot would plan to absorb the
majority of this demand, not the minority. This is of a major concern for
our practice, and poses an operational risk to our practice. It is our
practice experience that keeping a very small practice area has allowed
us to serve the local population while not closing our list. Should PCCC
agree with this extension in boundary then we ask the PCCC to explain
their plan about how the extra list size demand in south Ordsall is going
to be met.
I accept that use of digital technologies has helped to reduce the carbon
footprint of primary care activities. Primary care will always however
need to see patients face to face, either in the practice or patients
homes. Moving forward, as we face the climate crisis, we have to think
differently. We should thus be aiming to maximise the possibilities of
active travel being used for those journeys in the future. Increases in
practice boundaries is incompatible with this aspiration, especially
where it does not compromise patient choice, as it does not in Ordsall
& Claremont. I request that PCCC give a response to this, and consider
that this is included in future policy guidance on the matter of practice
boundaries.

Langworthy Medical
Practice
Clarendon Surgery
Pendleton Medical
Practice
Orient Road Medical
Practice
The Willows Medical
Practice
Cornerstone Medical
Practice
Sorrel Group Practice
The Height Medical
Practice
Salford & Trafford

The LMC has read both the original paper and the additional paper. We
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Local Medical
acknowledge and understand the desire of the practice to extend its
Committee
boundary for the reasons outlined in the papers, but we are also
sympathetic to and understand the concerns raised by other practices.
The LMC would like to ask the CCG:
1. Have all practices been consulted with should the revised boundary
overlap with other practices outside of O&C? If not, please can they be.
2. The original pilot was for a specific purpose in an area where an
exponential rise in Pt population was expected. Is the CCG assured that
they is no unnecessary risk being posed on the South Ordsall population
and practices should the boundary be extended to the proposed
extent?
3. The paper states the current WTE GP rate to be the third lowest in
Salford. Does the CCG require any further assurance around
planned recruitment of staffing to safeguard against risks to practice
resilience and patient saftey, both in terms of the well-being of the
staff, current list and potentially new?
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Appendix 7 – Approved Equality Impact Assessment

Equality Impact Assessment Screening Form
Proposal* name:

Application to change the practice boundary – Salford Medical Practice

Assessment completed
by:

Natalie McInerney

Service Improvement Manager

What are the aims of the proposal*:
The application proposes to formally extend the practice boundary of Salford Medical Practice to
include the postcodes M5, M6 & M50. An approved change would result in an increased number
of patients becoming eligible to register at the practice.
a) Please specify who this proposal* will affect?
All people residing in the Ordsall & Claremont PCN area.
b) Impact across the protected characteristics
Will this proposal* adversely affect any or all of the protected characteristics?
YES / NO
(N.B: Protected Characteristics include: age, disability, gender reassignment, marriage and civil partnership,
pregnancy and maternity, race, religion or belief, sexual orientation.)

If you have answered ‘no’ and expect no negative / adverse impact, please describe your
expected positive / neutral impact
A recommendation will be made to the Primary Care Commissioning Committee (PCCC) on 30
March 2021 to approve the application to extend the practice boundary.
The practice is located within the Ordsall and Claremont Primary Care Network (PCN) and
existing patients will see no change in terms of the services they receive from the practice.
The Ordsall and Claremont area has new and developing housing within it and the boundary
change application comes from the practice being successful in their application to provide
primary medical services from The Quays Practice, as a branch of the main practice.
Practices are permitted to register patients from outside of their inner boundary; however they are
not obliged to do so. Practices are also able to register people residing outside their inner
boundary but can exclude the obligation to provide home visits.
Rather than take this route, Salford Medical Practice are requesting to offer full services to all
people within the proposed new boundary.
The practice believe themselves to have sufficient capacity and capability to register additional
patients from within this expanded boundary and an approved boundary extension would ensure
that this can be offered in an equitable way, i.e. the practice would not be able to decline a
registration from a resident of the new boundary except under exceptional circumstances.
The quality provided by the practice is considered to be Good by the Care Quality Commission
(CQC), and the practice performs well, although towards the bottom end of overall performance
on the Salford Standard Locally Commissioned Service (LCS) when compared to all other Salford
practices. There are no plans to reduce the services currently provided or cease any of the
services.
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For PCCC decisions of this type, the CCG engages with neighbouring practices, Healthwatch and
the Local Medical Committee (LMC) for any comments or feedback on the proposed change. All
feedback is due to be received by Thursday 18 February 2021, but responses so far have not
been in favour of the proposed boundary change. This is primarily due to other practices feeling
that the boundary request is too large and could potentially have an impact on registrations to
their own practice.
c) Human Rights implications
Is the proposal* likely to cause any negative impact on Human Rights?
YES / NO

If you have answered ‘yes’ for either b or c, please carry out a full Equality Impact
Assessment (EIA)
To be completed by CCG Diversity & Inclusion Lead
Diversity & Inclusion Officer name: Amanda Rafferty, Senior Manager, Engagement and Inclusion
Advised Full EIA required?:

NO

EIA registration number issued?: NO
number:____SALCCG030__________)

YES
YES

(Registration
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Appendix 8 – Letter to existing patients (cont’d)

PRIMARY CARE COMMISSIONING COMMITTEE
PART I
AGENDA ITEM NO: 3f
Item for: Decision/Assurance/Information (Please underline and bold)
30 March 2021
Report of:

Clinical Director of Commissioning

Date of Paper:

23 March 2021

Subject:

Urgent and Emergency Care Redesign

In case of query
Please contact:

Stephen Tilley
Stephen.tilley@nhs.net

Strategic Priorities:

Please tick which strategic priorities the paper relates to:

X

Quality, Safety, Innovation and Research
Integrated Community Care Services (Adult Services)
Children’s and Maternity Services

X

Primary Care

X

Enabling Transformation

Purpose of Paper:
This paper presents a Strategic Outline Case for a new model of urgent care for patients
whose needs can be met within a community setting. Information is included in relation to
the outcome of pilots that have been undertaken in Salford since August 2020. Alignment
with the wider integrated care system across the city is highlighted; along with how this
model fits with national and Greater Manchester guidance. Non-recurrent funds are in
place to continue the pilots until May 2021 and were previously agreed by PCCC. In order
to develop a recurrent financial envelope that underpins the service delivery model the
current funding for a number of services needs to be collated into a single urgent care
“bundle.”
The Primary Care Commissioning Committee is asked to:
• Confirm that the Strategic Outline case aligns with the integrated system in
Salford including Salford GP Practices
• Confirm that the model outlined aligns with Salford’s Primary care Commissioning
Principles
• Agree to move forwards with the “bundling” of existing services to develop a
recurrent financial envelope
• Approve further non-recurrent funding c£100k to the end of June 2021
• Note that a full business case will be presented in May 2021

Further explanatory information required
HOW WILL THIS BENEFIT THE
HEALTH AND WELL BEING OF
SALFORD RESIDENTS OR THE
CLINICAL COMMISSIONING
GROUP?
WHAT RISKS MAY ARISE AS A
RESULT OF THIS PAPER? HOW
CAN THEY BE MITIGATED?
WHAT EQUALITY-RELATED RISKS
MAY ARISE AS A RESULT OF THIS
PAPER? HOW WILL THESE BE
MITIGATED?
DOES THIS PAPER HELP ADDRESS
ANY EXISTING HIGH RISKS FACING
THE ORGANISATION? IF SO WHAT
ARE THEY AND HOW DOES THIS
PAPER REDUCE THEM?
PLEASE DESCRIBE ANY POSSIBLE
CONFLICTS OF INTEREST
ASSOCIATED WITH THIS PAPER.
PLEASE IDENTIFY ANY CURRENT
SERVICES OR ROLES THAT MAY BE
AFFECTED BY ISSUES WITHIN THIS
PAPER:
Footnote:

Salford Patients will be able to access more
appropriate services to support their clinical
condition

NA

Equality Impact Assessment completed and
circulated to appropriate boards for comment.
Available upon request.

Reducing overcrowding in Salford’s Emergency
Department and protecting staff and patients
exposure to COVID-19

NA

Changes to the way the Urgent and Emergency
Care service fundamentally works may have an
impact on all services across the city. It is
hoped the new ways of working will reduce
pressure within the ED department but not
place undue additional pressure on Primary
Care.

Members of Primary Care Commissioning Committee will read all papers thoroughly. Once papers are distributed no
amendments are possible.

Primary Medical Care Commissioning Principles
1. Salford will have the safest, most effective
healthcare and wellbeing system in England;
with consistently high quality service standards
and outcomes. These services should be
provided in a timely, equitable and person
centred way.
2. The PCCC will support general practice in
Salford to be an attractive place to work. This will
include encouraging and supporting general
practice to: embrace digital technology,
innovation and new ways of working; adapt, train
and up-skill the workforce to meet patient need;
reduce its carbon footprint; and work from
modern and fit for purpose premises. The PCCC
will consider the impact of commissioning
proposals upon bureaucracy and workload in
general practice and seek to minimise the
burden.
3. Investment decisions will focus on strengthening
capacity and improving access to general
practice (e.g. implementing additional roles
across primary care networks). The PCCC will
maximise opportunities to commission primary
medical services at scale where this is expected
to improve patient experience or be more
efficient and effective.
4. The PCCC will consider the evidence about local
health care needs and assets. In understanding
these, the PCCC will support primary medical
services in Salford to meet the needs of a
growing and increasingly diverse population.
This will include prevention, promoting patient
choice, inclusion, equality and support for
vulnerable groups. The PCCC will ensure
commissioning decisions improve the economic,
environmental and social wellbeing of the
Salford community.
5. The PCCC will ensure that general practice
services are commissioned from providers that
are able to demonstrate high quality, safe and
holistic care (in line with the Salford Standard),
which results in good outcomes for patients and
value for money for the NHS. The same
opportunities will not be available to providers
that are unable to demonstrate these attributes.
6. The CCG will connect, involve, empower and
engage the local population. The PCCC will take
into account patient views when making primary

Addressed in this paper?
The aim of the model described in
this paper is to ensure that patients
are able to access safe, high quality
urgent care services from the most
appropriate setting.
The model outlined aligns with all
Salford GP practices.
The
development of an integrated urgent
care model is likely to attract GPs
and Primary Care staff who are
looking to develop portfolio careers.
The model described seeks to
minimise any additional demands
upon GP practices by appropriately
streaming patients into
other
services.
The development of an
integrated urgent care model,
as outlined, enables the
delivery of these services at
scale across the city whilst
still being able to link into
individual practices as
necessary.
An equality impact assessment has
been completed for this programme
and is available on request.

This will be considered when the full
Business Case for the service is
developed. At present Salford Royal
NHS Foundation Trust (SRFT) and
Salford Primary Care Together
(SPCT) are delivering the services
described.
A number of questions relating to
the proposed model have been
included in the Big Reset

medical services commissioning decisions.

7. The CCG will encourage and support primary
care networks to play a pivotal role within the
integrated care system, thus giving general
practice a strong voice. This will support the
improvement of patient pathways in secondary
and community services.
8. The PCCC will embrace opportunities to
commission primary medical services in an
integrated way where this has benefits for
patient care and helping people stay well, e.g.
through pooling budgets for health and social
care services, or commissioning community
services to be delivered on a neighbourhood
basis from multidisciplinary integrated teams.
9. The PCCC will consider new contracting
mechanisms when they are expected to improve
patient experience or be more efficient. This
includes practices working collaboratively in
primary care networks to deliver agreed
outcomes and to share resources such as staff
and back office services.
10. The CCG will proactively work with partners
(including primary care networks, Salford
Primary Care Together - as Salford’s GP
provider organisation, the Salford and Trafford
Local Medical Committee and the voluntary
sector) in a transparent and supportive manner.
11. The CCG, as a commissioner of primary medical
services, cannot assume responsibility for, or
become involved in, matters relating to the
management of GP practices (including practice
disputes and legal matters). However, action will
be taken where such matters affect patient care
and/or delivery of contractual requirements.
12. When commissioning decisions need to be
made regarding primary medical service
contracts, there will be full consideration of each
of the available options in order to determine the
approach that is most likely to meet the needs of
the population and most likely to deliver the
strategic ambitions of the Salford Locality Plan.
This may not always be re-procuring a ‘like for
like’ service.

Conversation. Feedback has been
reviewed by the working group for
Urgent and Emergency Care.
Patient Experience feedback has
been incorporated into the
development of the pilot.
Regular updates on the pilot work
have been shared with PCNs and
their feedback incorporated into its
development
The model aligns with the
development of community urgent
care services and urgent mental
health services. Representatives
from these areas are members of
the Strategy group which has
helped to shape the model
The “bundling” of the finances that
underpin current services may lead
to new arrangements.

The model has been developed with
partners and has been shared at
the GP Provider Board

This paper does not relate to the
management of GP practices.

NA

Document Development
Process

Yes

No

Not
Applicable

Comments and Date

(i.e. presentation, verbal, actual report)

Outcome

Public Engagement
(Please detail the method i.e. survey, event,
consultation)

X

Questions relating to the models outlined
in this paper have been included in the
Big Reset Conversation.

Feedback from patients has
informed the model

Clinical Engagement
(Please detail the method i.e. survey, event,
consultation)
Has ‘due regard’ been given to Social Value and
the impacts on the Salford socially,
economically and environmentally?
Has ‘due regard’ been given to Equality Analysis
(EA) of any adverse impacts?
(Please detail outcomes, including risks and
how these will be managed)

X

Clinical engagement through the PCN’s,
GP Provider Board, AAB, Urgent Care
Clinical Governance Group

Feedback has shaped the
service delivery model

X

X

Legal Advice Sought

Presented to any informal groups or committees
(including partnership groups) for engagement
or other formal governance groups for
comments / approval?
(Please specify in comments)

This will be given greater attention when
the Business Case for the Models is being
developed.
An equality impact assessment has been
completed.
X

X

Updates on the pilot work and
development of the model have been to:
PCCC – November 2020
AAB – August, October, November
Adult Commissioning Committee –
November 2020

Positive feedback from all
committees

Funding approved to May 21
Confirmation that the model
fits with wider system
developments
Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is clarity
in the outcome column showing what the key message or decision was from that group and whether amendments were requested about a particular part of the
work.

Urgent Emergency Care (UEC) Redesign
1.

Executive Summary

Improving the way urgent care is delivered has been a strategic objective for the
CCG for a number of years and was incorporated into the locality plan approved in
2019. It was a key component of the refreshed priorities agreed in July 2020. In
addition, there have been a number of local (Greater Manchester Health and Social
Care Partnership (GMHSCP)) and national (NHS England/Improvement (NHSEI))
directives to change the way Urgent and Emergency Care is delivered. The model
presented within this paper is consistent with the ambitions outlined above.
A Strategic Outline Case for a new model of urgent care for patients whose needs can be
met within a community setting is described. Information is included in relation to the
outcome of pilots that have been undertaken in Salford since August 2020 that have
informed the development of this model. Alignment with the wider integrated care system
across the city is highlighted. High level risks and benefits are presented.
Non-recurrent funds are in place to continue the pilots until May 2021 and were previously
agreed by PCCC; the paper includes a request to extend this to the end of June2021. In
order to develop a recurrent financial envelope that underpins the service delivery model
the current funding for a number of services needs to be collated into a single urgent care
“bundle.”
The Primary Care Commissioning Committee is asked to:
• Confirm that the model outlined aligns with Salford’s Primary Care
Commissioning Principles
• Confirm that the Strategic Outline case aligns with the integrated system in
Salford including Salford GP Practices
• Agree to move forwards with the “bundling” of existing services to develop a
recurrent financial envelope
• Approve further non-recurrent funding c£100k to the end of June 2021
• Note that a full business case will presented in May 2021
2.

Introduction and Background

2.1

It is widely acknowledged nationally and locally that for many patients seeking
support to manage their urgent care needs; the default position is to attend a hospital
Emergency Department (ED). Many individuals who self-present at the ED could
have been managed in a community setting and a number of different pilots have
been trialled over recent years to change this behaviour.

2.2

Transformation programmes in Salford over the past 5 years to develop community
services that can meet the needs of people requiring urgent care have had some
success in stemming the growth of ED attendances and this has been monitored
through the Adult Advisory Board (AAB). However, the local health system has not
yet managed to address the fact that people still present to the ED when there are
other services that could better meet their needs within the community.

2.3

In January 2020, prior to the current COVID-19 crisis, the Greater Manchester (GM)
Improvement and Transformation Board approved a high level, urgent care by
appointment model as a refreshed priority for Urgent and Emergency Care (UEC).
The primary ambition of this model was to reduce attendances to EDs by improving
access to, and utilisation of, primary and community based services. This was to be
achieved by rapidly developing and testing a GM UEC by appointment model.

2.4

One of the impacts of the first wave of the COVID-19 pandemic was the significant
reduction in attendances at ED’s across the country. This was seen within Salford,
where over the year we saw a 34% reduction in attendance and 50%+ at times of
lockdown.

2.5

As services started to step back up in July 2020, the GM programme of targeted
redesign work recommenced and there was a renewed focus on the need to ensure
that ED’s did not return to pre-COVID-19 activity levels. A set of principles to protect
staff and patients from the risk of overcrowding were agreed. To support these
principles it was agreed in GM that localities should move towards a booked
appointment system for all EDs and where appropriate, move unplanned care into
planned care support. GM asked localities to focus on the following:
• Providers should take practical and pragmatic steps to reduce the risks of
overcrowding in ED departments
• Patients will call an offsite service, be triaged and directed to attend ED only if
appropriate
• No walk-in patients will be seen unless their condition is life or limb threatening

2.6

Representatives from the Salford system have remained involved in this work,
ensuring that the pilots developed locally fit with the GM model.

2.7

The model outlined by GM and aligned to the nationally agreed programme includes
2 core elements:
• Pre-ED streaming
• Call Before You Attend

3.

Salford’s Urgent Care Delivery Model

Extended Primary Integrated Care 24 (EPiC 24) – Overview
3.1

EPiC 24 was formed with the vision that patients should expect high quality
healthcare, in the most appropriate setting and are seen by the most appropriate
clinicians.

3.2

EPiC 24 is one of the first truly integrated models which aligns urgent and
unscheduled care services via a digital hub to ensure that the people of Salford
benefit directly. The digital hub, has allowed Salford to adopt a very flexible approach
especially in relation to the workforce and service delivery teams. The aim is to
ensure that primary care integrates with urgent care services, to minimise
duplication, using local services which best meet the needs of our patients. Working
closely with other providers to ensure that pathways for mental health, social care,

and other services, catering for the most at risk and vulnerable, are easy to access
and aim to reduce health inequalities.
3.3

The pilots that have been tested have been able to operate several services from a
digital hub including GP Out of Hours (GPOOH), COVID-19 services (including
COVID-19 assessment service / Home Assessment Service / Oximetry@Home),
Urgent and Emergency Care by appointment (including front door ED streaming and
NHS 111 First) and a Local Clinical Assessment Service (LCAS) which operates
24/7. The digital hub has been the key enabler for the integration of services
provided across a range of virtual and physical locations.

3.4

Diagram 1: Visual representation of the Digital hub – which enables both virtual and
physical assessments from different locations:

Digital Hub – Clinical Assessment Service (CAS)
3.5

The hub forms the central operations for all activity undertaken by EPiC 24. All calls
and activity flow through the hub, during which cases are verified, and passed to the
most appropriate teams to ensure patients receive the right care quickly. The hub
allows the workforce to work flexibly and focus on any surges in activity in the
different areas of the service.

3.6

The model provides integrated urgent care, with the ability to book directly (where
appropriate) into all services managed via the digital hub, regardless of the source of
referral. Across all services a significant number of calls are closed following remote
consultation / treatment - including video consultations (GPOOH > 70% of calls, ED
streaming > 35% attendances, LCAS >60% NHS111 – 1 hour urgent cases). Being a
single provider for urgent and unscheduled care allows the digital hub to function in
such an integrated fashion.

3.7

To ensure that patients are managed safely a lead clinician is available in the digital
hub for escalations and discussion of complex cases.

Flexibility of work force
3.8

The EPiC 24 model uses a flexible approach to the workforce enabling changes in
demand to be managed safely. This has proved invaluable during the management
of the COVID-19 pandemic. The model of a single workforce with clinicians who are
able to work across the full spectrum of services provides a safe, sustainable and
consistent service with a good understanding of the Salford system. The temporary
nature of the pilots to date has relied upon locum and agency staff who have
received relevant training and support. A decision to support a long term future
model will allow a provider to move away from a reliance on agency staff and offer
permanent attractive portfolio careers for staff; which will increase both the
efficiency and quality of the service provided.

GP Out of Hours (GPOOH)
3.9

The current GPOOH service has been subcontracted to Salford Primary Care
Together (SPCT) over the last 10 months by the existing provider; SRFT. This has
enabled the pilot projects to test out the integration of GPOOH into the digital hub.
This has resulted in greater flexibility of service provision in directing patients who
have contacted GPOOH into community hubs where required. This has reduced the
number of patients attending the SRFT site for a GPOOH appointment which has
been hugely beneficial during the pandemic. Integrating GPOOH into the future
urgent care delivery model ensures that this service is not delivered in insolation
from other urgent primary care services. This reduces duplication, creating a blended
model of urgent care delivery allowing cases to seamlessly move across services if
needed. For example, a GPOOH case received via NHS111 with symptoms of
COVID-19 can be booked in to the COVID-19 Assessment Centre. Patients
attending ED can be booked at hubs across the city for a face to face assessment if
needed.

3.10

GP Out of Hours – Significant improvements
•
•
•
•

Significant and consistent improvement in call back times for urgent and routine
cases
Same performance matrix used as pervious years – to allow comparison
Improved efficiency of service delivery
Patients needing face to face consults no longer required to attend Salford Royal
for an appointment

•
•

Only overnight GP OOH activity at SRFT (to allow deflections from ED)
Over 70% of cases closed following remote consultation and treatment

GP OOH Performance - performance Oct 19-Dec 20
Provider
Oct-19 Nov-19
Outcome

Dec-19

Jan-20

Feb-20

Mar-20

Urgent calls within 20mins
87.20%
All other calls within 60 mins
83.73%
HV Urgent within 2 hours,
85.71%
HV Less Urgent within 6 hours
98.67%
F2F BV -Urgent within 2 hours,
85.71%
F2F BV- Less Urgent within 6 hours 98.67%

86.07%
78.67%
100.00%
94.50%
100.00%
94.50%

83.50%
78.85%
38.46%
98.88%
38.46%
98.88%

83.39%
75.70%
91.67%
96.57%
91.67%
96.57%

61.18%
61.67%
66.67%
94.23%
66.67%
94.23%

87.80%
75.12%
80.00%
91.88%
80.00%
91.88%

SRFT

SPCT (Sub-contract)
Apr-20 May-20 Jun-20
Jul-20
Aug-20 Sep-20 Oct-20 Nov-20 Dec-20
75.41% 87.60% 90.03% 90.31% 90.15% 91.25% 92.17% 96.93% 92.95%
81.09% 79.78% 91.12% 95.11% 94.00% 95.08% 97.04% 97.74% 94.90%
80.00% 60.00% 75.00% 100.00% 71.43% 83.33% 80.00% 55.56% 100.00%
97.44% 97.87% 100.00% 96.20% 98.90% 93.44% 95.31% 100.00% 98.36%
100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
100.00% 100.00% 100.00% 100.00% 98.93% 97.24% 96.79% 100.00% 100.00%

Urgent and Emergency Care by appointment and Clinical Assessment Service (CAS)
3.11

The proposed model has tested the inclusion of pre-ED Streaming and Call Before
You Attend which are the 2 phases of the nationally mandated Urgent and
Emergency Care By Appointment (UECBA) programme of redesign. Localities are
expected to offer a clinical assessment service (CAS) to underpin this redesign.
The current pilots have utilised a local Clinical Assessment Service (LCAS) to fulfil
this function, delivered through the digital hub.

3.12

Salford has been the first locality in GM to implement UECBA – both phase 1 and
phase 2 through the agreed pilots. The successful implementation has hinged on the
EPiC 24 digital hub acting as the locality assessment service, and being fully
integrated into urgent and unscheduled primary care services.

3.13

The digital hub receives all demand including UECBA for Salford – thereby having
local clinicians with knowledge of local services to offer appropriate community
based options. The performance of the UECBA programme has been excellent with
outstanding patient feedback received.

Relationships
3.14

One of the unique aspects of EPiC 24 has been the strength of the relationships
developed. All activity is supported by the Primary Care Networks (PCNs) and this
has ensured that links between urgent and unscheduled primary care and routine
primary care have been very strong. The EPiC 24 model is also supported by the ED
staff, community and mental health services. The success of the pilot is directly
related to the trust, experience and confidence that has been developed by clinical
staff working on this programme. Robust clinical governance processes have been
established between ED colleagues and staff within EPiC 24; cases are regularly
discussed, reviewed and feedback given. This reinforces the importance of having a
model that is fully integrated with other elements of service delivery.

COVID-19 services and Oximetry@Home
3.15

Salford was one of the first localities in GM to establish the COVID-19 Assessment
Service – including provision for face to face consultations at the COVID-19

assessment centres and home visits via the Home Assessment Service. This has
helped ensure that Salford’s acute receiving departments are protected from cases
that can be managed in the community. Equally it has allowed primary care
colleagues to maintain cold sites which have been essential given the pressures
upon the healthcare system.
3.16

The digital hub has offered the COVID-19 clinical service – taking referrals directly
from GP colleagues as well as NHS 111. All calls, regardless of origin, can be
passed through to COVID-19 services and Oximetry@Home as needed. The
Oximetry@Home service has been implemented in partnership with SRFT offering
an integrated virtual ward to monitor patients with COVID-19. Again, this is a
reflection of the strength of the collaboration and close partnership working which is
present in Salford, approximately 80% of the case load is primary care. Recently,
this service has been highlighted as gold standard across GM.

3.17

The ability to establish and incorporate these elements of service delivery into the
integrated urgent care offer has been hugely beneficial to the Salford system. The
extent to which these services will be needed going forwards is as yet unknown,
however, the ability to flex a model to incorporate similar requirements in the future
will be of significant benefit. The EPiC 24 model needs to be able to accommodate
this going forward. (Appendix 1 – COVID calls to date (monthly calls/daily average).

Resilience
3.18

The digital hub has already demonstrated significant resilience especially during the
COVID-19 pandemic. This is due to the flexible nature of the workforce and being a
single provider of the urgent unscheduled primary care activity allows us to be agile,
creative and very responsive to any increases in demand. More recently, GM asked
for a surge capacity resilience plan. This was implemented by the EPiC 24 digital
hub, and could be put into place quickly because many of the suggested pathways
and requirements were already in place.

Clinical Quality
3.19

The quality of service delivery during the pilot phase has been monitored through a
multi-agency Clinical Governance Group. The Group has representation from PCN
Clinical Directors, acute trust colleagues, CCG, mental health, adult nursing teams,
and PANDA (paediatric assessment unit) colleagues. Performance and quality
metrics including complaints, serious incidents and patient satisfaction are
considered. A more in depth review of the quality of service delivery will be
incorporated into the full business case to ensure that patient safety, patient
experience and clinical effectiveness are highlighted.

Patient Experience
3.20

Two patient experience surveys were carried out in August and November 2020. The
surveys contacted patients who had used the service and they were asked a series
of questions in relation to their experience. Overall 96% of respondents rated the
service as good or better and consistent positive feedback was received regarding

the staff delivering the service. A plan is place to launch a more extensive and more
regular survey of patients who have used the UEC by appointment services. In
addition Healthwatch has been asked to establish some patient workshops.
IT System
3.21

EPiC 24 utilises the Adastra system and has undertaken significant improvements to
it, these include:
• Upgrade to the latest version (previous was over 4 years old and upgrades
advised yearly)
• Active performance management with Adastra
• Improved reporting and streamlining of cases
• Additional functionality to help digital hub functions
• Use of AccuRyx for remote consultations
• Routine use of smart cards and electronic prescribing
• Regular auditing and reporting of daily activity
• MIG and GM shared care record access enabled

Urgent Treatment Centre
3.22

Urgent Care models in other localities are based within an Urgent Treatment Centre
(UTC) which may be adjacent to an ED or based in a community setting. The EPiC
24 model proposed within this paper offers a ‘virtual’ UTC facilitated by the digital
hub. This allows all calls to have initial remote assessment and sign posting /
navigation to the appropriate service including booking face to face appointments
where indicated. The proposed model could be used as a filter for NHS 111 referrals
to ensure that patients are appropriately streamed to other services and only those
requiring ED are directed there. Talks with GM colleagues to test this concept are
currently being progressed. ED colleagues are supportive of this model.

Finance
3.23

The focus of the financial work related to the urgent care redesign has been to
review the incremental costs created as a result of the EPIC model being in place,
specifically at SPCT. As well as this we have needed to assess the impact these
services have had on SRFT A&E in terms of deflections and the financial impact
these have had at SRFT. An issue with this is that the test period for this pilot is
throughout the COVID pandemic and therefore A&E numbers have been reduced
significantly due to restrictions and also the urgent care department staffing rota has
had to be altered to deal with the surge of the pandemic as well as there being
COVID services that have been separately commissioned. What the new baseline
for A&E is currently unknown as the government start to release COVID restrictions
and what will happen when COVID services cease.
COVID has also impacted on the localities ability to develop the necessary detail to
create the financial models with Salford Primary Care Together and SRFT prioritising
the localities response to COVID. Therefore the request to PCCC is that we extend

the evaluation period from the end of May to the end of June 2021. The incremental
costs of the EPIC are c£100k per month recognising a number of services bundled
as part of EPIC are already funded. Consequently the committee would be approving
a maximum additional expenditure of £100k.
As well as providing more time to undertake the evaluation regarding affordability
and stakeholder financial contributions, this will also align with the national feedback
that Quarter 1 21/22 remain under command and control with system financial
envelopes likely to be based on Q3 expenditure 20/21, although this is still in
negotiation nationally. As the system had EPIC in Q3 of 20/21, it is likely to have the
funding to continue to the end of June in Q1 funding envelopes and therefore the
financial risk of extending is low.

Pilot Outcomes

4.

Pre ED Streaming
4.1

Since the 24th August 2020 Salford has been operating a pre-ED registration service
from 08:00 to 20:00, 7 days a week. Initially, the service was only for adult patients but
paediatric pathways have been tested since 18th October 2020. By the start of
February 2021 the service had seen 6,888 patients.

Performance of Pre ED Streaming Service
4.2

On average 36 patients per day are identified at pre-ED triage. The data shows that
30% of patients self-presenting to ED between 08:00-20:00 are booked into the LCAS;
this is 5% higher than the GM Year 1 target. All modelling suggests that once
lockdown is eased and numbers attending ED increase, pre-ED streaming will become
essential to ensure patients receive the right care, in the right place, by the right
clinician at the right time.

4.3

Breakdown of data for Pre ED Streaming Service:
Outcome

Total

%

Closed following remote assessment / treatment
Seen by GP on Site
Direct to Speciality
Appointment with own GP
Extended Access
MSK Physio
Back to ED
COVID Services
Total booked in to CAS

3018
2922
870
126
814
96
396
141
8389

35.98%
34.83%
10.37%
1.50%
9.70%
1.14%
4.72%
1.68%
100.00%

4.4

This data shows:
•
•
•
•

35% of all cases closed following a remote consultation
10% of patients are referred directly to speciality
Less than 5% of patients have been referred back to ED
8389 potential direct ED attendances avoided since August 2020

(Appendix 2 shows the monthly patient numbers and the daily average for Pre ED
Streaming)
Call Before You Attend
4.5

Salford was an early adopter of the Call Before You Attend model, which went live on
22nd October 2020. Using an agreed list of dispositions, calls to NHS 111 trigger the
redirection of information to Salford’s LCAS which is operating 24/7 and is being
provided by SPCT supported by an expanded, existing clinical hub.

Performance for Call Before You Attend
4.6

By March 21 2021 2312 patients had used the service. If the local LCAS hadn’t been
operating, these patients would have been referred from NHS 111 to the ED. The
Salford LCAS sees only 18% of calls being sent onto ED with the rest not requiring
ED services.. The service performs favourably when compared to other localities /
providers. Excellent relationships with acute care colleagues have been formed and
there are regular feedback sessions. The workforce is used flexibly to cover all
primary urgent care – including COVID-19 services to ensure maximum efficiency.

4.7

Breakdown of data for Call Before You Attend

Outcome
Self Care, No onward referral
Refered to Locality OOH / Urgent PC Services
Referred to ED after clinical triage
Referred to Acute speciality
Other
Referred to Own GP
Referred to SDEC
Referred for Ambulance Response
Referred to Other Primary Care
Grand Total

Total
910
778
433
93
46
16
15
11
10
2312

%
39.36%
33.65%
18.73%
4.02%
1.99%
0.69%
0.65%
0.48%
0.43%

The data shows:
• Over 39% were supported through self care
• Under 19% were referred on to ED and this number continues to fall
• 2312 patients have been seen since we went live in October

(Appendix 3 shows the monthly patient numbers and the daily average for Call
Before you Attend)
ED patient Attendance Reduction
4.8

Since the two UEC by Appointment programmes started to be rolled out in August
2020 there has been a reduction in ED attendances between the hours of 08:00 and
20:00 (Appendix 1). In general this year there has been a reduction in ED attendance
numbers at SRFT. Though much of this can be attributed to the onset of COVID-19,
these numbers would have been substantially higher without the development of this
programme. The programmes close collaboration through the EPIC 24 bundle has
also allowed the resources in the model not only to support UEC by appointment but
also other areas (e.g COVID-19 services).

Clinical Time Saved
4.9

The two phases to date have seen 8,135 patients, who in the past would have been
directed into or presented at ED. As well as providing a more effective clinical
pathway for patients and reducing numbers being seen in a traditional ED setting
these programmes have resulted in a potentially significant saving of clinical time for
ED colleagues. On average c.50 patients a day avoid having to attend ED – which
would not be the case without Urgent and Emergency Care pathways – including
LCAS and Pre ED streaming.
Stage of ED journey
ED triage (20 mins)
ED clinical time (30 mins)

Time saved
17 hours per day
25 hours per day

5.

Risks and Outcomes

5.1

Outcomes of the model have been identified as follows:
• 8,000+ patients have avoided ED being there immediate referral pathway
• Ensured that these patients received the most clinically appropriate support
• Reduced the potential time these patients would have to wait in ED
• Reduced the risk to staff and patients of cross contamination of COVID-19 and
other clinical risks
• Increased the number of patients who have been supported to self care
• Increased access to a variety of urgent emergency care pathways which now do
not require a visit to ED
• Developed a highly skilled clinical team that understands the services available
across Salford and how to access them
• Developed a clinical team that supports different activities based on pressure
which improves economies of scale
• Supports primary care capacity
• Improved safety through early access to senior clinical advice
• Greater and more efficient use of the GPOOH service
• Improved patient experience of accessing urgent care services
• Delivered a mandated requirement from NHSE

•
•
•
•
5.2

Improved and developed relationships across a variety of providers in Salford
Ensured that an adaptable and appropriate IT system has been developed that can
connect with other services
Ensured clinical continuity for patients as vital patient information is shared
Have developed a connected platform that can flex to increase and support a
variety of activities

Risks of/to the model have been identified as follows:
•

Staffing – much of the staffing is short term contracts. This has the potential to
increase costs and run the risk of highly skilled clinical staff leaving the programme
to obtain more permanent roles. Substantial investment has already been made by
SPCT to ensure the most effective service. These are staff that have developed
relationships with providers across the system and understand what the Salford
Health and Care system has to offer and how to access it.

•

Finance – future funding has not been agreed and this poses a potential threat to
the continuation of the programme. It also increases the cost base and reduces
opportunities to develop potential economies of scale.

•

Substantial investment has been made in both a digital pathway, development of
services/ pathways and closer working relationships across a whole variety of
providers. If this model was stood down or transferred to another provider it could
result in a reduction of the quality of service we could provide our patient base and
could reduce the opportunities we have gained in delivering real economies of
scale.

6.

Interdependencies

6.1

The proposed model comprises the following service elements:
• GPOOH
• Salford Wide Extended Access Clinic Slots
• COVID-19 hot clinics and Oximetry
• COVID-19 home visiting models

6.2

These elements of service delivery have been flexed and integrated to enable the
current model to be piloted. Specifications and the finances associated with each
service will need to be reviewed and consolidated into an integrated specification for
Urgent Primary Care if we want to commission the model as outlined in section 3.

6.3

There are added complexities in the current situation in that SRFT are currently
commissioned to deliver the GPOOH service but is being delivered by SPCT under a
sub-contracted arrangement.

6.4

In order to commission a sustainable, long term, urgent primary care model, as
outlined in section 3, further work is required to “bundle” the current elements into a
single commission.

7.

Summary

7.1

The Strategic Urgent Care Redesign Group has been overseeing the pilot programme
that has been in place since August 2020. There has been considerable clinical and
managerial engagement and oversight of the pilot which has helped to shape the
proposed model as outlined in section 3.

7.2

The model has consistently and safely managed a cohort of around 40 patients per
day directing them away from the ED and into more appropriate services. Patient
feedback is positive and the model offers a flexible and sustainable approach to
Urgent Primary Care in Salford. This is entirely consistent with the nationally
mandated Call Before You Attend model and Salford’s implementation of it has been
tested.

7.3

The proposed model aligns well with the expectations of the GM Health and Care
system and fits with the national directives around urgent and emergency care. It
integrates well with primary care, community, secondary care and Mental Health
services provided within the city. In addition, it is underpinned by the Primary Care
Commissioning Principles agreed by PCCC

7.4

Further work is required which will involve “bundling” of existing services to create the
financial envelope to underpin a full business case. An extension of non-recurrent
funding from the end of May 2021 to the end of June 2021 is recommended.

8.

Recommendations

8.1

The Primary Care Commissioning Committee is asked to:
• Confirm that the Strategic Outline case aligns with the integrated system in Salford
including Salford GP Practices
• Confirm that the model outlined aligns with Salford’s Primary care Commissioning
Principles
• Agree to move forwards with the “bundling” of existing services to develop a
recurrent financial envelope
• Approve further non-recurrent funding to the end of June 2021
• Note that a full business case will be developed and presented in May 2021

Stephen Tilley
Senior Service Improvement Manager – Urgent Emergency Care

Appendix 1 – COVID calls to date (monthly calls / daily average)
COVID
Month

Monthly
Calls

Daily
Average

Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Total

175
586
1027
1352
1447
1086
1208
1592
1426
1072
1978
1631
1124
15704

5.6
19.5
33.1
45.1
46.7
35.0
40.3
51.4
47.5
34.6
63.8
58.3
48.9
40.7

Appendix 2 – Pre-ED Streaming Numbers (monthly total / daily average)
Pre ED Streaming
Month
Aug-20
Sep-20
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Total

Monthly
Total
423
1288
1332
1196
1187
1212
986
765
8389

Daily
Average
13.6
42.9
43.0
39.9
38.3
39.1
35.2
36.4
36.0

Appendix 3 - Call Before you Attend Numbers (monthly total / daily average)
Call Before you Attend
Daily
Month
Total Average
Oct
132
14.7
Nov
525
17.5

Dec
Jan
Feb
Grand Total

642
541
472
2312

20.7
17.5
16.9

Appendix 4 - ED attendances and the additional attendances through the UEC by Appointment
programme

Appendix 5 – Drop in ED attendances 2020/21 (walk in)

Total Attendances
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Quality, Safety, Innovation and Research
Integrated Community Care Services (Adult Services)
Children’s and Maternity Services
Primary Care
Enabling Transformation

Purpose of Paper:
This paper provides assurance to the group that quality and safety within primary care
services are being monitored effectively. The Primary Care Quality Group (PCQG) reports
to the Primary Care Commissioning Committee (PCCC). Therefore, this paper provides an
update on the work that is overseen by the PCQG. The paper includes information on
Salford GP practices response to managing the COVID-19 pandemic in relation to any
quality and safety issues.
Recommendation of this paper:
1. Note the contents of this report and the progress made in developing the quality and
safety agenda within primary care.

Further explanatory information required
HOW WILL THIS BENEFIT THE
HEALTH AND WELL BEING OF
SALFORD RESIDENTS OR THE
CLINICAL COMMISSIONING
GROUP?
WHAT RISKS MAY ARISE AS A
RESULT OF THIS PAPER? HOW
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CONFLICTS OF INTEREST
ASSOCIATED WITH THIS PAPER.

The Primary Care Quality Group is working to
improve the quality of care in primary care
across Salford.

NA – update paper. Risks will be managed
within each individual programme of work.

NA – update paper. Risks will be managed
within each individual programme of work.

None

None

Quality by its very nature is everyone’s
PLEASE IDENTIFY ANY CURRENT
business therefore it will impact across all areas
SERVICES OR ROLES THAT MAY BE of care planning and delivery.
AFFECTED BY ISSUES WITHIN THIS
PAPER:
Footnote:
Members of Primary Care Commissioning Committee will read all papers thoroughly. Once papers are distributed no
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Primary Medical Care Commissioning Principles
1. Salford will have the safest, most effective
healthcare and wellbeing system in England;
with consistently high quality service standards
and outcomes. These services should be
provided in a timely, equitable and person
centred way.
2. The PCCC will support general practice in
Salford to be an attractive place to work. This will
include encouraging and supporting general
practice to: embrace digital technology,
innovation and new ways of working; adapt, train
and up-skill the workforce to meet patient need;
reduce its carbon footprint; and work from
modern and fit for purpose premises. The PCCC
will consider the impact of commissioning
proposals upon bureaucracy and workload in
general practice and seek to minimise the
burden.
3. Investment decisions will focus on strengthening
capacity and improving access to general
practice (e.g. implementing additional roles
across primary care networks). The PCCC will
maximise opportunities to commission primary
medical services at scale where this is expected
to improve patient experience or be more
efficient and effective.
4. The PCCC will consider the evidence about local
health care needs and assets. In understanding
these, the PCCC will support primary medical
services in Salford to meet the needs of a
growing and increasingly diverse population.
This will include prevention, promoting patient
choice, inclusion, equality and support for
vulnerable groups. The PCCC will ensure
commissioning decisions improve the economic,
environmental and social wellbeing of the
Salford community.
5. The PCCC will ensure that general practice
services are commissioned from providers that
are able to demonstrate high quality, safe and
holistic care (in line with the Salford Standard),
which results in good outcomes for patients and
value for money for the NHS. The same
opportunities will not be available to providers
that are unable to demonstrate these attributes.
6. The CCG will connect, involve, empower and

Addressed in this paper?
Yes

No

No

Yes

No

Yes

engage the local population. The PCCC will take
into account patient views when making primary
medical services commissioning decisions.
7. The CCG will encourage and support primary
care networks to play a pivotal role within the
integrated care system, thus giving general
practice a strong voice. This will support the
improvement of patient pathways in secondary
and community services.
8. The PCCC will embrace opportunities to
commission primary medical services in an
integrated way where this has benefits for
patient care and helping people stay well, e.g.
through pooling budgets for health and social
care services, or commissioning community
services to be delivered on a neighbourhood
basis from multidisciplinary integrated teams.
9. The PCCC will consider new contracting
mechanisms when they are expected to improve
patient experience or be more efficient. This
includes practices working collaboratively in
primary care networks to deliver agreed
outcomes and to share resources such as staff
and back office services.
10. The CCG will proactively work with partners
(including primary care networks, Salford
Primary Care Together - as Salford’s GP
provider organisation, the Salford and Trafford
Local Medical Committee and the voluntary
sector) in a transparent and supportive manner.
11. The CCG, as a commissioner of primary medical
services, cannot assume responsibility for, or
become involved in, matters relating to the
management of GP practices (including practice
disputes and legal matters). However, action will
be taken where such matters affect patient care
and/or delivery of contractual requirements.
12. When commissioning decisions need to be
made regarding primary medical service
contracts, there will be full consideration of each
of the available options in order to determine the
approach that is most likely to meet the needs of
the population and most likely to deliver the
strategic ambitions of the Salford Locality Plan.
This may not always be re-procuring a ‘like for
like’ service.
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Primary Care Quality Group Review Paper
1.

Executive Summary

This report provides an overview on a number of areas that are used to measure the
quality and safety of patient care within the primary care services commissioned by NHS
Salford CCG.
An update is provided on issues that have been discussed at the regular Primary Care
Quality Group (PCQG) meetings along associated actions taken:
CQC
The CQC continues to only undertake calls to practices showing the most risk. Face to face
visits remain on hold.
Medicines Optimisation
The Medicines Optimisation Team has published a Salford guide to carbon-friendly inhaler
choices to reduce the environmental impact of inhalers.
Salford Standard
In recognition of the pressures arising from the COVID-19 pandemic the Salford Standard
has been suspended for 2020/21. An amended contract has been issued to practices that
will be paid at the same level as 2019/20. Performance monitoring has continued.
Quality Assurance Visits (QAV)
Quality assurance visits remain on hold. Focussed quality assurance calls continue to gain
assurance around areas of challenge.
Primary Care Safeguarding Assurance
Despite COVID-19 pressures, 36/38 practices have met virtually with the safeguarding
team to complete the annual safeguarding assurance tool, with the remaining practices due
to reschedule.
COVID-19 Assurance
The GM SITREP assurance data is now being reported daily by practices and recorded in
the Tableau system, with information being used in the GP COVID-19 Co-ordination
meetings.
Insight
A recent incident has led to the development of a contingency plan template and example
desktop test exercise that has been issued to practices.
Eccles Gateway Quality Paper
The paper has resulted in improved communication between the CCG and CQC,
evidenced in recent actions undertaken around registration delays.

2.

Introduction and background

2.1

The Primary Care Quality Group (PCQG) provides an update report to every Primary
Care Commissioning Committee (PCCC) meeting to ensure that members of PCCC
are sighted on the quality of GP practices in Salford.

2.2

This paper provides an overview of issues that have been discussed at the regular
Primary Care Quality Group meetings, along with quality and safety information gained
from other sources, including the Care Quality Commission (CQC), the quality
assurance dashboard and CCG quality assurance visits.
This report covers the virtual PCQG meeting held in February 2021.

3.

Care Quality Commission (CQC)

3.1

Overview
There are currently 39 practices operating in Salford. To date, 38 out of our 39 GP
Practices have been inspected by the CQC (Salford care home practice is inspected
as part of the SRFT inspection). Of these, two are now rated ‘Outstanding’, 35 rated
‘Good’, one ‘Requires Improvement’ and 0 rated ‘inadequate’ Of the five categories
that the CQC consider when inspecting a GP practice; safe, effective, caring,
responsive and well-led. All but three practices in Salford are rated ‘Good’ in all of the
five CQC categories. Three are currently rated ‘Requires Improvement’ in the category
of safe.
The CCG has a robust system in place for identifying practices that may be facing
challenges in terms of quality. This includes working alongside partners such as the
Local Medical Committee (LMC) to offer advice and support to practices that are
currently rated ‘Requires Improvement’. In light of the COVID-19 pandemic and
restrictions placed on face to face visits, the CCG continues to use virtual
communication methods ensure support continued to be offered.

3.2

Inspection approach
There continues to be a hold on formal face-to-face inspections during the second
wave of the pandemic and assurance calls are being made to practices only
when an emerging risk arises from intelligence received. The calls then inform the
CQC as to whether additional action is required, including a full inspection. Currently,
no Salford practices fall into this category. A review will take place in the coming
months to decide when to reinstate the full monitoring schedule.
The CQC has formally written to a Salford practice due to a failure to submit the
required change in registration form following the retirement of one of the lead GPs.
The practice is now a single handed practice and is now registered incorrectly with the
CQC. The letter highlights to the practice the urgency of correct registration from a
legal perspective. The CCG is in contact with the practice and will continue to monitor.

3.3

Requires Improvement ratings
There is currently one GP practice in Salford rated ‘Requires Improvement’ by the
CQC. Dr Loomba and Partners (Walkden Gateway) was rated ‘Requires Improvement’
overall in November 2019, with a rating of ‘Inadequate’ in the category of well-led. The

practice has received a phone call as part of the emergency support framework and
the CQC were assured that all required improvements have been made. The CQC has
been in regular contact with the practice and is hoping to undertake the re-inspection in
the coming months.
3.4

Joint Working
The CCG currently meets with the CQC inspector for Salford biweekly in order to
review concerns and keep abreast of developments of the new inspection process and
any changes to processes during as a result of the pandemic.

4.

Medicines Optimisation

4.1

COVID-19 vaccination programme support
The Medicines Optimisation Team has continued to support the primary care COVID19 vaccination programme. The team are providing clinical and technical oversight,
advice and guidance, as well as training for healthcare professionals involved in the
preparation of the vaccines. In addition, the team has also supported the Care Homes
Medical Practice to ensure the timely vaccination of care home residents.

4.2

Primary Care Prescribing Budget Performance
The Medicines Optimisation Team is continuing to support practices to manage cost
pressures through routine monthly reviews of prescribing against national and GM
standards and specific cost improvement work streams.

4.3

Environmental impact of inhalers
Local work continues to enhance the GMMMG respiratory pathways with a Salford
guide to carbon-friendly inhaler choices to reduce the environmental impact of inhalers,
which aligns to the ‘Carbon Footprinting of Primary Care in Salford’ project.

5.

Salford Standard

5.1

2020/21
In recognition of the pressures and priorities arising from the COVID-19 pandemic the
monitoring, reporting and assurance requirements of the 2020/21 Salford Standard
contract have been suspended for the entirety of the financial year. By doing so, the
intention is to ensure that practices are not distracted by the requirements of the
Salford Standard which was not designed to support the response to a pandemic.
However, there remain Salford Standard Key Performance Indicators (KPIs) that
continue to be relevant in the context of COVID-19 and practices have been
encouraged to continue to work on them. These KPIs have been detailed within a
revised specification appended to the contract amendment.

6.

Quality Assurance Visits

6.1

Scheduled visits
Quality Assurance Visits are currently on hold due to COVID-19 restrictions and
pressures. The first visit using the new process took place in November, with individual
virtual calls being made to clinical and non-clinical practice staff. As a result of the visit,

an action plan was requested from the practice. The action plan was due to be
submitted in January 2021, but has not yet been received. The CCG understand the
current pressures resulting from the pandemic and has sought additional assurance
from the practice around the actions that have been planned to address the
improvement requirements in the coming months.
Quality Assurance Calls
In the absence of CQC visits, the CCG has been conducting quality assurance calls to
identify any support requirements. The calls focus on a series of questions that seek to
gain assurance around safety, effectiveness and patient experience and address key
changes that have been implemented during the pandemic, such as digital access and
key areas of quality that have previously been postponed national such as patient
experience.

6.2

To date, 6 calls have been made and no calls have resulted in subsequent quality
assurance visits.
As a result of the restrictions of the pandemic, calls are currently being focused on
particular areas of concern, including serious incidents. Once pressures ease,
assurance calls will be fully reinstated as regular formal calls to gain assurance around
the quality of the service provision in each practice. Despite the ongoing pressures in
primary care, the CCG has been impressed by the level of engagement from practices
with virtual calls that have taken place. The Quality Assurance Team will now look to
incorporate a mixture of face to face and virtual communication with practices going
forward, as it is felt that this will be the most efficient process to undertake.

7.

Primary Care Safeguarding Assurance

7.1

Safeguarding Assurance 2020-21 and Forward View 2021-22
The Annual Safeguarding Quality Improvement and Assurance Tool 2020/21 was
devised specifically for Primary Care by NHS Salford CCG Safeguarding Team. All
General Practices within Salford were required to complete this tool during 2020-21 to
provide assurance around their current safeguarding arrangements. In addition this is
included as part of the Salford Standard contractual agreement.
Despite the pressures associated with the COVID-19 pandemic 36/38 practices met
virtually with the safeguarding team to complete the tool. 2/38 have been delayed due
to extenuating circumstances relating to COVID 19, but the team are currently in the
process of making contact to facilitate these.
Overall the results have provided assurance that safeguarding arrangements have
been maintained across Primary Care, and has provided evidence of the ongoing
learning and improvement that has taken place throughout 2020-21. A green RAG
rating indicating full assurance was achieved, was evidenced across 83% of all the
standards compared to 76% evidenced during 2019-20 assurance processes.
The following themes have been identified as future areas of work for NHS Salford
CCG safeguarding team in conjunction with Primary Care;
•

Quality record keeping associated with the application of the Mental Capacity Act
specifically regarding mental capacity assessments and best interest decisions. This

•

•

•

theme was key during 2020-21 and improvements noted but will be made more robust
during 2021-22 via a new Mental Capacity Act training package which includes key
targeted areas for improvement
Enhanced consideration of the health needs and vulnerabilities of Looked After
Children and Care Leavers. The introduction of the Intercollegiate document for
Looked After Children will ensure there are training opportunities to all Primary Care
clinicians and the role of Primary Care in support this cohort of vulnerable young
people will be explored.
Assurance around training data was impacted due to the COVID-19 pandemic which
resulted in safeguarding training being temporarily suspended during 2020-21. All
packages have been reviewed and updated to be delivered virtually ensuring they are
in line with national guidance and local learning.
Virtual training did recommence in October 2020 via MS-teams and the uptake so far
demonstrates Primary Care commitment to safeguarding given the pressures being felt
due to the COVID-19 pandemic.

8.

COVID-19 Assurance

8.1

Practice approach
Practices continue to operating a mixed remote and face to face model. The CCG’s
Service Improvement Team will continue to support practices with any staffing issues
and ensure contingency plans are in place.

8.2

Additional Services
Salford COVID-19 services continue to be delivered by Salford Primary Care Together
(SPCT). SPCT is also leading on the delivery of the vaccination programme for
Salford.

8.3

Vaccination Programme
A city wide approach is being co-ordinated for the roll out of the COVID-19 vaccination
programme, led by Salford Primary Care Together (SPCT). The different locations
across the city continue to be available for vaccinations in Broughton, Clarendon,
Eccles, Irlam and Little Hulton – as well as going out to people in the various
residential settings.
The programme has now successfully offered vaccinations to cohorts one to 9, which
is a great achievement. Second doses are now also being offered to people who
received a first dose before Christmas. There still remain a higher proportion of people
in Cohort 6 (At Risk) who have not come forward for vaccinations, and so a reinvitation letter has been sent out to over 10,000 people in this Cohort who were
originally invited by SMS. Another 1,300 people in a similar situation in Cohort 5 (6569) have also been re-invited by letter.
Vaccinations for the next cohort is awaiting official approval and discussions are
underway about the plans for any changes needed to deliver vaccines for this part of
the programme.

8.4

Primary Care Network Managers
Primary Care Network (PCN) Managers and Deputy Managers continue to maintain
regular communication with GP practices in each PCN. Huddles are still taking place

on a weekly basis within each PCN to raise any issues which are taken to the PCN
Leads Group.
8.5

Communications
The GP Communications Group continues to meet to provide input into the GP
COVID-19 Bulletin to support practices in restarting services and ensure they are upto-date with national guidance.

8.6

Monitoring & Reporting
The daily GM SITREP has been a productive way for the CCG to get regular updates
around GP capacity, staffing and availability of PPE. The SITREP is now submitted by
each practice via Tableau and the CCG uses the information to report to the GP
COVID-19 Co-ordination meetings. Staffing levels in primary care in Salford remains at
95%, this is above the 93% Greater Manchester average.

9.

Insight

9.1

Reporting system development to meet need
In the first two months of quarter four 2020/21 the number of own practice incidents
reported onto the Ulysses system was 37, which is in line with previous years.
However, only 15 different practices reported incidents during these two months, which
is less than half of Salford practices. Only 6 incidents have been reviewed in this time,
suggesting that further work is required to encourage better use of the system, namely
reviewing and closing of incidents. This is a feature that was not available in the
previous system, Datix, and one that can practices are continuing to become familiar
with, since launch in April 2020. The CCG Quality Assurance Team will be contacting
the practices concerned to better understand the reasons for non-closure of incidents
and explore the option of additional notifications going forward with the Insight Team.

9.2

Theming analysis
There has been a recent incident at a practice which results in practice closure due to
several staff testing positive for COVID-19. The practice is now back open and the
CCG is working with all practices to ensure business continuity plans are effective.
Work is underway to develop an emergency contingency planning template for all
practices to complete. The Quality Assurance Team have fed into this work by
developing an example desktop exercise that can help to test out a contingency plan.
The exercise encourages practices to involve buddy practice in acting out an
emergency scenario. Details are to be published in the next members’ newsletter.

10.

Eccles Gateway Quality Paper

10.1

A paper outlining the quality issues of Eccles Gateway Medical Practice when taken
over by SPCT was presented at Primary Care Quality Group. One of the issues
highlighted was the delays in registration with the CQC and the delays formal action
being taken. The group noted the importance of ensuring systems are now in place to
address this issue, should a similar situation happen again. Since this has been raised
with the CQC, there has been an episode where a Salford practice has failed to submit
a change in registration. As a result, the CQC has written formally to the practice to
outline the legal requirements and urgency of the registration form. The CCG has been

fully involved in this process and has since gained assurance from the practice that the
correct documentation will be submitted.

11.

Recommendations

11.1

The Primary Care Commissioning Committee is asked to note the contents of this
report and the progress made in developing the mechanisms for gaining assurance on
quality and safety within primary care.

Lisa Best
Quality Assurance Manager
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Primary Care Operational Group Report
1.

Executive Summary

This paper provides an update on the work that is overseen by the Primary Care
Operational Group (PCOG). This includes updates on: practice specific contractual issues;
core contractual requirements; enhanced services; locally commissioned services; general
practice capacity; and estates and informatics projects.
The Primary Care Commissioning Committee is asked to:
- Note the content of this report
2.

Introduction and Background

2.1

The Primary Care Operational Group (PCOG) provides an update report to every
Primary Care Commissioning Committee (PCCC) meeting.

2.2

This report covers the PCOG meetings held in December 2020 and January 2021.

3.

Practice Contractual Issues

Broughton Neighbourhood
3.1

There were no contractual issues discussed for Broughton practices.

Eccles & Irlam Neighbourhood
3.2

Monton Medical Practice – An incident in relation to the delivery of a parcel of
vaccinations was reported to the January 2021 PCOG meeting.

3.3

It was reported that a practice in the Eccles and Irlam neighbourhood had been
forced to shut in the period between Christmas and new year due to a COVID
outbreak at the practice. Work is ongoing to ensure that lessons are captured and
shared with other practices across Salford.

Ordsall and Claremont Neighbourhood
3.4

Pendleton Medical Practice – The Pendleton Medical Centre has made a request to
change their contract from a partnership to a limited company. This will require
contract novation and there is a process that the CCG will need to follow.

Walkden and Little Hulton Neighbourhood
3.5

Dearden Avenue Medical Practice – A decision was made to provide funding from
the GP COVID Capacity Expansion Fund to support additional staffing costs at the
Dearden Avenue Medical Practice due to members of staff self-isolating due to
increased risks from COVID-19. The decision was made due to the exceptional

circumstances at the practice and the risk to the delivery of the practice’s contractual
obligations.
3.6

Cleggs Lane Medical Practice – Cleggs Lane Medical Practice has made a request
to change their contract from a single-handed contract to a limited company. This will
require contract novation and there is a process that the CCG will need to follow.

Swinton Neighbourhood
3.7

There were no contractual issues discussed for Swinton practices.

4.

Core Contractual Issues

Contractual Breaches/Remedial Notices
4.1

No contractual breach or remedial notices were issued in the reporting period.

CQC Inspections
4.2

In December 2020, it was reported that the CQC had commenced a series of
monitoring phone calls. 3 Salford practices had received phone calls to date and no
issues had been highlighted. However, in light of the escalating pressures of COVID,
it was reported at the January 2021 PCOG meeting that all monitoring calls had been
suspended.

Special Allocation Scheme Appeals
4.3

Under the CCG’s special allocation scheme (SAS) policy, patients who are removed
from their GP practice list and placed on the SAS have the right to appeal. There
were no appeals heard within the reporting period.

Practice In-Hours Closures
4.4

The following practice closure requests were approved:
- The Sides Medical Practice – 26 January (2hrs) for admin staff training

Pathology Collection Procurement
4.5

The CCG has gone out to tender to commission a new pathology and post
collections contract starting from April 2021. PCOG is being kept updated on
progress.

NHS 111 Direct Bookings
4.6

NHS 111 direct booking requires practices to allocate one practice appointment per
day, per 500 patients. PCOG members heard that data on the ‘primary care
dispositions’ had been obtained from the Local Clinical Assessment Service (LCAS)
clinical system. This data will now be received by the CCG on a weekly basis, to
enable a full understanding of the total demand for primary care from calls that come
via NHS 111. It was also noted that the current position, whereby the LCAS accept
some primary care calls with dispositions that require a quicker response (within 1
hour, or within 2 hours), may need to be handed back to GP practices for action due

to increases in demand for the other services that the LCAS was set up to primarily
provide.
Primary Medical Care Assurance Framework
4.7

Work is progressing to develop a new Primary Medical Care Assurance Framework
which will strengthen the assurance of GP practices, whilst streamlining the burdens
of participation as far as possible. At the December 2020 PCOG meeting, it was
agreed that given the workload pressures arising from the COVID pandemic, the time
was not right to be launching a new assurance framework, however, work will
continue to design the new process for launch at a later date.

GMS / PMS Contracts
4.8

The Greater Manchester Health and Social Care Partnership have been undertaking
an exercise to ensure that all Salford GP practices have signed, up to date contracts.
There are three Salford practices with unsigned contracts and these are being
followed up.

Interpretation and Translation
4.9

PCOG members discussed and approved the interpretation and translation update
paper in advance of the January 2021 PCCC.

5.

Enhanced Services

Primary Care Network Directed Enhanced Service (PCN DES)
5.1

PCN update reports were considered by the PCOG. Highlights included:
• On 9th November, the CCG submitted the final version of the PCN workforce
template to NHS England. This incorporated the roles each PCN wishes to recruit
in line with the PCN Additional Roles Reimbursements Scheme.
• The CCG and PCNs have started to plan for the introduction of PCN level mental
health practitioners from 2021/22.
• PCNs are delivering the requirements of the 2020/21 service specifications:
Enhanced Health in Care Homes, Early Cancer Diagnosis and Structured
Medication Review & Medicines Optimisation.
• All PCNs have plans in place to utilise PCN development funding. Priorities
identified have been organisational development, digital access care navigation,
the flu campaign, IT improvements for patient engagement and the backfill of
clinician time to support engagement in the above.
• The CCG’s Business Intelligence Team has developed a dashboard to support
PCNs with the delivery of the ‘Impact and Investment Fund’ measures, which
PCNs are commissioned to deliver in 2020/21.

Minor Surgery Audit
5.2

Following consideration of the DES annual report, which came to the November 2020
PCCC, it was agreed that there was a need to consider how the CCG assures the
delivery of the minor surgery DES. Planning for an audit of minor surgery has
commenced.

6.

Locally Commissioned Services (LCSs)

Salford Standard
6.1

The decision made at the November 2020 PCCC to suspend the Salford Standard
monitoring and reporting requirements was shared at the December 2020 PCOG
meeting. It was noted that a reduced Salford Standard had previously been approved
and that this version is ready to go once the burdens of the pandemic have reduced,
hopefully later in 2021.

CQRS Local
6.2

It was explained that the Calculation Quality Reporting Service (CQRS) have
developed ‘CQRS Local’ which can be used to support payments for any locally
commissioned services. The proposal is to initially explore the use of the system for
the Minor Surgery DES and the Special Allocation Scheme DES. Potentially, it could
also be used for the Homeless LCS, but this is still to be reviewed.

7.

General Practice Capacity

The Quays Branch Practice
7.1

Following the decision that the Salford Medical Practice will open a branch practice to
serve the population of Salford Quays, monthly meetings are being held between the
CCG, the incumbent providers and the new provider. Mobilisation is progressing, with
an initial focus on workforce issues.

Freeing Up GP Practices Letter
7.2

A national letter regarding freeing up practices to support COVID vaccination was
shared and discussed at the January 2021 PCOG meeting. Issues highlighted
included:
• Suspending Locally Commissioned Services – The Salford Standard has already
been suspended and it was not deemed appropriate to suspend the Homeless
LCS as this provides vital services to a vulnerable group of patients.
• The redeployment of clinical staff working in the CCG – this is happening and the
corporate services team are reviewing whether further clinical leads could be
redeployed to support COVID vaccination.
• Minor Surgery DES income is to be protected until March 2021.
• The QI domain within the Quality and Outcomes Framework has been income
protected.
• Extended access funding is now not transferring to Primary Care Networks in
April 2021, as originally planned. This is anticipated to be delayed until at least
April 2022.

8.

Estates & Facilities and Informatics Updates

8.1

An estates and facilities update was provided at the January 2021 meeting.
Highlights included:

•
•
•
•
•
•
•

The Little Hulton Health Centre project has completed, Salford Primary Care
Together moved in to the new centre on 19 October 2020, however the move
dates for the other three practices are yet to be confirmed.
Mocha Parade Medical Practice temporarily moved to Willow Tree Health Centre
on 9 October 2020. Demolition of the old health centre will take place in January
with the new construction beginning in April 2021.
There has been little success in locating a site to develop a hub in Irlam and
Cadishead. There are ongoing conversations with local councillors to establish if
Mosslands Medical Practice could host wider community hub services.
A new site for the relocation of The Limes Medical Practice has been identified
and good progress is being made in the design of the new practice premises.
Two potential sites on Salford Quays have been identified, in conjunction with
Salford City Council, for The Quays Practice.
Langworthy Medical Practice is working with a design team and architects to take
forward the development of a new health centre in the Pendleton Leisure Centre
Development.
The CCG estates team is supporting a national primary care data gathering
exercise. The intention is that the data will support PCNs and ICS’ in ensuring a
patient focused and robust estate strategy. Data will be used to support future
investment needs /requests via governmental spending reviews, in support of in
support of the Long Term Plan implementation.

8.2

No informatics updates were provided in December 2020 / January 2021.

9.

Recommendations

9.1

The PCCC is asked to note the contents of this report

Anna Ganotis
Head of Service Improvement
January 2021
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Supporting General Practice in 2021/22
1.

Executive Summary

In January 2021, NHS England & NHS Improvement and the British Medical Association’s
General Practitioners Committee wrote a letter to all GP practices in England regarding
how general practice will be supported in 2021/22. This paper summarises the content of
the letter and how NHS Salford CCG will address / implement the agreements.
2.

Background

2.1

A paper was presented to the March 2019 Primary Care Commissioning Committee
(PCCC) which gave an overview of ‘A five-year framework for GP contract reform to
implement The NHS Long Term Plan’ 1. This contract agreement set out to introduce
widespread changes aimed at addressing workforce and workload pressures in
general practice. A key component of the framework was the introduction of primary
care networks (PCNs) under the Network Contract Directed Enhanced Service
(DES).

2.2

Updates and enhancements to the five year contract deal, as set out in ‘Investment
and Evolution: Update to the GP contract agreement 2020/21 – 2023/24’ 2, were
presented to the PCCC in March 2020.

2.3

Following an unprecedented year in 2020/21 with the advent of the COVID-19
pandemic, many elements of the GP contract agreement had to be suspended or
modified in order to enable general practice to rise to the challenges presented by the
pandemic. Therefore, in January 2021, NHS England & NHS Improvement and the
British Medical Association’s General Practitioners Committee wrote a letter 3 to all
GP practices in England explaining that it had been agreed that too much remained
unclear to confirm contractual arrangements for the whole of 2021/22. In the absence
of this, the letter sought offer some reassurance and certainty for practices and
PCNs.

2.4

This paper summarises the content of the letter and how NHS Salford CCG will
address / implement the agreements.

3.

Supporting General Practice in 2021/22

3.1

The agreements set out in the letter are summarised in Appendix 1. They include
agreements regarding:
• The PCN Network Contract DES
• The Quality and Outcomes Framework (QOF)

https://www.england.nhs.uk/wp-content/uploads/2019/01/gp-contract-2019.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/03/update-to-the-gp-contract-agreement-v2updated.pdf
3
https://www.england.nhs.uk/wp-content/uploads/2021/01/C1054-supporting-general-practice-in-21-22.pdf
1
2

•
•
•
•

The possible introduction of an enhanced service on obesity and weight
management.
The ‘digital offer’ in general practice.
The cervical screening additional service will become an essential service.
A contractual requirement for a more timely transfer of patient records when
patients move between practices.

3.2

Appendix 1 assigns a CCG lead for each area of change and summarises the current
CCG position. The action for the majority will be to be aware of the changes, keep
abreast of further updates and to ensure that practices / PCNs are kept informed of
implications as necessary.

3.3

The letter notes that ‘additional arrangements for 2021/22 will be developed and
communicated as soon as the response to pandemic allows, providing as much
notice to practices as possible’. The Primary Care Operational Group will ensure that
this is monitored and will keep the PCCC informed.

4.

Recommendations

4.1

The Primary Care Commissioning Committee is asked to note the contents of this
report

Anna Ganotis
Head of Service Improvement

Appendix 1
Supporting General Practice In 2021/22 – CCG Actions / Requirements

Requirement / Action

CCG Lead

Position

Funding for the PCN Additional Roles Reimbursement Scheme
(ARRS) will increase nationally from a maximum of £430m in
2020/21 to a maximum of £746m in 2021/22, but the additional
4 PCN service specifications will not be introduced as originally
planned.
From April 2021 further ARRS roles will be added: (i) paramedics;
(ii) advanced practitioners; and (iii) mental health practitioners,
in a way that supports improved working with local mental
health services.
QOF for 2021/22 will be based upon the indicator set already
agreed for 2020/21, with very limited changes. The one main
exception is a new vaccinations and immunisations domain. Four
indicators have been agreed, transferring almost £60m from the
DES to QOF in 2021/22.
The Quality Improvement modules on Learning Disabilities and
Supporting Early Cancer Diagnosis will be repeated for 2021/22
in their original format, with some slight modifications to
account for the impact of the pandemic upon care.
From April 2021, every PCN will become entitled to a fully
embedded FTE mental health practitioner, employed and
provided by the PCN’s local provider of community mental
health services, as locally agreed. 50% of the funding will be
provided from the mental health provider, and 50% by the PCN
(reimbursable via the ARRS), with the practitioner wholly
deployed to the PCN. This entitlement will increase to 2 WTE in
2022/23 and 3 WTE by 2023/24, subject to a positive review of
implementation.

Ian Pattison / Sam Glynn-Atkins

Continue to work with PCNs regarding their 21/22
ARRS plans.

Natalie McInerney (TBC)

Keep abreast of the changes and implications for
practices, producing comms for practices as
necessary.

Natalie McInerney (TBC)

Keep abreast of the changes and implications for
practices, producing comms for practices as
necessary.

Judd Skelton

Need to assess Salford plans to date against this
new announcement.

1

Appendix 1
There will be a more phased approach to the introduction of new
IIF indicators for 2021/22

Ian Pattison / Sam Glynn-Atkins

The transfer of CCG commissioned extended access services to
PCNs will now take place in April 2022. A nationally consistent
enhanced access service specification will be developed by
summer 2021, with the revised requirements and associated
funding going during 2021.
NHS England and the BMA’s GPC England have agreed to discuss,
in early 2021/22, the introduction of an enhanced service on
obesity and weight management with a view to introducing this
as early as circumstances allow.
A definition of the core digital offer which all practices must offer
to patients has been provided. Practices will be enabled with the
tools and functionality, as part of CCG infrastructure
responsibilities.
Extension of the agreement that those practices which have
implemented and operate a ‘total-triage’ / ‘triage-first’ model do
not have to meet the 25% online booking contract requirement.
Practices will provide the functionality for patients to use an
online method to inform their practice of a change of address,
contact details or of their demographic information, including
ethnicity.
The cervical screening additional service will become an essential
service.
The removal of the requirement for patient consent in use of
eRD made under the pandemic regulations will become a
permanent change.
A contractual requirement for a more timely transfer of patient
records when patients move between practices will be
introduced.
Changes will clarify that digital services are allowed to be
delivered by contractors through locations other than practice

Sam Glynn-Atkins / Anna Ganotis

Keep abreast of the changes and implications for
PCNs, discussing at the PCN Collaboration Group
as more information becomes available.
Keep abreast of the changes and implications for
PCNs, discussing at the PCN Collaboration Group
as more information becomes available.

Sam Glynn-Atkins

Keep abreast of the changes and implications for
practices, producing comms for practices as
necessary.

Laura Hosey-Davies

Need to assess Salford plans against this new
definition to ensure that all is covered.

Laura Hosey-Davies / Sam GlynnAtkins

Be aware of the agreement and apply this to any
monitoring / reporting of the contractual
requirement.
Consider the implications for practices and
support practices as necessary to implement.

Laura Hosey-Davies

Sam Glynn-Atkins
Laura Hosey-Davies
Sam Glynn-Atkins
Sam Glynn-Atkins

Be aware of the change and consider any
implications.
Be aware of the change and consider any
implications.
Keep abreast of the changes and implications for
practices, producing comms for practices as
necessary.
Be aware of the changes.
2
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premises, in line with current practice.
Minor updates will be made to the existing Structured
Medication Review and Early Cancer Diagnosis services within
the Network Contract DES from April 2021.

Ian Pattison / Sam Glynn-Atkins

Keep abreast of the changes and implications for
PCNs, discussing at the PCN Collaboration Group
as more information becomes available.
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