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WEST SUFFOLK CCG
PRIMARY CARE COMMISSIONING COMMITTEE
Meeting to be held from 1.30pm-3.00pm, Wednesday, 29 November 2017,
The Edmund Room, St Edmundsbury Cathedral, Bury St Edmunds

AGENDA

GENERAL BUSINESS
1.

Welcome and Introductions

Jo Finn

2.

Apologies for Absence

Jo Finn

3.

Declarations of Interest
To declare any interests specific to agenda items

4.

Minutes of the Previous Meeting
To approve as a correct record the minutes of a West Suffolk CCG
Primary Care Commissioning Committee meeting held on 26 July 2017
and an inquorate meeting held on 27 September 2017

Jo Finn

5.

Matters Arising and Review of outstanding actions

Jo Finn

All

STRATEGY
6.

Increased Collaboration with Neighbouring CCGs
To receive and approve a report from the Chief Officer

Ed Garratt
(WSCCG/PCCC 17-22)

GOVERNANCE AND CORPORATE BUSINESS
7.

Primary Care Contracts and Performance Monitoring
To receive and note a report from the CCG’s Head of Primary Care

Lois Wreathall
(WSCCG/PCCC 17-23)

8.

Primary Care Delegated Commissioning – Finance Report
To receive and note a report from the Chief Finance Officer

Jane Payling
(WSCCG/PCCC 17-24)

9.

Care Quality Commission (CQC)
To receive and note a report from the CCG’s Head of Primary Care.

Lois Wreathall
(WSCCG/PCCC 17-25)

10

GP Practice Patient List Closure Process
To receive and approve a report from NHS England’s Contract
Manager

Stuart Quinton
(WSCCG/PCCC 17-26)

11.

Date of Next Meeting
1.00pm – 3.00pm, Wednesday, 24 January 2018, Venue to be confirmed

12.

Questions from the public – Maximum 10 minutes
Please note questions should relate to the items under discussion and
must be a question rather than statement. Where individuals deviate
from this requirement they will be asked to stop and will not be invited to
take any further part in the meeting.
Exclusion of the Press and Public

The Committee is recommended to exclude representatives of the press, and other members of the
public, from the meeting having regard to the confidential nature of the business to be transacted,
publicity on which would be prejudicial to the public interest; Section 1(2), Public Bodies (Admission to
Meetings) Act 1960.

Minutes of a meeting of the West Suffolk CCG Primary Care Commissioning Committee held in
public on Wednesday, 26 July 2017 at
Conference Room, West Suffolk House, Western Way,
Bury St Edmunds, Suffolk, IP33 3SP

PRESENT:
Jo Finn
Chris Armitt
Bill Banks
Steve Chicken
Ed Garratt
Kate Vaughton

Lay Member for Patient and Public Involvement, WSCCG (Chair)
Acting Chief Finance Officer
Lay Member: Governance and CCG Vice Chair, WSCCG
Lay Member, WSCCG
Chief Officer, WSCCG
Chief Operating Officer, WSCCG

Simon Jones

Local Medical Committee

IN ATTENDANCE:
Jo Mael
Karen Smith
Giles Turner
Lois Wreathall

Corporate Governance Officer, WSCCG
Head of Patient Safety and Clinical Effectiveness, WSCCG
HR Business Manager (Part)
Head of Primary Care, WSCCG

17/14

WELCOME AND INTRODUCTIONS
The Chair welcomed everyone to the meeting.

17/15

APOLOGIES FOR ABSENCE
Apologies for absence were noted from:
Wendy Cooper
Cllr Tony Goldson
Dr Crawford Jamieson
Stuart Quinton
Jan Thomas
Andy Yacoub

17/16

NHS England Representative
Health and Wellbeing Board
Secondary Care Doctor, WSCCG
Suffolk Primary Care Contracts Manager, NHS
England
Chief Contracts Officer, WSCCG
Healthwatch

DECLARATIONS OF INTEREST
No declarations of interest, other than those already published, were received.

17/17

MINUTES OF THE PREVIOUS MEETING
The minutes of the last meeting of the Primary Care Commissioning
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Committee held on 26 April 2017 approved as a correct record.
17/18

MATTERS ARISING AND REVIEW OF OUTSTANDING ACTIONS
There were no matters arising and the action log was reviewed and updated.

17/19

PRIMARY CARE CONTRACTS AND PERFORMANCE MONITORING
The Committee was in receipt of a report which provided an update to the
Committee relating to;
List Closures
No West Suffolk practices had applied to close their lists
Local Enhanced Services
The enhanced services specifications had been amended for the new financial
year and submitted to the Commissioning Governance Committee for
approval. No changes additions or subtractions were tabled.
Extended Hours access in West Suffolk
The Prime Ministers Challenge Fund was initiated to support local health
economies to put in place schemes that would enable primary care to work at
scale and provide general practice services in the evening and over the
weekends. The Suffolk GP Federation, working with the two Suffolk CCGs
had developed a successful bid and the scheme was resourced for an initial
one-year period with the hub in Bury opening in 2016.
The West Suffolk CCG had been allocated additional funds for 2017/18 of £1.4
million to further develop extended access following the initial pilot. The Suffolk
federation was meeting with practices to understand what locality shaping was
required and the exercise was due to finish at the end of July 2017. It was
anticipated that The Federation would be able to submit formal plans in August
2017.
Clements & Christmas Maltings Surgery , Haverhill
The Christmas Maltings and Clements Practice faced the following challenges
in the second half of 2016:



Local challenges:
The practice needed to replace 10 full days of doctor time per week to
replace those leaving
Half of the GPs in Suffolk intended to retire in the next 10 years




National challenges:
Salaried GPs were reluctant to become partners
Practice workload was increasing every year



To help tackle those problems the practice had worked with NHS England,
West Suffolk Clinical Commissioning Group and Suffolk GP Federation on a
plan for how the partners could best deliver services with the available funding.
After evaluating the options available the partners had decided to join Suffolk
GP Federation, which was a not-for-profit organisation owned by most of the
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GP practices in Suffolk. Suffolk GP Federation would work with the existing
partners to manage the practice from 3 July 2017, the early feedback had been
positive.
The Committee noted the report.
17/20

INVESTING IN PRIMARY CARE TRANSFORMATION
The Committee was in receipt of a report from the Chief Operating Officer
which sought endorsement of the recommendations of the Commissioning
Governance Committee about investment to support Primary Care
Transformation.
NHS England had written to CCGs requiring them to invest £3 per head in
local practices to support the implementation of 10 High Impact Actions and
working together ‘at scale’ to ensure increased practice resilience. The CCG
had invited practices to submit proposals by Friday 30 June 2017 setting out
how they would utilise the funds.
11 proposals were subsequently received from practices, with nine practices
having advised they were ‘deferring’ submission pending further discussions,
and four practices not responding.
The Commissioning Governance Committee agreed recommendations as set
out within paragraph 2.5 of the report.
All practices had been provided with feedback on their proposals (and the
component parts of each) with details of the next steps, including any caveats
and/or requests for further information. Practices would be required to provide
a set of detailed timelines and some Key Performance Indicators (KPIs) for
each of their schemes, which would be agreed with the CCG. The CCG was
actively supporting practices in the work.
CCG officers would be developing arrangements and timescales for a ‘wave 2’
process to allow those practices who had deferred a decision to have a further
opportunity to discuss and submit a proposal.
Practices were being encouraged to involve Patient Participation Groups at an
early stage and where schemes had been similar, practices had been
encouraged to work together.
Because of the exercise the Local Medical Committee, in conjunction with the
CCG was commissioning a course to assist practices with the writing of
submissions and bids.
The Primary Care Commissioning Committee subsequently;



17/21

endorsed the recommendations of the Commissioning Governance
Committee;
agreed future reporting requirements to the Primary Care Commissioning
Committee.

PRIMARY CARE DELEGATED COMMISSIONING – FINANCE REPORT
To Committee was provided with an overview of the Month Three Primary
Care Delegated Commissioning Budget.
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Key points included;
 At the end of month three, financial performance was £35k below plan.
Key risks were the over achievement of 2017-18 Quality Outcomes Framework
(QOF), Care Quality Commission (CQC) costs and Additional Primary Care
postal/transport costs which had not been budgeted for, which were being
mitigated by use of contingency and reserves.
The Committee noted the content of the report.
(The Chair advised that agenda item 12 (primary care workforce
development) would be taken next)
17/22

PRIMARY CARE WORKFORCE DEVELOPMENT
The Committee was in receipt of a report from the Chief Corporate Services
Officer which informed of the key headlines relating to primary care workforce
development.
Key points highlighted from the report included;





38% of West Suffolk GPs were under 40, with 17% over 55.
The Community Education Provider Network met on a bi-monthly basis.
Following use of GP Forward View workforce data, it had been determined
that an additional 66 GPs would be required across Suffolk to meet the
national target of recruitment of an additional 5000 GPs in primary care.
Initiatives to improve recruitment included the attraction of physician
associates, development of the clinical workforce, and raising the profile of
primary care careers.

Comments included;









The number of GPs v population numbers was close to the national
average.
GPs leaving medical school seemed less keen on taking up partnerships at
the early stage of their careers, and more salaried roles were being sought.
There was a recognised need to facilitate business training for GPs.
Learning between West and East Suffolk’s CEPNs was being shared as a
number of the individuals on each CEPN were the same.
It was suggested that more work be carried out with the Clinical School at
Cambridge to attract new GPs into the area.
It was recognised that the introduction of validation had resulted in GPs
and nursing choosing to retire early.
There was increased focus on the retention of GPs and nurses and support
was being offered to navigate the revalidation process.
The medical student attrition rate was 57% and it seemed that the
profession as a career option was viewed less favourably than before.

The Committee noted the content of the report.
(Giles Turner left the meeting)
17/23

CARE QUALITY COMMISSION (CQC)
The Committee was in receipt of a report that sought to inform about Care
Quality Commission (CQC) inspections of West Suffolk GP practices.
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Paragraph 2.1 detailed the outcome of inspections in respect of individual
practices.
The CQC’s reports to date continued to show that the quality of primary care
services in West Suffolk was “good” in 87.5 % of practices. The Inspectors
had identified two practices as requiring improvement and one practice had
been put into special measures. The CCG was working with those practices to
improve ratings.
Lakenheath Surgery and Victoria had now been awarded a ‘good’ status.
Angel Hill had been re inspected and told verbally they would achieve a ‘good’
status. Haverhill Family practice had been revisited at the end of May and the
report was attached at Appendix 1. It was explained that differences at the
second visit had been the introduction of more robust administrative and
business procedures because of support from the CCG and Local Medical
Committee.
Learning from CQC inspections was being shared with other practices and
support provided if required. It was also suggested that practices be
signposted to information already available on the CQC website in relation to
protocols and templates.
The Committee noted the content of the report.
17/24

CCG 360˚ STAKEHOLDER SURVEY
The Committee was in receipt of a report which detailed the results of the 2017
‘CCG 360° Stakeholder Survey’, based on fieldwork undertaken between 16
January 2017 and 28 February 2017.
32 of the CCG’s stakeholders had completed the 2017 survey – 23 of which
were member practices. The overall response rate was 78% (compared to
83% in 2016).
Appendix ‘A’ to the report presented the summary findings for the CCG across
the range of questions asked of all stakeholders, with the findings indicating a
sustained, high level of performance in 2017, with comparative responses to
previous years. There was a notable performance improvement in the
‘Commissioning Services’ domain. Performance across all domains was
significantly better than responses seen nationally and across the CCG
‘cluster’.
It was highlighted that the stakeholder list might require update to reflect the
STP position.
The dip in perception aligned to whether the CCG’s plans and priorities were
the right ones was questioned. It was explained that feedback on that element
might have been affected by responses from local authorities and increased
interaction in that area was recognised.
The Primary Care Commissioning Committee noted the content of the
report and acknowledged the results of the survey as set out in this paper.

17/25

GOVERNANCE ARRANGEMENTS FOR ‘VIRTUAL’
DECISIONS

MEETINGS AND

The Committee was reminded that it’s Terms of Reference allowed for
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meetings to be held both formally and ‘virtually’, to enable timely decisions to
be made in those instances where it was not possible to establish a formal
meeting due to the timescales required for a decision.
The Terms of Reference provided for those instances, noting that
“Arrangements for making virtual decisions or formal voting on low risk
recommendations will be agreed at meetings to ensure timely decision
making.”
The presented report set out the governance arrangements for ‘virtual’
decisions or voting on low risk recommendations where a meeting could not be
established. Decisions deemed, either by the author or by the Committee, to
be significant or which had significant impact where it warranted that the
decision was based on discussions in a formal meeting would not be made
‘virtually’.
The Committee felt that the authority of the Chair in determining whether a
virtual meeting was appropriate had not been recognised and should be
included.
The Primary Care Commissioning Committee approved the arrangements
for ‘virtual’ meetings and decisions as set out within the report subject to
inclusion of reference to the authority of the Chair in determining whether a
virtual meeting was appropriate.
17/26

ANY OTHER BUSINESS
As there had been no members of pubic present, the need to increase
communication amongst patient participation groups and, in general via better
signposting, was highlighted.

17/27

DATE OF NEXT MEETING
The next meeting of the Primary Care Commissioning Committee was
scheduled to take place, in public, on Wednesday 25 October 2017, from
1.30pm – 3.30pm in the Lecture Room, St Edmundsbury Cathedral, Bury St
Edmunds, Suffolk.

17/27

QUESTIONS FROM THE PUBLIC
No members of the public were present.
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Minutes of a meeting of the West Suffolk CCG Primary Care Commissioning Committee held in
public on Wednesday, 27 September 2017 at
Conference Room, West Suffolk House, Western Way,
Bury St Edmunds, Suffolk, IP33 3SP
(Inquorate meeting)
PRESENT:
Geoff Dobson
Chris Armitt
Ed Garratt
Jane Payling
Kate Vaughton

Lay Member: Governance and CCG Vice Chair, WSCCG (Chair)
Acting Chief Finance Officer
Chief Officer, WSCCG
Chief Finance Officer, WSCCG
Chief Operating Officer, WSCCG

Simon Jones
Stuart Quinton
Andy Yacoub

Local Medical Committee
Suffolk Primary Care Contracts Manager, NHS England
Healthwatch

IN ATTENDANCE:
Ameeta Bhagwat
Dr Christopher Browning
Andy Eley
Amanda Lyes
Jo Mael
Lois Wreathall

Head of Financial Planning and Management Accounts, WSCCG
WSCCG, Chair
Deputy Chief Operating Officer, WSCCG
Chief Corporate Services Officer, WSCCG (Part)
Corporate Governance Officer, WSCCG
Head of Primary Care, WSCCG

17/28

WELCOME AND INTRODUCTIONS
The Chair welcomed everyone to the meeting.

17/29

APOLOGIES FOR ABSENCE
Apologies for absence were noted from:
Jo Finn, Lay Member for Patient and Public Involvement, WSCCG
Steve Chicken , Lay Member, WSCCG
Jan Thomas, Chief Contracts Officer, WSCCG

17/30

DECLARATIONS OF INTEREST
No declarations of interest, other than those already published, were received.

17/31

MINUTES OF THE PREVIOUS MEETING
As the meeting was inquorate approval of the minutes of the last meeting of
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the Primary Care Commissioning Committee held on 26 July 2017 was
deferred until the November 2017 meeting.
17/32

MATTERS ARISING AND REVIEW OF OUTSTANDING ACTIONS
There were no matters arising and the action log was reviewed and updated.

17/33

PRIMARY CARE WORKFORCE
Those present were in receipt of a report which provided an update on
progress in respect of the workforce element of the GP Five Year Forward
View. Key points highlighted included;



The workforce plan was due for submission to NHS England on 29
September 2017.
There were 11 areas of focus detailed within the plan as identified within
the report. Those included;
o International GP recruitment – a joint bid with Gt Yarmouth and
Waveney had been successful. It was hoped to recruit 26 GPs and
the CCGs had recently been encouraged to place a further bid in
respect of the Wave 3 funding.
o Retention – ‘Legacy of Experience’ courses were underway.
o GP Fellowships – there had been a successful bid for six GP
Fellowships and two Physician Associate Fellowships.
o Nurses – the CCG had secured funding for learning beyond
registration and the CEPN nursing sub-group was to focus on nurse
training and up-skilling.
o Physician Associates – the CCG had engaged with Anglia Ruskin
University to promote primary care.
o Care Navigators – 100 had enrolled for wave 1 of training which
had commenced in August 2017.

The Committee was advised that the CCG had already commenced work with
Suffolk County Council in respect of retention and hoped to extend the work
further with large Suffolk employers such as British Telecom.
Health Education England was to make funding available to practices that
were interested in developing the role of Medical Assistants. The funding
would not be to support recruitment to the role but to assist the design and
organisational development.
It was hoped that an East of England Primary Care Workforce Conference
could be organised for February/March 2018 to further communicate the
workforce plan.
Concerns raised by Healthwatch included;




The appropriateness of the training of Care Navigator’s by some practices
and how the role was communicated to members of the public.
The need for Patient Participation Group representation on the Workforce
Plan Steering Group.
Difficulty in explaining the role of Physician Associates to members of the
public.

The Chief Corporate Services Officer confirmed that PPG representation
on the Steering Group would be granted, and agreed to investigate the
concern raised in respect of the Care Navigator role and share literature with
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Healthwatch in respect of the Physician Associate role.
The Committee noted the report.
17/34

GP FORWARD VIEW INVESTMENT
Those present were in receipt of a report which provided an update in relation
to the investment of £3 per head of practice populations to increase surgery
resilience.
NHS England had written to CCGs requiring them to invest £3 per head in
local practices to support the implementation of 10 High Impact Actions as set
out within the report, and work together ‘at scale’ to ensure increased practice
resilience.
The CCG had written to all practices on the 24 May 2017 setting out the broad
details of the funding available and the eligibility criteria. Practices had been
asked to submit proposals by 30 June 2017 setting out how they would utilise
the funds to meet the criteria.
Proposals from the practices had been considered at the Commissioning
Governance meeting on 12 July 2017 and at a subsequent meeting held on
the 23 August 2017. Decisions made by the Commissioning Governance
Committee in respect of the proposals were detailed within Section 2 of the
report.
There were a number of proposals covering ICT, website redesign, new staff,
and workflow optimisation where it was considered prudent for the Committee
to agree overarching approval (delegated to CCG Officers) without further
reference back to the Committee. Those would be called ‘universal bids’ and
were detailed within paragraph 3.5 of the report.
Those present noted the content of the report.
(Amanda Lyes left the meeting)

17/53

GENERAL PRACTICE CONTINGENCY PLAN
NHS England’s Suffolk Primary Care Contract Manager reported that the
General Practice Contingency Plan had been presented to the Local Medical
Committee for comment on 14 September 2017. Feedback was currently
being incorporated into the plan prior to its presentation to the Committee in
November 2017.

17/54

PRIMARY CARE DELEGATED COMMISSIONING – FINANCE REPORT
Those present were provided with an overview of the month five, Primary Care
delegated commissioning budget.
At the end of month five, the GP delegated budget spend was £75k below
plan, Local Enhanced Services (LES) budget showed an adverse variance of
£9k and the GP Forward View Funding received year to date was fully
committed. There was a risk around receipt of £1.4m of GPAF and the CCG
was awaiting confirmation from NHS England.
Forecast risks and mitigations- key risks at month five were over achievement
of 2017-18 Quality Outcomes Framework (QOF), Care Quality Commission
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costs and additional primary care postal/transport costs that had not been
budgeted for. Those were mitigated by the use of contingency and reserves.
Those present noted the content of the report.
17/55

PRIMARY CARE CONTRACTS AND PERFORMANCE MONITORING
Those present were in receipt of a report which provided an update to the
Committee relating to;
List Closures
No West Suffolk practices had applied to close their lists
Local Enhanced Services
The enhanced services specifications had been amended for the new financial
year and approved by the Commissioning Governance Committee. A peer
review enhanced service had been created by the contract team and submitted
to the Local Medical Committee for approval at its meeting on 14 September
2017.
Clements & Christmas Maltings Surgery , Haverhill
Suffolk GP Federation had become responsible for the management of
Christmas Malting & Clements practice in Haverhill on 3 July 2017, with a key
focus being stabilisation of the practice. A new appointment system had been
introduced, a ‘practice board’ formed and a staff recruitment programme
initiated. The Federation had received a Section 25 notice from the owners of
Christmas Maltings building which meant it would need to leave by 19 January
2018 or negotiate a lease to remain. It was currently planning to consolidate
into Clements and Keddington sites. There had been significant progress
overall, but many challenges remained.
Those present noted the report.

17/56

CARE QUALITY COMMISSION (CQC)
Those present were in receipt of a report that sought to inform about Care
Quality Commission (CQC) inspections of West Suffolk GP practices.
The CQC had now finished its inspections of GP practices in West Suffolk and
the outcomes were detailed within paragraph 2.1 of the report.
The CQC’s reports to date continued to show that the quality of primary care
services in West Suffolk was good or outstanding in 95% of practices. One
practice had been put into special measures and rated ‘inadequate’ and the
CCG was working with the practice to improve its rating. The practice had a
successful interim inspection in May 2017 and was due to have a full
inspection in September 2017.
The CCG had mapped all the 24 reports into a single learning document which
was being shared with the practices. The CCG had contacted any practice
that had scored less than a ‘good’ in any particular area and was working to
support them to make the necessary improvements
The Committee would be alerted to any significant issues or concerns between
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meetings and provided with on-going analysis of learning.
The Head of Primary Care reported that Haverhill Family Practice had been
visited by the CQC on 26 September 2017 and early indication was that the
visit had gone well. There had been recent movement of 4/5 practices that
had previously been rated as ‘requires improvement’ being given ‘good’
ratings.
The Head of Primary Care agreed to include ratings for sub-themes within
future reports, together with an indication as to where there had been
movement and changes to ratings. Practices were welcoming of advice to
support compliance.
Those present noted the content of the report.
17/57

CLINICAL WASTE PROCUREMENT FOR GENERAL PRACTICE
NHS England’s Suffolk Primary Care Contract Manager advised that the paper
had been reported to the previous meeting and there was nothing further to
add. NHS England had halted the procurement until the lessons learnt review
had been completed.

17/58

GP PATIENT SURVEY 2017
The GP Patient Survey was an England-wide survey (administered by Ipsos
MORI), providing GP practice-level data about patients’ experiences of their
practices. Latest data was published in July 2017 and based on fieldwork
undertaken between January and March 2017.
Randomly selected
participants were sent a postal questionnaire with the option of completing it
online or via the telephone.
The GP Patient Survey measured patients’ experiences across a range of
topics, including:






Access to GP services;
Making appointments;
Waiting times;
Perceptions of care at appointments;
Practice opening hours.

Across the West Suffolk CCG area, 5,733 questionnaires had been sent out,
and 2,922 completed which represented a response rate of 51% (up from 47% in
2016).
A summary of the performance was detailed within paragraph 202 of the report
and indicated that the CCG performed better than the national average across
all key measures.
The CCG intended to develop a number of initiatives to increase patients’
awareness of the programme of work underway to support improved access to
GP services, making appointments, and increasing opening hours, through
local delivery of the GP Forward View. Those initiatives would be primarily
targeted in localities where results of the GP Patient Survey were below the
CCG or national averages.
The need to carry out targeted communications supported by patient
participation groups and the Community Engagement Group was recognised.
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It was noted that Question 18 (how would you describe your experience of
making an appointment?) was aligned to the quality premium target and whilst
it had been achieved in the current survey, due to the nature of the way the
survey was carried out, there was no guarantee of achievement in future.
It was questioned whether services for vulnerable groups were being captured
and suggested that comments received by Healthwatch be added to next
year’s report.
It was highlighted that performance in some areas was not as anticipated and it
was felt that routes of access, other than by telephone, should be explored in
future surveys.
Those present were pleased to note the high levels of patient satisfaction
and experience as reported in the GP Patient Survey.
17/59

PRIMARY CARE ESTATES – RENT REVIEW PROCESS
As the meeting was inquorate the Chair advised that whilst the item could be
discussed, a decision would be requested virtually from members outside of
the meeting.
As part of the CCG taking on delegated commissioning functions, the CCG
was now required to approve GP practice rental increases that had previously
been undertaken by NHS England. It was set out in the Premises Costs
Direction 2013 that practices would be reimbursed the Current Market Rent
(CMR) or actual rent, whichever was the lower, as valued by the District
Valuer.
NHS England continued to undertake the reviews on behalf of the CCG
although CCG approval was required before NHS England altered any practice
payments. Rent reviews were conducted every three-five years dependent
upon the terms of the lease or as set out in the Directions.
Increases would happen if a practice improved its premises or received an
improvement grant, although some of the increase was initially offset by
applicable abatement.
Any new build could result in an on-going cost
pressure as new premises commanded an increased £m2, combined with
increased floor area of a new build.
To streamline the process and avoid lengthy delays that could result in delayed
practice payments, the CCG planned to adopt an approach whereby if the
increase was less than £5k per annum that could be approved by the Head of
Primary Care. Where the increase was more than £5k per annum that would
be jointly approved by the Finance and Primary Care team.
In response to questions as to whether the £5k limit was appropriate, the
Acting Chief Finance Officer advised that the limit was in line with the CCG’s
Scheme of Delegation and at £37k further Chief Officer or Committee approval
would be required.
Those present noted the approach in respect of rent increases and that the
report would be circulated to members for approval.

17/60

ANY OTHER BUSINESS
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No items of others business were received.
17/61

DATE OF NEXT MEETING
The next meeting of the Primary Care Commissioning Committee was
scheduled to take place, in public, from 1.30pm – 3.30pm, Wednesday, 29
November 2017, Edmund Room, St Edmundsbury Cathedral

17/62

QUESTIONS FROM THE PUBLIC
There were no members of the public present.
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WEST SUFFOLK CCG – PRIMARY CARE COMMISSIONING COMMITTEE
ACTION LOG: 27 September 2017 (updated)
MINUTE
DETAILS
Meeting of 27 September 2017
17/33
Primary Care
Workforce

17/56

Care Quality
Commission

17/59

Primary Care Estates
Rent Review Process

ACTION

BY WHOM

The Chief Corporate Services Officer confirmed
that PPG representative on the Steering Group
would be granted, and agreed to investigate
concern raised in respect of the Care Navigator
role and share literature with Healthwatch in
respect of the Physician Associate role.
The Head of Primary Care agreed to include
ratings for sub-themes within future reports,
together with an indication as to where there
had been movement and changes to ratings.
As the meeting was inquorate, that the report
be circulated for virtual decision

Amanda Lyes

TIMESCALE/UPDATE

Lois Wreathall

Jo Mael

Complete – 28 September 2017

PRIMARY CARE COMMISSIONING COMMITTEE
Agenda Item No.

06

Reference No.

WSCCG PCCC 17-22

Date.

29 November 2017

Title

Increased Collaboration with Neighbouring CCGs

Lead Chief Officer

Ed Garratt – Accountable Officer

Author(s)

Andrew Eley – Deputy Chief Operating Officer

Purpose

The purpose of this paper is to set out the direction of travel in respect of
collaborative working with neighbouring CCGs and to provide the
Committee with the opportunity to influence how this will operate in the
future.

Applicable CCG Priorities
1.
Develop clinical leadership
2.
Demonstrate excellence in patient experience & patient engagement
3.

Improve the health & care of older people

4.

Improve access to mental health services

5.
6.

Improve health & wellbeing through partnership working
Deliver financial sustainability through quality improvement





Action required by the Primary Care Commissioning Committee:
The Primary Care Commissioning Committee is requested to:
 Endorse the overall direction of travel;
 Agree to alternate individual and ‘committees in common’;
 Approve the development of appropriate governance arrangements to facilitate this
approach.
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1.

Background

1.1

West Suffolk CCG has been successfully managing the fully delegated commissioning of
primary care since April 2017. Since taking on the commissioning of primary care, NHS
England has increasingly focussed CCGs on working together on Sustainability and
Transformation Partnership (STP) ‘footprints’; locally with neighbouring CCGs (Ipswich and
East Suffolk and North East Essex).

1.2

The three CCGs are increasingly required to plan and to work together to implement the GP
Forward view and to support the development of primary care at scale, including GP
Extended Access and international recruitment.

2.

Key Issues

2.1

Within Suffolk, the two Primary Care teams are increasingly working together. This
approach is regularly extended to working with colleagues working in North East Essex
CCG. Many of the plans and returns that the CCG is required to develop are now based on
an STP footprint. Plans are now being developed to enable the two Suffolk primary care
teams to operate together in respect of most issues. It is anticipated that this approach will
be extended to include North East Essex in due course.

2.2

The rationale for extending this approach is;












All three CCGs are clinically-led organisations with clear decision making
arrangements;
The three CCGs are working together on other issues as part of joint working across
the STP footprint;
West Suffolk CCG and Ipswich and East Suffolk CCGs share a number of local
providers and a County Council. There is already an embedded sharedmanagement infrastructure;
The two Suffolk CCGs share an Local Medical Committee (LMC) and a single GP
Federation and, more recently, a large ‘single practice’ that will straddle both Suffolk
CCGs;
The two Suffolk CCGs share a common Personal Medical Services (PMS) platform
and arrangements;
The two Suffolk CCGs have a common approach to pathway development;
The two Suffolk CCGs have a shared financial system;
Economies of scale (cost/specialisation/staff) may be generated;
The CCG’s have some shared providers e.g. GP Federations (Suffolk);
The shared-management structure could be further developed (initially across
Suffolk CCGs)
There is potential for more streamlined engagement with NHS England and other
partners.

.
Governance
2.3

The 2012 Health and Social Care Act did not permit CCGs to form joint committees.

2.4

A Legislative Reform Order introduced in October 2014 allows CCGs to form joint
committees for the purpose of exercising their commissioning functions. This is the
simplest format for joint arrangements between CCGs; however, joint committees are not
permitted for the exercise of any non-commissioning functions, e.g. audit, remuneration,
OD, or for the exercise of NHS England’s commissioning functions, i.e. primary care.

2.5

‘Committees in common’ are used by many CCGs to enable collaborative commissioning
prior to the introduction of the Legislative Reform Order. They have been used less
commonly since 2014, but do provide an option for CCGs wishing to meet together to
exercise their non-commissioning functions (including audit, remuneration and governing
body meetings) or primary care commissioning functions.

2.6

Under ‘in common’ arrangements, CCGs hold their individual committee meetings ‘in
common’; that is, the committees meet at a common time and location. For practical
purposes, the committees should have identical agendas and papers, allowing for a single
discussion on each agenda item; however, they remain separate committees and must
always be referred to in the plural.

2.7

Each committee must make its own decisions, in line with its own terms of reference, and
these should be recorded in separate meeting minutes. It must remain technically possible
for each committee to make a different decision on each item. Decisions should not be
referred to as ‘joint’.

2.8

The Good Governance Institute advises that, in order for ‘in common’ arrangements to work
well, there should be a single chair. However, a rotating or alternating chairmanship of
meetings may also be possible. This is likely to involve one chair overseeing the meeting,
and handing over to the other chair to confirm the other CCG’s decision on each paper or to
chair the discussion on any item/decision specific to the other CCG.

2.9

All ‘committee in common’ arrangements will need to be reflected in the CCGs’
Constitutions and approved by NHS England:

2.10

In light of the national direction of travel and the move to closer working between CCGs it
would be an appropriate opportunity to further move towards a more collaborative
governance approach locally, and to consider establishing a ‘committee in common’ for the
Primary Care Commissioning Committees.

2.11

It is proposed that, initially, alternate meetings could be held ‘in common’ and then
individually. This approach could be adopted in Suffolk with North East Essex joining the
arrangements at a later date (subject to the approval of their Governing Body).

2.12

It is proposed that the first ‘in common’ meeting between the two Suffolk CCGs be held in
January 2018

3.

Public Engagement

3.1

Public engagement or consultation is not required.

4.

Recommendation

4.1

The Primary Care Commissioning Committee is requested to:
 Endorse the overall direction of travel;
 Agree to alternate individual and ‘committees in common’;
 Approve the development of appropriate governance arrangements to facilitate this
approach
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The purpose of this report is to provide an update to the Committee
relating to;
1. List Closures
2. Prime Ministers Challenge Fund Centre (GP+)
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Action required by the Primary Care Commissioning Committee:
The Committee is invited to note the updates received
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1.

List Closures

1.1

No West Suffolk practices have applied to close their lists

2.

Extended Hours access in West Suffolk

2.1

The West Suffolk CCG had been allocated funds for 2017/18 of £1.4 million.
However this was a central administrative error and the CCG will now receive
extended access funding from April 2018 rather than April 2017. For 2018/19 the
funding will therefore be £3.34 per head of population, which is in line with all CCG
nationally who were not part of the Prime Ministers Challenge Fund allocation. This
funding will be exclusively used to provide Extended Access to GP services in West
Suffolk.

2.2

As a result of this change the CCG executive agreed to continue to provide a GP=
service in 2017/18 as a financial cost pressure to support primary care with additional
capacity, and also ease the pressure on the wider health system going into winter.

2.3

The Suffolk Federation moved the Bury St Edmunds base from the Swan Surgery to
the West Suffolk Hospital on the 30 October in order to be co-located with the new
GP streaming service. The service will run with 1 GP for the following days and hours
of service: Monday to Friday 6:30pm – 9pm; Saturday & Sunday (and bank Holidays)
9am – 9pm.

2.4

The Suffolk Federation launched a new GP + service in Haverhill, based at the
Clements Surgery, on the 30 September 2017. The service is currently running with
1 GP, 1 Nurse Practitioner, 2 other clinicians. The clinics are run every Saturdays
from 9 am – 9 pm

3.

GP Forward View Investment

3.1

NHS England wrote to CCGs requiring them to invest £3 per head in local practices
to support the implementation of the 10 High Impact Actions and working together ‘at
scale’ to ensure increased practice resilience.

3.2

The CCG Clinical Governance Committee discussed the proposal on the X and
agreed list to choose from as well as the opportunity to bid for items not preapproved.

3.3

The phasing in the CCG budget 2017/18 is for £246,973 with £124,551 invoiced so
far from 4 practices. The bids to date have focussed on new staff groups, which
include Physicians Assistants, Clinical Pharmacists, Physiotherapists and Advanced
Nurse Practitioners.
These will bring additional capacity into Primary Care and
develop the Multidisciplinary Team working within our practices.

4.
4.1

Conclusion
The Primary Care Commissioning Committee are asked to note the updates included
in this report.
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The purpose of this paper is to provide the committee with an overview of
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Action required by the Primary Care Commissioning Committee:
The Primary Care Commissioning Committee is requested to note the financial performance at
Month 7.
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1.

Key Issues

2.1

At the end of month 7, the GP Delegated Budget spend was £164k below plan, LES budget
shows a favourable variance of £3k and the GPFV Funding received YTD is fully
committed.

2.2

As agreed by the Executive, the savings on this budget will be used to partially fund the
GP+ service.

2.3

Forecast Risks & Mitigations:
Key Risks at M7 are over achievement of 17-18 QOF, CQC costs and Additional Primary
Care Postal/Transport costs which have not been budgeted for.
These are mitigated by use of contingency and reserves

3.

Public Engagement

3.1

Public engagement or consultation is not required.

4.

Recommendation

4.1

The Committee is asked to note the financial performance at Month 7.
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The purpose of this report is to inform the Committee about Care Quality
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x
x
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Action required by the Primary Care Commissioning Committee:
The Committee is invited to note the CQC’s report findings to date and consider any further actions
for the CCG or NHS England at this stage.
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1.

Background

1.1

The CQC has finished conducting inspections within all GP practices in West Suffolk.

1.2

The inspection focuses on five areas:






1.3

Are
Are
Are
Are
Are

services safe?
services effective?
services caring?
services responsive to people’s needs?
services well-led?

The inspection assesses services provided to six population groups:







Older people
People with long term conditions
Families, children and young people
Working age people (including those recently retired and students)
People whose circumstances may make them vulnerable
People experiencing poor mental health (including people with dementia)

2.

Current Status

2.1

All practices have been inspected in West Suffolk; their reported outcomes are listed below.
Angel Hill
Hopton & Stanton
Botesdale
Clements Christmas Maltings
Glemsford
Guildhall Barrow
Guildhall Clare
Hardw icke House
Lakenheath
Long Melford
Market Cross
Mount Farm
Oakfield
Orchard House
Rookery
Siam
Haverhill Family Practice
Sw an Surgery
Reynard
Wickhambrook
Brandon Medical Practice
Forest Surgery
Victoria Surgery
Woolpit

2.3

Good
Good
Good
Good
Good
Good
Good
Good
Good
Good
Out standing
Good
Good
Good
Good
Good
Good
Good
Good
Good
Requires Improvement
Good
Good
Good

The CQC’s reports to date continue to show that the quality of primary care services in
West Suffolk is good or outstanding in 95% of practices.
The Inspectors have identified one practice which the CQC has identified that requires
improvement. The CCG is working with the practice to address concerns.
CQC inspection area ratings Brandon Medical Practice
(Latest report published on 28 September 2017)




Safe Requires improvement
Effective Good
Caring Requires improvement




Responsive Requires improvement
Well-led Requires improvement

2.4

The CCG has mapped all the 24 reports into a single learning document. This has been
analysed for overall learning, and shared with the practices. Although rated good, practices
can still and should continue to make improvements to move towards outstanding, and this
document could provide useful direction in order to achieve this.

2.5

The table below shows the trend information for the practices showing CQC history. The
CQC has changed its visiting reporting methods since their inception.
Surgery
Angel Hill

Report date

Overall Rating

27/03/2014

Meds Management, Supporting Staff = RI

07/08/2014

Meds Management, Supporting Staff = Met Standard

02/02/2017

Requires Improvement

02/02/2017

Good

Botesdale

05/03/2015

Good

Brandon Medical Practice

23/11/2016

Good

28/09/2017

Requires Improvement - Effective = Good

Clements Christmas Maltings

19/02/2015

Good

Forest Surgery

30/09/2016

Good - Safe = RI

02/05/2017

Good

Glemsford

30/12/2016

Good

Guildhall Barrow

26/03/2015

Good

Guildhall Clare

28/10/2016

Good

Hardw icke House

07/12/2013

Care of Service Users = RI

21/01/2014

Care of Service Users = Met Standard

25/10/2016

Good - Effective = RI

05/05/2017

Good

06/04/2017

Inadequate - Caring & Responsive = RI

27/06/2017

Safe, Effective, Well-led = Improved

02/11/2017

Good - Effective = RI

Stanton

24/08/2016

Good

Lakenheath

18/09/2013

Met Standard

13/09/2016

Requires Improvement - Safe = Inadequate

05/06/2017

Good

20/02/2017

Requires Improvement - Effective, caring, Responsive =
Good

15/08/2017

Good

Market Cross

23/12/2016

Outstanding - Caring, Responsive = Outstanding

Mount Farm

12/12/2016

Good

Oakfield

14/07/2016

Good - Safe = RI

13/02/2017

Good

23/04/2015

Good - Well-led = Outstanding

Haverhill Family Practice

Long Melford

Orchard House

Reynard

03/03/2017

Good - Safe = RI

04/03/2017

Good

Rookery

17/08/2016

Good

Siam

24/10/2016

Good

Sw an Surgery

01/12/2016

Requires Improvement - Caring = Good

07/08/2017

Good - Safe = RI

04/02/2016

Requires Improvement

01/08/2016

Safe, Effective = Good

16/06/2017

Good - Safe = RI

03/11/2017

Good

20/09/2017

Good - Safe = RI

16/03/2016

Good

01/03/2017

Good

31/05/2017

Good

Victoria Surgery

Wickhambrook

Woolpit

3.

Next Steps

3.1

The CCG has contacted any practice who has scored less than a ‘good’ in any particular
area and is working to support them to make the necessary improvements

3.2

The Committee will be alerted to any significant issues or concerns between meetings and
will be provided with on-going analysis of learning.
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Action required by Primary Care Commissioning Committee:
Members of the Committee are invited to provide comment on the draft guidance tabled; and to
endorse a final version for publication.
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1.

Purpose

1.1

The purpose of this report is to seek the Committee’s comments on a proposed guidance
document for GP Practices who make an enquiry about closing their patient list; and to
request that the Committee endorses a final version of this guidance, ready for despatch

2.

Background

2.1

In accordance with its GMS / PMS / APMS contract, a GP Practice with an open list is
obliged, upon request, to register any new patient who resides within the practice’s
boundary as delineated within the contract, unless it has reasonable and non-discriminatory
grounds for refusing a registration request

2.2

The GMS and PMS regulations allow a practice to make an application to formally close its
patient list to new registrations if it feels that it is experiencing difficulties in managing an
open list. Alternatively, a practice may look to temporarily suspend the registration of new
patients when it experiences unforeseen, short term pressures

2.3

Nonetheless, there is often no consistent approach to dealing with requests for formal list
closure nor to managing temporary suspensions of patient registrations. Furthermore,
practices themselves are sometimes unclear of the process to be followed when
considering formal or temporary closure of their lists

3.

Patient List Closure Guidance

3.1

The Patient List Closure Guidance for Practices (see Appendix 1) is based on a document
produced in conjunction with Norfolk and Waveney LMC, to assist practices who may be
considering a list closure. It has already been approved by Great Yarmouth and Waveney
CCG’s primary care commissioning committee

3.2

The document provides clear information on the steps to be taken by practices before
submitting a formal list closure application or deciding to temporarily suspend patient
registrations; lists the issues to be taken into consideration; and explains the process to be
followed by the CCG. (Please note that the ‘List Closure Application Form’ referenced in the
document can be found at Appendix 2 and the ‘Commissioner Guidelines for Responding
to Requests from Practices to Temporarily Suspend Patient Registration’, at Appendix 3)

3.3

It is envisaged that, although the Committee has not previously considered applications for
list closure, adoption of this guidance will ensure all future applications plus temporary
suspension situations are dealt with in a consistent, open and transparent manner; and
reduce the risk of challenge/disputes. It is intended not to distribute the guidance to all
practices but to make it available to those practices making enquiries about list closures

4.

Recommendation

4.1

Members of the Committee are asked to provide comment on the draft guidance tabled;
and to endorse a final version for publication
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GP List Closure Checklist
1.

Introduction
This checklist is based on BMA guidance in the Quality First: Managing
Workload to Deliver Safe Patient Care in January 2015.
It has been endorsed by
Committee to provide GP
consider before submitting
to take temporary action to

West Suffolk CCG’s Primary Care Commissioning
practices with information on the steps they should
a formal request to close their list to new patients or
suspend their list to new patients.

GMS and PMS practices can apply formally to the CCG to close the practice list
if their workload is jeopardising their ability to provide safe care for their
registered patients. This is permitted by The National Health Service (General
Medical Services Contracts) Regulations 2004. Similar provisions may apply to
practices with an APMS contract – practices should check the terms of their
APMS Contract.
Practices can also experience unforeseen pressures which can reasonably be
predicted to be short term. In these circumstances there may be a real or
perceived risk to ‘safe patient care’ by accepting more new patients onto the list
and consequently practices can consider temporarily suspending the
registration of new patients: refer to further guidance in Section 7 below.
2.

Principles
The CCG will ensure that NHS Regulations and NHS England national policy
guidance are followed when considering requests from GP practices to close
their list.
The final decision on whether to approve a request for formal list closure will be
made by the CCG’s Primary Care Commissioning Committee. This decision will
be made within 21 days of receiving an application unless an extension to this
period is agreed with the GP practice.
The CCG’s priority is to ensure equitable access of services to all patients but
recognises that there may be specific circumstances which lead a practice to
seek to formally close their list to new patients.
Both the LMC and CCG are happy to work with the practice to offer guidance
on managing workload, which may include looking to see if a locality solution
can be identified.
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3.

Practice Checklist
It is recommended that a Practice works through the seven steps below before
submitting a formal request for list closure to the CCG. These should provide
the CCG with sufficient information on which to base its decision.

Step 1

Have you read the BMA Quality First List Management Guidance?
www.bma.org.uk/advice/employment/gp-practices/quality-first/qualityfirst-guidance

Step 2

Have you considered any other options to manage your workload at a
practice team meeting?

Step 3

Have you discussed your plans to close your list at a practice team meeting?

Have you contacted your LMC for confidential advice and support?
Step 4

Step 5

Have you contacted the CCG to discuss your concerns and to find out if
there is any locally available support?

Step 6

Have you contacted neighbouring practices to see how you can work
together and support each other?

Step 7

Have you discussed your concerns with your Patient Participation Group to
find out if they have any suggestions to help manage workload?

2
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4.

Next Steps
If you decide to keep your practice list open, it may be a good idea to regularly
review the situation and keep in regular contact with the LMC and CCG.
If you decide to go ahead with applying to close your list, please make sure that
you take the following action before contacting the CCG.
Record the reasons for your decision and all alternative
options that you have implemented or considered in your
practice team minutes.

Decide on the length of list closure you are applying for (this
must be at least 3 months but no more than 1 year). Record
the reasons for your decision.

Develop a practice action plan with clear timescales so that
you can re-open your list within the timescale requested if
your request to close your list is approved

Contact CCG and LMC for any further guidance on
completing the application form to apply for list closure

Send the completed application form to
england.cpnadmin@nhs.net

Keep neighbouring practices and patients informed of
progress

On receipt of a formal request CCGs will follow the steps set out in the NHS
England national policy guidance to ensure that a decision can be taken by the
Primary Care Commissioning Committee in line with NHS Regulations and
timescales.
5.

Temporary List Closure
Practices can experience unforeseen pressures which can reasonably be
predicted to be short term. In these circumstances there may be a real or
perceived risk to ‘safe patient care’ by accepting more new patients onto the
list. As a consequence, practices can consider temporarily suspending the
registration of new patients for a short period.
3
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Examples of areas where a temporary list closure may be appropriate are:
 An immediate and unpredicted shortfall in the availability of staff e.g. through
sickness or a delay to a staff appointment
 An unpredicted surge in demand
 An unexpected event affecting a practices ability in the short term to provide
the full range of services normally available e.g. a flood or a fire
 Impact on a practice of an unfavourable CQC inspection where remedial
action temporarily affects normal service provision
If a practice is considering a temporary list closure they should discuss this with
the CCG and LMC before closing their list to new patients.
Practices may also wish to refer to Section 3 above.
6.

Useful Contacts:
Suffolk LMC – Tel 07767 118297 (Christine Watts) or 07767 160888 (Simon
Jones)
NHS England – England.cpnadmin@nhs.net

7.

References
BMA – Quality First: Managing Workload to Deliver Safe Patient Care January
2015
www.bma.org.uk/advice/employment/gp-practices/quality-first/quality-firstguidance
NHS (General Medical Services Contracts) Regulations 2004 – Schedule 6
Other Contractual Terms Part 2 Paragraph 27 Closure of Lists of Patients
www.legislation.gov.uk/uksi/2004/291/schedule/6/made
NHS England Formal List Closure Application Form
Annex 1
Application to Close Patient List.docx

NHS England Policy Guidance published in November 2016

suspend-pat-reg-res
pns-guid Nov 2016.pdf
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Application to Close Patient List

Practice stamp

Please complete the following:

Briefly describe your main reasons for applying to close your practice’s register to new
registrations:
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..

What options have you considered, rejected or implemented to relieve the
difficulties you have encountered about your open list and, if any were implemented,
what was your success in reducing or erasing such difficulties?
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
Have you had any discussions with your registered patients about your difficulties
maintaining an open list and if so, please summarise them, including whether registered
patients thought the list of patients should or should not be closed?
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
Have you spoken with other contractors in the practice area about your difficulties
maintaining an open list and if so, please summarise your discussions including
whether other contractors thought the list of patients should or should not be closed?
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
How long do you wish your list of patients to be closed? (This period must be more
than three months and less than 12 months)
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
What reasonable support do you consider the area team would be able to offer, which
would enable your list of patients to remain open or the period of proposed closure to be
minimised?
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..
……………………………………………………………………………………………………..

Do you have any plans to alleviate the difficulties you are experiencing in
maintaining an open list, which you could implement when the list of
patients is closed, so that list could reopen at the end of the proposed
closure period?
…………………………………………………………………………………………………
…………………………………………………………………………………………………
………………………………………………………………………………………………….
Do you have any other information to bring to the attention of the area
team about this application?
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………

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

2. ‘Informal’ or ‘Temporary’ List closure
While the GMS and PMS contracts do not allow for a ‘temporary’ or ‘informal’ list
closure they do allow for a practice to refuse individual patient applications for
inclusion in a contractors list of patients providing there are reasonable nondiscriminatory grounds to do so (paragraph 17 of Part 2 of Schedule 6). See
appendix A. In this guidance we distinguish a patient refusal on a case by case
basis, based on the patient circumstances, from a refusal to allow a patient to
join the list because of the circumstances surrounding the provider and so do not
consider paragraph 17 to be appropriate in these circumstances.
Practices can however suffer unforeseen pressures which can reasonably be
predicted to be short term. In these circumstances there may be a real or
perceived risk to ‘safe patient care’ by accepting more new patients onto the list
and action to address this by the practice should be received by the
commissioner as a trigger for support and help
NHS England has seen a significant rise in the number of practices suspending
registration on a temporary basis causing a significant problem for patients,
neighbouring practices and commissioners in some areas.

Practices do not exist in isolation so when a practice restricts new patient
registration, this has an impact not only on patients, but on neighbouring
practices. It is for these types of circumstances that the formal list closure
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procedure exists; to allow for a considered and managed approach to list
management across all practices
Because of the potential impact of “temporary suspension” NHS England
encourages practices to open a dialogue with their commissioner as early as
possible when considering temporary suspension
These guidelines for commissioners, describe the circumstances where a
temporary suspension by the contractor of patient registration may be
appropriate and the conditions that should govern that decision such that the
roles and responsibilities of both parties are not compromised.

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

4. Facts/Principles
Addressing practices seeking to ‘Informally’ or ‘Temporarily’ suspend patient
registration onto their list should be in the context of the General Practice Forward
View and NHS England’s commitment to supporting practices in difficulty.
However, NHS England has a duty to ensure that patients have access to primary
care.
 Core services includes operating an open list by fact of regulation and is
how NHS England ensures access to services; the NHS Act confers a duty
on the commissioner to ensure the provision of services
 Any actions considered by the commissioner should ensure, system wide,
safe, quality and accessible core services to patients and be proportionate
and sensitive to the providers concerned.
 NHS England and CCGs as Commissioners have a responsibility to
address health inequalities
 Commissioners and providers must work together to ensure compliance
with the Equality Act, ensuring the rights of those with protected
characteristics are not directly or indirectly compromised.
 Good medical practice states that if a GP is aware that patient safety is
being compromised, then they have a professional duty to act
 The unintended impact of any action needs to be considered in relation to
both registered patients and unregistered patients in the locality as well as
the impact on other local providers both primary (GP and pharmacy) and
secondary care
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The commissioner has the right to assign patients throughout the period
that the list is not formally closed having due regard to the quality and
safety of services and the reasons behind the list closure in the first place

5. Issues to be taken into consideration
NHS England acknowledges that things can rapidly change within practices.
These may include for example;
 An immediate and unpredicted shortfall in the availability of staff e.g.
through sickness or a delay to a staff appointment
 An unpredicted surge in demand
 An unexpected event affecting a practices ability in the short term to
provide the full range of services normally available e.g. a flood or a fire
(See Force Majeure provisions of the standard GMS, PMS and APMS
contracts).
 Impact on a practice of an unfavourable CQC inspection where remedial
action temporarily affects normal service provision
In some circumstances the action required to remedy a problem may take several
months and in others just a few weeks for example, a planned short term
suspension of registration as part of a recovery plan through the vulnerable
practice programme. Alternatively, practice capacity may be temporarily
compromised by premises development or IT upgrades. Under these
circumstances it would be usual to expect planning and communication with
patients in advance with a specific start and end date and disruption measured in
weeks not months
In all but exceptional circumstances Practices should approach the commissioner
in advance so that an action plan that minimises the impact on patients can be
considered jointly at the earliest opportunity and so that immediate support from
the commissioner can be put into action. A request to temporarily suspend patient
registration should be considered by the commissioner as a trigger for support as
it should for a formal application to close the list
This guidance does not prescribe what length of time an approval of a temporary
list suspension is appropriate as this will vary depending on the circumstances.
The key words are unpredictable and/or short term. In circumstances where there
is a known history of difficulty in recruitment including the availability of locums or
the circumstances affecting the practice can be predicted to last longer e.g. a
planned refurbishment or a rebuilding programme scheduled to last month’s say
following a flood or a fire, the formal list closure procedure should be encouraged.
In both cases the practice’s eligibility for support through the Practice Resilience
Programme should be considered by the commissioner.
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6. Process to be adopted
All practices should be encouraged to contact their commissioner at the earliest
possible opportunity i.e. at the point that suspension to registration is being
considered so that the provider and commissioner can work together to agree what
support is required.
At this point commissioners should
 seek to understand the reasons behind the action
 engage the LMC at the time of a decision as the LMC also carries a
responsibility for representing all their affected parties
 Facilitate what action needs to take place by the practice and/or by the
commissioner for the list to be re-opened. If actions can reasonably be
expected to take longer than 3 months then the Practice should be
asked to make a formal application to close its list.
Actions should trigger consideration of the practice resilience programme or use
of section 96 e.g. a diagnostic/review of the difficulties faced and recommended
action
At the end of the agreed period where temporary suspension of patient
registration has occurred, the list would normally re-open. There are only two
alternative outcomes;
1) If the situation is almost resolved for example an appointment has been
made but the post not yet filled (for example by a week or two later) an
extension to the temporary arrangement can be negotiated
2) Despite support to deliver an action plan the practice continues to feel
compromised. The commissioner should then consider an application for
formal list closure, which will require wider consultation. The parties will
need to agree the status of the practice list during the formal process,
whether, having regard to all local circumstances, the practice should
continue to operate a temporary suspension to patient registration.
These guidelines have been drafted in recognition of the immediate pressures
facing some practices; they do not however sanction the term ‘open but full’.
Where a practice is failing to engage with the commissioner, and unilaterally
seeking to determine its own restrictions on patient access, without consideration
of the impact on patient access generally or the implications for neighbouring
practices, then contractual action may need to be considered
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Appendix A; paragraph 17 of Part 2 of Schedule 6
Refusal of applications for inclusion in the list of patients or for
acceptance as a temporary resident
17.—(1) The contractor shall only refuse an application made under paragraph 15 or
16 if it has reasonable grounds for doing so which do not relate to the applicant’s
race, gender, social class, age, religion, sexual orientation, appearance, disability or
medical condition.
(2) The reasonable grounds referred to in paragraph (1) shall, in the case of
applications made under paragraph 15, include the ground that the applicant does
not live in the contractor’s practice area.
(3) A contractor which refuses an application made under paragraph 15 or 16
shall, within 14 days of its decision, notify the applicant (or, in the case of a child or
incapable adult, the person making the application on their behalf) in writing of the
refusal and the reason for it.
(4) The contractor shall keep a written record of refusals of applications made
under paragraph 15 and of the reasons for them and shall make this record
available to the Primary Care Trust on request.
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