PROBITY COMMITTEE
25 JULY 2017
3.00PM, MEETING ROOM 3, WHITE ROSE HOUSE
AGENDA

No.

Agenda Item

1.

Apologies for Absence –

Richard Hindley

2.

Declarations of Interest

Richard Hindley

3.

i) Minutes of the meeting held on 13 June 2017
ii) Action sheet from the meeting held on 13 June 2017

Richard Hindley

4.

Matters Arising

Richard Hindley

5.

Wakefield Premium Practice Contract – Performance Update

Chris Skelton

6.

Home Visiting Specification

Katie Roebuck

7.

Outwood Park Branch closure consultation

Chris Skelton

8.

APAC Performance

9.

Co Commissioning Update (Verbal)

Chris Skelton

10.

Interim Provider Policy

Chris Skelton

11.

Practice Resilience – Strategic update (Verbal)

Chris Skelton

12.

Any Other Business

13.

Lead officer

Dr Greg Connor

The Committee is recommended to make the following resolution:
“That representatives of the press and other members of the public
be excluded from the remainder of this 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 1970)”.
Date and Time of Next Meeting
26 September 2017, 12:30pm, The Seminar Room, White Rose
House
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Agenda item: 3i
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 13 June 2017

Present:
Melanie Brown

Programme Commissioning
Director Integrated Care
Lay Member
Executive Clinical Advisor
Lay Member
Nurse Member
Lay Member (Chair)
Secondary Care Consultant
Chief Finance Officer

Sandra Cheseldine
Dr Greg Connor
Stephen Hardy
Diane Hampshire
Richard Hindley
Dr Hany Lotfallah
Andrew Pepper

In Attendance:
Liz Blythe
Nichola Esmond
Anna Ladd
Christopher Skelton
Ruth Unwin
Pam Vaines
17/020

Acting Head of Co Commissioning
Healthwatch Representative
NHS England Representative
Head of Co Commissioning
Associate Director of Corporate
Affairs
Minute Taker

Apologies
Apologies were received from Pat Garbutt, Jo Pollard and Jo Webster.

17/021

Declarations of Interest
There were no declarations of interest made.

17/022

(a) Minutes of the meeting held on 25 April 2017
The minutes from the meeting held on 25 April were agreed as an accurate record
subject to two minor changes: a change in title for Diane Hampshire who is the
Nurse Member not the Nurse Representative, and the removal of Dr Hany Lotfallah
as being in attendance.
(b) Action sheet from the meeting held on 25 April 2017
The action to arrange a further meeting has been completed.
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17/023

Matters Arising
There were no matters arising.

17/024

Wakefield Premium Practice Contract – Evaluation Update.
Richard Hindley introduced Christopher Skelton, the new Head of CoCommissioning, to the Committee.
Liz Blyth presented the Evaluation Update of the first year of the Wakefield
Premium Practice Contract (WPPC). The first year of the contract has proven
successful and Liz highlighted several examples including that over 90% of care
plans have been completed. The first year of the contract saw a great deal of
support and encouragement provided to practices.
Payment to GP practices is £8.15 per head paid in monthly increments.
Discussions took place as to whether it would be appropriate to withhold payment
to practices who had not complied with the terms of the Contract. It was agreed
that a proposal for withholding payments and contract management would be
brought to a future committee. Including the addition of specific targets aligned to
penalties.
There is an expectation that payment will be withheld from Eastmoor Surgery in
view of their current situation. This will be further explored at future meetings.
Diane Hampshire acknowledged the high percentage of achievements of the
challenging targets for year one.
It was RESOLVED that:
The committee notes the review of performance and evaluation of the first year of
the WPPC and the proposed actions for the second year

17/025

Network Clinical Commissioning Contract (2/head)
Liz Blyth presented the paper and explained that the Scrutiny Panel had reviewed
the revised Network Clinical Commissioning Contract for each of the 40 eligible
practices. Thirty eight practices have met or exceeded the key performance
indicators set.
Network 5 had seen payment reduced due to missing the e-consultation targets,
however these are now being met and therefore the CCG is in the process of
reinstating the withheld monies.
Payments to Eastmoor Surgery have been withheld as they did not submit any
evidence.
Kings Street did not submit any evidence as the registered patient contract ceased
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on 31 March 2017.
Sandra Cheseldine sought and received assurance that learning is being shared
across networks, not just with practices within a network. Sharing is carried out via
meetings and on Skyline etc.
Dr Conor stated that whilst it was extremely difficult to demonstrate a £2 per head
saving, a great deal of good practice and learning has come out of the project,
such as outpatient follow up.
Work is now underway to identify options for increasing testing that does not have
a negative impact on patients as a way of moving workload between providers.
Diane Hampshire stated that this is a fascinating piece of work, looking to divert a
large proportion of patients who are currently on waiting lists, thereby improving the
patient experience.
It was RESOLVED that:
i)
17/026

the Committee approved the report of the Scrutiny Panel.

Co Commissioning Update
Liz Blythe provided a verbal update. She reported that there are now 1663 Kings
Street patients who are not yet registered with alternative GPs. The CCG is still
awaiting confirmation from NHS England that patients can be allocated to local
Practices.
Liz Blythe reported that Park View Surgery has now re-located to Queen Street and
the contract conditions are currently being agreed.
The various options for the Estates and Technology Transformation Fund (ETTF)
bids are under consideration. Anna Ladd agreed to chase this matter with NHS
England.
Andrew Pepper responded to a question from Stephen Hardy to say that it is
currently not clear whether the Sustainability and Transformation Partnership (STP)
estates strategy will impact upon the ETTF, however currently the STP
prioritisation does not include the GP estate. It is hoped that this matter will be
clarified in future.
It was RESOLVED that:
i)

17/027

the Committee noted the content of the verbal report.

Any Other Business
No items were identified for discussion.
Richard Hindley then reminded the members that representatives of the press and
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other members of the public be excluded from the remainder of this 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 1970).
17/028

Date and Time of Next Meeting
Tuesday 25 July 2017, 3pm, Meeting Room 3, White Rose House

4

Agenda item: 3ii
NHS Wakefield Clinical Commissioning Group
ACTION POINTS FROM PROBITY COMMITTEE
HELD ON 13 JUNE 2017

Minute Topic
No
17/016 Withholding payment
under Wakefield
Premium Practice
Contract (WPPC)
17/018 Estates and Technology
Transformation Fund

Action required

Who

Paper to be prepared highlighting
options for withholding payment to
practices which do not meet the WPPC
targets.
Pursue a decision from NHS England

Dr Greg
Connor

1

Anna Ladd

Date for
completion
1 July 2017

1 July 2017

Progress
Review of contract on
work plan

Title of
meeting:

Probity Committee

Date of
Meeting:

25th July 2017

Paper Title:

Wakefield Practice Premium Contract
(WPPC) Performance Framework

Purpose (this
paper is for):

Decision



Discussion

Agenda
Item:

Assurance

Item 5

Public/Private Section:

Public
Private
N/A

Information

Report Author and Job Chris Skelton, Head of Primary Care Co-Commissioning
Title:
Responsible Clinical
Dr Greg Connor, Executive Clinical Advisor
Lead:
Responsible
Mel Brown, Director for Integrated Care
Governing Board
Executive Lead:
Recommendation (s):
It is recommended that the Probity Committee agree to implement the proposed framework for
2017/18.
Executive Summary:
The purpose of this paper is for probity committee to review and consider the implementation
of the Payment/Performance Management framework to the Wakefield Practice Premium
Contract (WPPC).

Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients



Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Management of Conflicts
of Interest:

Not applicable

Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:

Finance - Lea-Anne Gill, Contracts Accountant
Contracting – Jess Weatherill, Primary Care Contracts Manager
Practice Development – Caroline Foy, Lynda Heptinstall, Locality
Managers
Not applicable

Reference document(s) /
enclosures:

Appendix 1 – Remedial Action Plan
Appendix 2 – Performance Management Framework
Appendix 3 – Flowchart
Not applicable

Risk Assessment:
Finance/ resource
implications:

Not applicable

Wakefield GP practices are contracted under the WPPC.

Not applicable

NHS WAKEFIELD CCG
WAKEFIELD PRACTICE PREMIUM CONTRACT
PERFORMANCE MANAGEMENT FRAMEWORK
Purpose & Context
The purpose of this paper is for probity committee to review and consider the implementation
of the Payment/Performance Management framework to the Wakefield Practice Premium
Contract (WPPC).
The two year WPPC contract started on 1 April 2016. Year 1 was an introductory phase with
the intention of supporting practices to deliver and developing a performance framework
based on the achievements of practices. The CCG has supported practices to ensure that
the service set out in the contract has been delivered and that the specific KPIs have been
met. In the vast majority of cases GP practices have achieved against the contract.
The CCG wants all patients in the district to benefit from the enhanced care provided under
the WPPC contract. The performance management framework ensures fairness and
consistency in the approach taken by the CCG for those practices who, despite support, fail
to perform to the required standards.
Monitoring arrangements for year 2
Practice performance in year 2 will be reviewed at the end of Q1 2017/18. At this point, any
areas of concern will be discussed with practices with expectations set for Q2 2017/18. At
the end of Q2 a further review of performance will be undertaken. Where underperformance
is identified, practices will be expected to complete the remedial action plan and agree with
the CCG steps taken to ensure achievement by year end. If no action plan is received or
performance within the core domain is not met, or remediation is not possible, the contract
will be terminated and the CCG will recover some or all of the payments made under the
contract.
Adjustment to payments based on performance
The WPPC contract is made up of 4 domains;





Quality of care
Access to care
Continuity of care
Holistic care

Quality, Access and Continuity of care are seen as core requirements and therefore 65% of
the payments under the contract will be attributed to this. Should a practice fail to perform in
this area and fail to make improvements with support from the CCG, the contract will be
terminated and the CCG will recover some or all of the payments made under the contract.
Care planning for a range of long term conditions and provision of the 8 care process for
patient with diabetes recommended by NICE have been allocated 35% of the contract
payment. The payment made will depend on the number of targets met within each area.

This will be on a sliding scale with a focus on ensuring the highest payments are made to
those practices achieving in all areas under the contract.
Attached to this paper is a summary of the contract specification, a revised algorithm for
review of performance and a proposed practice performance framework for determining
financial penalties for underachievement.
Considerations
Performance management should be proportionate and penalties introduced only if
supportive measures have failed to improve performance. However there is also a risk that
should the level of penalty be insufficient then practices may cherry pick elements to deliver
and that practices which do deliver perceive an injustice.
Probity Committee is requested to;


Agree to implement the proposed framework for 2017/18.

Appendix 1 – Contract action plan

Wakefield Premium Practice Contract – Practice Action Plan
Item

Contractual requirement

Quality of care
Quality 1
The practice provides the information
required to populate the Wakefield
Practice Quality Dashboard in the
form and within the timescale
specified.
Quality 2
The practice reviews all dashboard
items showing significant positive or
negative variation and provides an
explanation and where appropriate a
notification of good practice or
remediation plan.
Quality 3
The practice codes all new cancer
diagnoses
and
undertakes
a
significant event audit (using an
approved district template) quarterly
for every one which did not arise from
a timely 2 week wait referral or
national screening programme.
Quality 4
The practice reports at least one
significant event audit per 1000
registered patients or part thereof
annually (excluding those undertaken
in Quality 3 above) using the
methodology set out in the October
2008 report “Significant Event Audit
Guidance for Primary Care Teams” by
the NHS National Patient Safety
Agency and the RCGP.
Quality 5
The practice is encouraged to log
“interface incidents” it has raised with

Current
Achievement

Expected
Achievement

Actions

Can this be
achieved by
31st March
2018

other commissioned providers using
the CCG’s proposed reporting and
learning system where it feels that
patient care or experience has been
affected and which may include:
 discharge letter not received
within 24 hours or containing
inadequate
or
inaccurate
information;
 patient unable to rebook a
hospital
outpatient
appointment within 2 weeks of
DNA;
 patient asked to contact
practice for test result or
prescription inappropriately.
Access to care
Access 1
The practice has a publicly available
Practice
Access
Policy
which
specifies how it provides its patients
with the access standards set out in
this contract and which is consistent
with the CCG’s 24/7 generalist
healthcare strategy.

Access 2

In this domain a working day or hour
refers to the PMS and GMS defined
core hours of Monday to Friday 8am
to 6.30pm.
Access
standard:
the
practice
provides an appropriate clinical triage
consultation that day to all patients
presenting with a problem the patient
deems to need a same day clinical
response within 4 hours of the patient

Access 3

Access 4

Access 5

Access 6

Access 7

contacting the practice if it is unable
to offer a same day appointment.
Access
standard:
the
practice
provides a definitive (not triage)
consultation with a doctor or suitable
other practitioner within two working
days of the patient requesting this
unless clinical triage within four hours
of the request determines another
safe and appropriate timescale or
where the patient wishes a longer
timescale.
The practice’s main surgery premises
(or suitable branch surgery accessible
to all patients) are open with reception
staffing 8am to 6.30pm every working
day (except during TARGET cover).
The practice provides a first and last
pre-bookable appointment with a GP
at 8.30am and 5.45pm respectively or
alternatively 9am and 6.15pm.
The practice completes a capacity
and demand audit for a period of one
week every six months in the form
and within the timescale specified as
part of a rolling programme across
practices in the district. An action
plan is required if the practice is not
achieving the access targets set out
in this contract.
The practice has a published
procedure which ensures that it
generates and signs all repeat
prescriptions within 24 working hours
of receiving a request to do so

(except where the practice has tried
and failed to contact the patient where
this is needed before the prescription
can be issued safely).
Access 8
The practice has a “Young Person
Friendly” accreditation, all reception
staff have received training in
assisting young people get the best
from the practice, there is access to
resources specifically for young
people via its website and the practice
provides a dedicated clinical advice
service for young people at least once
per week (in consultation with young
registered patients and at least
equivalent to a half hour telephone or
face to face surgery conducted by a
suitably qualified nurse or doctor).
Continuity of care
Continuity 1 The practice provides all the following
services to all its patients except
where a patient declines to have the
test done by the practice or the test is
more appropriately carried out in
another setting (such as phlebotomy
carried out at hospital while the
patient is attending there for another
reason).
Until
new
community
nursing
specifications and protocols are
agreed practices will also continue to
undertake their current levels of
activity with respect to B12 injections,
suture removal, wound care and ear
irrigation.

Continuity 2

Continuity 3

Continuity 4
Continuity 5

The practice performs phlebotomy onsite for all tests initiated by the
practice and including INR and
DMARD related tests plus follow-up
blood sampling related to hospital
activity (with interpretation of the
results where appropriate) except
where a patient declines, or for a
clinical reason such as young age or
poor venous access, or if bloods are
more conveniently done at same time
as a hospital based test such as x-ray
or if a patient is unable to attend
surgery.
The practice provides diagnostic
spirometry on-site to the standards
set out in “A Guide to Performing
Quality
Assured
Diagnostic
Spirometry
2013”
from
the
Association
for
Respiratory
Technology and Physiology.
The practice provides 12 lead ECG
recording on-site.
The practice provides safe ear
irrigation on-site prior to ENT or
audiology referral where appropriate
in accordance with current local
guidelines and refers patients for
microsuction according to local
criteria.

Holistic care
Holistic 1
The practice provides an annual face
to face care planning consultation of
at least 20 minutes duration (longer
for multiple conditions or where there

Holistic 2

are barriers to communication)
conducted by a suitably qualified and
trained professional who is the named
care planning lead for the patient.
The consultation incorporates all
relevant brief interventions and social
prescribing together with a review of
medications if appropriate.
All
patients with conditions set out in this
domain of the contract must be
included except where the patient
actively declines to participate, or fails
to respond to three invitations within
12 months, or is unsuitable by virtue
of his/her clinical condition or where
the consultation is provided to the
equivalent standard by another NHS
service. Included patients with other
long term conditions outside of this
domain, or covered by other schemes
such as the Avoiding Unplanned
Admissions DES, should have the
opportunity to have all their long term
conditions included as part of this
care planning process to minimise
multiple
appointments
where
possible.
As Holistic 1 for all patients with
diabetes annually such that all eight
NICE core processes are completed
by:
a suitably trained doctor;
another clinician who has a diploma
level qualification or is enrolled on a
diploma course or who has evidence

Holistic 3

Holistic 4

Holistic 5

Holistic 6

of satisfactory skills to undertake the
required care planning and access to
a colleague with a diploma within the
practice or in an associated practice.
As Holistic 1 for all patients with CKD
4 and 5 annually and all admitted
patients with an acute kidney injury
within three working days of
notification of hospital discharge by a
clinician who has evidence of
satisfactory skills to undertake the
required care planning including
medication review.
As Holistic 1 for all patients fulfilling
the DS1500 criterion of an expected
lifespan of six months or less (all
these patients must be on the
practice’s palliative care register) by a
clinician who has evidence of
satisfactory skills to undertake the
required care planning.
As Holistic 1 for all patients with heart
failure on the QOF register annually
unless under active management by
the heart failure nurse service. To be
carried out by a suitably trained
doctor;
another clinician who has a diploma
level qualification or is enrolled on a
diploma course or who has evidence
of satisfactory skills to undertake the
required care planning and access to
a colleague with a diploma within the
practice or in an associated practice.
As Holistic 1 for all patients with

Holistic 7

COPD annually to be carried out by a
suitably trained doctor;
another clinician who has a diploma
level qualification or is enrolled on a
diploma course or who has evidence
of satisfactory skills to undertake the
required care planning and access to
a colleague with a diploma within the
practice or in an associated practice.
As Holistic 1 for all patients with
asthma at BTS level 2 or above
annually, and a phone review
followed by face to face review if
required for all patients with asthma
within three working days of
presenting to out of hours or
emergency services with an asthma
attack, and all patients requesting
reliever inhalers on three or more
occasions, and/or no preventer
inhaler within the past three months,
supervised by a named practice
asthma clinical lead and carried out
by a suitably trained doctor ;
another clinician who has a diploma
level qualification or is enrolled on a
diploma course or who has evidence
of satisfactory skills to undertake the
required care planning and access to
a colleague with a diploma within the
practice or in an associated practice.

Appendix 2 – Performance Management Framework

1.

Performance Management Framework

An outcome based payment system will be used, including the following features:
 A core service price; and
 An outcomes performance payment based on the overall results achieved by the practice.

Care Planning
& 8 Care
Processes

Core Services
65%

35%
Total
Contract
Price
100%

The four domains of the Contract are:





Quality of care
Access to care
Continuity of care
Holistic care

2.

Payment Weighting

Core Payment
The following three domains form 65% of the Core Services of the Contract:
 Quality of care
 Access to care
 Continuity of care
Quality, Access and Continuity of care are core requirements and therefore 65% of the payments under the
contract will be attributed to this. Should a practice fail to perform in this area and fail to make
improvements with support from the CCG, the contract will be terminated and the CCG will recover any
payments made under the contract.
Care Planning & 8 Care Processes are financially incentivised and forms 35% of the contract payment.
The practice must ensure that 100% of eligible patients have been offered a care plan in order to achieve
full payment under this section (patients newly registering or newly diagnosed within three months of the
year end can be offered a care plan in the next contract year). The total number of care plans offered or
completed will be divided by the number of eligible patients for a care plan. The number of eligible patients
excludes those who have actively declined a care plan and those who have failed to respond to three
appropriate invitations to have a care plan.
Payment for completion of care plans will be made on the following scale:
100% of eligible patients have had a care plan
90% to 99.9%
80% to 89.9%
< 80%

100% payment
85% payment
70% payment
0% Payment

The Diabetes 8 care processes
The practice is expected to increase achievement based on their performance in Year 1. A practice which
fails to increase its performance will receive a reduction in payment of up to 15% of the contract value
depending on the number of processes which have not shown an improvement and the extent of the
difference from the district average.
The core and incentive payment will be made monthly. The CCG will use discretion in the context of overall
practice performance where the provider has not achieved the required targets. If the provider
demonstrates legitimate mitigating circumstances Probity Committee will decide whether payment will be
withheld.

Appendix 3 – Flowchart

Flowchart 01 04
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Title of
meeting:

Probity Committee

Date of
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Public/Private Section:
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Late Visiting Service (Pilot)
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paper is for):

Decision
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Report Author and Job Katie Roebuck, MCP Programme Manager
Title:
Responsible Clinical
Lead:
Responsible
Governing Board
Executive Lead:
Recommendations:

Dr Shak Sarwar, Clinical lead for the pilot
Mel Brown, Director for Integrated Care

Probity Committee is requested to;
 Note the contents of this report
 Provide feedback and comments on the proposed pilot
Executive Summary:
The purpose of the service will be to provide a comprehensive and accessible service to
patients who are either temporarily or permanently housebound or who reside in a care home.
There are a small number of patients who require an urgent visit, and in cases where the Duty
Doctor is unavailable due to seeing other patients, these patients end up at Accident and
Emergency inappropriately.
The service will provide high quality nursing diagnosis, prevention and treatment, to include
care pathway planning, medication management, disease prevention and the management of
either acute or long term chronic conditions.
Link to overarching
Reduction in hospital admissions where appropriate
principles from the

leading
to
reinvesting
in
prevention
strategic plan:
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners

Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients



Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Management of Conflicts
of Interest:

Not applicable

Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:

Not applicable

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Not applicable

Finance/ resource
implications:

This is a pilot project which will utilise non-recurrent funding

Clinical engagement from GP Clinical Leads. Stakeholder
engagement from Mid Yorks Community Nursing Directorate

None

Not applicable

NHS WAKEFIELD
LATE VISITING SERVICE SPECIFICATION (PILOT)
Background
In previous WWHWB Ltd MCP vanguard programme a pilot for a late visiting service was
trialled with a MYHT Community Matron who was on secondment to WWHWB ltd to support
this pilot. This pilot had promising outcomes but it was recognised it had covered three
general practices within the West of the District and it would be helpful to test the model
further with both practices across East and West of the District participating.
The specification identifies the general practices that are initially part of this Pilot, 10 GP
Practices have been proposed which will require appropriate nursing workforce or equivalent
to support these practices in the delivery of this Late Home Visiting Service. A previous
smaller scale pilot evidenced that 1 Community Matron was appropriate for a population of
30 000. The combined population of the 10 GP Practices outlined in section 3.1 is 92, 200.
The attached specification describes a pilot nurse led model of care that provides a late
visiting service and outlines the aims and objectives of the pilot.
Summary
The specification describes a pilot nurse led model of care that provides a late visiting
service and outlines the aims and objectives of the pilot. The purpose of the service will be
to provide a comprehensive and accessible service to patients who are either temporarily or
permanently housebound or who reside in a care home. For the purposes of this
specification, housebound is an individual who is : “unable (at the time care is required) to
leave their home environment due to a physical or psychological illness and to whom a GP
would normally offer home visits as the only practical means of enabling face to face
consultation”. Delivering safer, faster, and better care by ensuring the right person is in the
right place at the right time. With a same day intervention pathway, thereby facilitating a
rapid response. There are a small number of patients who require an urgent visit, and in
cases where the Duty Doctor is unavailable due to seeing other patients, these patients end
up at Accident and Emergency inappropriately. This service will support a seamless
approach to system resilience with the underpinning principles of care closer to home,
avoidance of unnecessary admission to hospital under the ethos of right time, right place,
and right intervention. The service will provide high quality nursing diagnosis, prevention and
treatment, to include care pathway planning, medication management, disease prevention
and the management of either acute or long term chronic conditions.
For the purposes of this Pilot, the specification represents a requirement for service
provision for 5 hours, 5 days a week Monday to Friday. The service must be Clinical
Practitioner led undertaken by either a Community Matron (CM) or any other Adult Nurse
Practitioner with a Prescribing qualification. This will be central to providing an urgent
response and support to the identified GP practices as part of this pilot outlined in section
3.1 of the specification. The service will align and integrate in to agreed ‘locality working
arrangements/ Central Connecting Hubs.
Following on from a meeting with the lead clinical GP’s who have helped shaped this pilot it
was identified that there is currently a significant risk in relation to the reliance from a

resilience/capacity aspect on Community Matrons, whilst there is also a need to support the
role of the duty doctor in General Practice in ensuring vulnerable patients who have been
triaged by the duty doctor are responded to urgently. Therefore a pilot late visiting
specification has been developed which links with the wider scope of the New Model of Care
that Wakefield are mobilising as part of the MCP.
The Director of Operations for MYHT Community Services is working with the lead GP
clinical lead to understand if a recent MYHT Community Matron recruitment process that
took place on 15th June 2017 would provide sufficient capacity to deliver this service. If this
has not been met, it has been agreed that cover for the Community Matrons would be
backfilled by 3 Band 5 nurses to be recruited for 7 months by MYHT Community Services.

2.98

Community Matron Urgent Response to Housebound
Patients Pilot Specification
May 2017

Author (s)

Rosemary Carr: NHS Wakefield CCG

Review date:

V:\Wakefield CCG\Finance & Governance\Finance\Finance\WCCG\Governance Team\Governing Body & Committees\Probity
Committee\2017‐18\2017 07 25\Public\Paper 6c Late Visiting Service Specification.docx

Version
Number

Issue/

Reviewed By

1 Draft

12/05/2017

Brief description of action/changes

review date
Issued first draft
Katie Roebuck

2 Draft

27/06/27

Karen Benstead
Steph Butterfield

3rd Draft

05/07/2017

Rosemary Carr

Amendments made to create a model for
service development
KPI 5 and 6

Dr Shakeel Sarwar
4th Draft

10/07/2017

Rosemary Carr

Amendments made to KPIs

Karen Benstead
Steph Butterfield

Service
Commissioner Lead

Community Matron Urgent Response to Housebound Patients

Provider Lead
Period
Date of Review

MYHT
01/07/2017 – 31/03/2018
October 2017

1.

Population Needs

1.1 Background and context
This service development links with the wider scope of the new model of care that Wakefield are
mobilizing as part of the Multi‐Specialty Community Provider investment by NHS England. This document
describes a development to the Community Matron led model of care to enhance a visiting service for
housebound patients and outlines the aims and objectives of the pilot.
The registered patient population of Wakefield is estimated to be around 366,000 with a resident
population of approximately 325,000 and is in the top 10% of deprived districts nationally with a life
expectancy below the national average. Wakefield’s health generally is worse than the England average
with an ageing population and unhealthy habits; contributing to increasing prevalence of long‐term
condition and contributing to a higher level of attendances at Accident and Emergency than the national
average.
The health and social care structure has one Clinical Commissioning Group (Wakefield CCG) and one Local
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Authority (Wakefield Metropolitan District Council), which are almost co‐ terminus and an acute Hospital
Trust that spans 3 sites with one site crossing boundaries into North Kirklees. There are currently 38 GP
practices across 5 federations and 6 clinical commissioning networks, aligned to 3 community‐integrated
hubs. The Acute Trust in the District Mid‐Yorkshire NHS Hospital Trust provides adult community nursing,
intermediate care beds, and community therapy and care services at home.
The aim of this document is to outline the service expectations local commissioners wish to see delivered
by the Community Matron service supporting an urgent visiting function for Housebound patients to work
in partnership with GP’s.
The purpose of the service will be to provide a comprehensive and accessible service to patients who are
either temporarily or permanently housebound or who reside in a care home. For the purposes of this
service, housebound is an individual who is : “unable (at the time care is required) to leave their home
environment due to a physical or psychological illness and to whom a GP would normally offer home visits
as the only practical means of enabling face to face consultation”. Delivering safer, faster, and better care
means ensuring the right person is in the right place at the right time. A same day intervention pathway,
will facilitate a rapid response to a small number of patients who require an urgent visit, and in cases
where the Duty Doctor feels a Community Matron can assess a patient to avoid unnecessary admissions to
secondary care.
This service will support a seamless approach to system resilience with the underpinning principles of care
closer to home, avoidance of unnecessary admission to hospital under the ethos of right time, right place,
and right intervention. The service will provide high quality nursing assessment, prevention and treatment,
to include care pathway planning, medication management, disease prevention and the management of
either acute or long term chronic conditions.
For the purposes of this Pilot, the service will be provided Monday – Friday 13.00 – 17.30 and will be
supported by the Community Matrons (CM) to enact an urgent response to the identified GP practices
outlined in section 3.1. The service will align and integrate in to agreed ‘locality working arrangements/
Connecting Hubs and other Services which are not in the HUB.
1.2 Evidence Base
The service will look to the following policy and guidance;
 NHSE Five Year Forward View.’ Time to Deliver’ 2015
 NMC Code of Conduct and professional guidelines and standards
 Health and Social Care Act 2012
 NHS Core principles
 NHS Constitution
 Equality and Excellence: Liberating the NHS. DH 2012
 NHS Outcomes Framework 2015‐16
 Everyone Counts: Planning for Patients 2014/15 to 2018/19
 Clinical effectiveness guidance (NICE, Quality Standards etc.)
 Best practice evidence from professional bodies
 Commissioning Guidance and Commissioning Guides
 Delivering Care Closer to Home 2008
 Care Act 2014 Legislative Framework‐ Care Standards
 Mental Capacity Act 2005
 National Service Framework for Long term Conditions – DOH 2005
 National Service Framework for Older People – DOH 2001
 Delivering Care Closer to Home: Meeting the Challenge (2008)
This guidance is not an exhaustive list; Providers will be expected to work to new and emerging policy
guidance, which relates to and links to the delivery of the service and the wellbeing of the population of
the Wakefield District.
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Section 3.1 identifies the general practices that are part of this initial phase. 10 GP Practices have been
proposed which will require Community Matron support. A previous smaller scale pilot evidenced that 1
Community Matron was appropriate for a population of 30 000. The combined population of the 10 GP
Practices outlined in section 3.1 is 92, 200.
1.3 General Overview
The Community Matron service will provide appropriate care closer to home for housebound patients
They will provide a same day response for patient’s pre‐triaged by a GP practice as appropriate for
Community Matron assessment.
1.4 Objectives
The overarching objectives expected of the service Pilot are:


To support the role of the duty doctor in ensuring appropriate patients who have been triaged as
appropriate are responded to urgently and within an agreed timeframe.



To provide a same day response for patients who are housebound, requiring an urgent response,
and /or at imminent risk of hospital admission.



Patients deemed unsafe to be managed at home would be required to transfer to an alternative
bed base dependent on medical need.

1.5 Expected Outcomes
Expected outcomes including improving prevention Outcomes Framework Domains & Indicators;

Domain 1
Domain 2
Domain 3
Domain 4
Domain 5

Domain 1
Domain 2
Domain 3
Domain 4

NHS Outcomes Framework
Preventing people from dying prematurely
Enhancing quality of life for people with long‐term
conditions
Helping people to recover from episodes of ill‐health or
following injury
Ensuring people have a positive experience of care
Treating and caring for people in safe environment and
protecting them from avoidable harm
Adult Social Care Outcomes Framework
Enhancing quality of life for people with care and support
needs
Delaying and reducing the needs for care and support
Ensuring people have a positive experience of care
Safeguarding people whose circumstances make them
vulnerable and protecting them from avoidable harm












Service Deliverable Outcomes
 A reduction in emergency admissions by the 10 identified practices.
 Delivering Patient Centered Care.
 Independence will be promoted following illness or injury without the need for admission to
hospital.
 Medical and nursing (including diagnosing and prescribing) needs are delivered and met in a
coordinated way.
 There is evidence to demonstrate effective governance arrangements.
 All healthcare records and documentation are of a high quality standard and safe record keeping is
4





maintained using agile working.
Data will be recorded in order to demonstrate the effectiveness of the service.
Monitoring of Patients and relatives satisfaction.
Increase of referrals for non‐urgent GP visits appropriate for Community Matrons

The service will contribute to the delivery of the 6 strategic outcomes of the Multi‐specialty Community
Provider model;







2.

Outcome 1: People can access information and advice that is clear, up to date.
Outcome 2: Care and Support is responsive, timely and joined up.
Outcome 3: Support is provided by caring, considerate people with right skills.
Outcome 4: People live in safe and positive communities.
Outcome 5: People are encouraged and supported to be healthy (and independent).
Outcome 6: People are assured service and resources are efficient.

Scope

2.1 Service Description
Objectives
a) To provide a Community Matron response Monday – Friday 13.00 – 17.30 to support GP’s to
carryout appropriate urgent visits, the last visit being at 5pm.
b) To reduce avoidable admissions to MYHT by delivering this service.
c) In the initial phase this will include10 GP practices, 5 in the East and 5 in the West of the district.
The service will be accessible for appropriate referrals meeting the criteria detailed in section 4.
Mapping objectives.
2.2 Whole System Relationships and Interdependencies
It is essential that strong links are developed and maintained with a range of external providers and
agencies who may contribute to the assessment and care planning process, treatment/interventions and
aftercare who make up the 'whole system'.
These will include:
 Other Community Health Services; MY Therapy, Community Nursing, Integrated Care Teams
 LD & Mental Health Services
 Primary Care General Practice
 Acute General Hospitals
 Yorkshire Ambulance Service
 Prison Service
 Drug and Alcohol Service
 Adult Social Care
 Housing
 Benefits Agency
 Voluntary Sector and Charitable Organisations
 Residential and Nursing Homes
 Independent Care Providers
 Police
 West Yorkshire Fire and Rescue
These lists are not exhaustive and can include other organisations both within Wakefield District and
5

within neighbouring Districts.
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Appendix A.

Key Performance Indicators

Outcome

Indicator

1

Referrals

1a

Referral Outcome ‐ accepted

Referrals made to community
matron visiting service from
GP’s in 10 identified practices
Number of referrals accepted

1b

Referral Outcome ‐ declined

2

Responsive Nursing
Response times

3

Visit Outcome

Number of referrals declined
& reason:
Not meeting criteria for CM
Insufficient capacity
Time of referral after 5.30pm
Patient visit within:
2 hours
4 hours

Outcome following visit:
Admission Avoided

Threshold

Target Measure
MYHT ACN
SystmOne
GP SystmOne
MYHT ACN
SystmOne
MYHT ACN
SystmOne

95% service response times:
Risk should be mitigated for
the 5%, any non‐achievement
to 95%. Response times for all
non‐achieved responses
within the above timeframes
will be audited and reported.
Numerator: Number of
referrals responded within the
timeframes. Denominator:
Total number of patient
referrals requiring a response
within the timeframes.
10%

MYHT ACN
SystmOne

Frequency of
Monitoring
Monthly

Monthly
Monthly

Monthly
Reporting by
exception with
action plan.

Monthly

GP Intervention required
Interim Bed
Referral to other connecting
care service – Adult
Community Nursing, Therapy,
Local Authority, Age UK,
Carers Wakefield, Mental
Health, Housing
4

5
6

7

Percentage of patients who receive a late visit
from the service and end up requiring a late
GP visit as well.
Percentage of patients/ relatives that rate the
satisfaction of the service as high
Evaluation:
Prevention of admission to hospital.
To compare admission rates in hours
between 1pm and 6pm for GP Practices not in
Pilot with same size populations with the
Practices in the Pilot.

Evaluation:
Patients Seen and admitted to an acute
setting within on same day.

10%

GP records

95%
Patients who are safe to be
managed in the community,
who otherwise without
nursing intervention would
be admitted to hospital, are
supported to have their
intervention delivered in
community.

50%
Risk should be effectively
mitigated for the 50% and any
non‐achievement to 50%.
Response times for all non‐
achieved responses within the
above timeframes will be
audited and reported.
Numerator: Number of
patients receiving responsive
nursing intervention in order
to prevent admission to
hospital.
Denominator: Total number
of patient’s referrals
10%

Monthly

Monthly
Hospital admissions
by GP Practice data

To be measured
after 6 months.

Monthly

KPI’s to agree
Referral numbers
Referral Outcome

Accept
Decline

Reason for Decline
Response Times
Visit Outcome

Admission Avoided
GP intervention required
Interim Bed
Referred to other Connecting Care Service – (which service)

Patient Feedback

Appendix D. Model and Costings‐ to be provided by the provider
Nursing

WTE

£
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Title of
meeting:

Probity Committee

Date of
Meeting:

Tuesday, 25 July 2017

Public/Private Section:

Public

Paper Title:

Outwood Park Branch Closure
Consultation

Private
N/A

Purpose (this
paper is for):

Decision

Discussion

Agenda
Item:



Assurance



Item 7

Information



Report Author and Job Chris Skelton, Head of Primary Care Co-Commissioning
Title:
Responsible Clinical
Greg Connor, Executive Clinical Advisor
Lead:
Responsible
Mel Brown, Director for Integrated Care
Governing Board
Executive Lead:
Recommendation (s):
Probity Committee is requested to approve, in principle, the proposal put forward and agree to
the practice undertaking a patient engagement and communications exercise focusing on
service provision and patient benefits.
A decision concerning the proposed closure will be made by Probity Committee once the
patient engagement exercise is complete and with regard to clinical safety/care (a quality
impact assessment), patient experience and financial viability.
Executive Summary:
Outwood Park Medical Centre have approached the Primary Care Team at Wakefield CCG to
discuss the delivery of services at the branch surgery Wrenthorpe. As a result of a number of
issues, the practice has considered closing the branch surgery. The practice was informed
that there are a number of steps which need to be taken before an application to close the
branch surgery is made.
Before a branch closure application can be considered the practice will be required to
undertake appropriate patient engagement.
A decision in relation to any branch closure application would return to Probity Committee
following completion of the patient engagement exercise, a quality impact assessment and
with regard to future financial viability.

Link to overarching

principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients

Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Management of Conflicts
of Interest:

To be presented with formal application

Assurance departments/
organisations who will
be affected have been
consulted:
Previously presented at
committee / governing
body:

Dáša Farmer, Engagement Manager

Reference document(s) /
enclosures:

Communication Plan

Contained within the paper.

None

Not applicable

Patient Letter
FAQ’s
Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable



NHS WAKEFIELD CCG
WRENTHORPE BRANCH CLOSURE CONSULTATION
Outwood Park Medical Centre have approached the Primary Care Team at Wakefield CCG
to discuss the issues in relation to the delivery of services at the branch surgery Wrenthorpe.
As a result of this, the practice has considered closing the branch surgery. The practice was
informed that there are a number of steps which need to be taken before an application to
close the branch surgery is made. Firstly, a proposed public consultation document should
be presented to Probity Committee.
The practice provided the context and supporting information in relation reasons for
undertaking this consultation which is included within appendix B.
The public consultation will test two things;



As a practice we can only see one workable option – but we are open to suggestions
and learning from your experiences
How can we make this option work to make the service at Outwood Park Medical
Centre meet your needs

The practice will conduct a minimum 6 week engagement process to ensure that service
users and carers are informed of the change and canvas opinions of stakeholders, carers
and patient advocates so not to overlook the needs of the vulnerable groups who may be
affected.
A robust communication exercise will ensure patients and stakeholders are
informed and listen to all points of view, answer queries and concerns which may arise
during the engagement period.
Acting under delegated authority from NHS England the CCG must ensure that the relevant
guidance issued within the Policy Book for Primary Care Services is followed. The relevant
section is contained within appendix A. The practices communication documents are
included as appendix B.
Probity Committee is requested to;
Approve, in principle, the proposal put forward and agree to the practice undertaking a
patient engagement and communications exercise focusing on service provision and patient
benefits.
A decision in relation to any branch closure application would return to Probity Committee
following completion of the patient engagement exercise, a quality impact assessment and
with regard to future financial viability.

Appendix A – Policy Book for Primary Medical Services

Branch Closure
1.1

The closure of a branch surgery may be as a result of an application
made by the contractor to the Commissioner or due to the Commissioner
instigating the closure following full consideration of the impact of such a
closure.

1.2

In the circumstances that the Commissioner is instigating a branch
closure, the Commissioner must be able to clearly demonstrate the
grounds for such a closure and have fully considered any impact on the
contractors registered population and any financial impact on the actual
contractor. The Commissioner will be expected to demonstrate that they
have considered any other options available prior to instigating a branch
closure and entering into a dialogue with the contractor as to how the
closure is to be managed. The Commissioner will need to have complied
with the duty (under section 13Q of the NHS Act) to involve patients in
decision-making before any final decision to close a branch is made.

1.3

Where a contractor wishes to close a branch surgery, the contractor
should have preliminary discussions with the Commissioner to determine
appropriate and proportionate patient involvement requirements prior to
the consideration of such a service provision change. Even though the
closure is being instigated by the contractor, the Commissioner will still
need to comply with the section 13Q duty to involve patients in decisionmaking before any final decision is made.

1.4

The closure of a branch surgery would be a significant change to services
for the registered population and as such the Commissioner and the
contractor should engage in open dialogue in the first instance to
consider the consequences and implications of the proposed change and
discuss any possible alternatives that may be agreed between them. At
this stage the duty to involve the public in proposals for change is
triggered and the Commissioner and contractor should work together on
fair and proportionate ways to achieve this. The Commissioner should
ensure clarity on what involvement activities are required by the
contractor.

1.5

Contractor and Commissioner discussions resulting ultimately in a
decision about a branch closure will often include consideration of (but
not be limited to):
1.5.1

financial viability;

1.5.2

registered list size and patient demographics;

1.5.3

condition, accessibility and compliance to required standards
of the premises;

1.5.4

accessibility of the main surgery premises including transport
implications;

1.5.5

the Commissioner’s strategic plans for the area;

1.5.6

other primary health care provision within the locality
(including other providers and their current list provision,
accessibility, dispensaries and rural issues);

1.5.7

dispensing implications (if a dispensing practice);

1.5.8

whether the contractor is currently in receipt of premises
costs for the relevant premises;

1.5.9

other payment amendments;

1.5.10

possible co-location of services;

1.5.11

rurality issues;

1.5.12

patient feedback;

1.5.13

any impact on groups protected by the Equality Act 2010 (for
further detail see chapter 4 (General duties of NHS England);

1.5.14

the impact on health and health inequalities; and

1.5.15

any other relevant duties under Part 2 of the NHS Act (for
further detail see chapter 4 (General duties of NHS England).

1.6

The Commissioner and contractor, through their dialogue, may establish
that there is a need to retain medical service provision in the locality and
must find a solution, which could include tendering for a new provider
within that locality though not necessarily within the same premises.
Note that most changes in premises will trigger the Commissioner's
duties to involve patients in decision-making.

1.7

The Commissioner should confirm any such arrangements and
agreements in writing to the contractor as soon as is practicably possible
after the agreement is reached.

1.8

If the Commissioner and the contractor are unable to reach an
agreement to keep the branch surgery open, then the contractor, based
upon their previous discussions with the Commissioner regarding
appropriate and proportionate involvement, will continue to involve
patients in the proposed changes.

1.9

The contractor is required to follow the patient and public participation
Patient and Public Participation Policy and Statement of Arrangements &
Guidance on Patient and Public Participation in Commissioning process
as appropriate to the arrangements agreed with the Commissioner, with
support and advice as appropriate from the Commissioner. Adherence
to the PPP involvement process will help ensure that an appropriate
involvement exercise is carried out, that meets the legal obligations on
the Commissioner.

1.10

Once this involvement exercise has been undertaken and the results
provided to the Commissioner, the contractor would then submit a
formal application to close the branch surgery to the Commissioner for
consideration (Annex 14A).

1.11

The Commissioner will then assess the application regarding the closure
and the outcome of the patient involvement exercise with a view to either
accepting or refusing the proposal. These assessments will need to again
consider all the relevant factors, including those listed at paragraph 1.5.
The Commissioner should document how it has taken the various factors
into account.

1.12

Either the contractor or the Commissioner may invite the LMC to be party
to these discussions at any time.

1.13

Where the Commissioner refuses the branch closure through its internal
assessment procedure, the contractor shall be notified in writing within
28 days following the internal assessment and the contractor may then
follow the relevant resolution process as referenced in the contract.
Please refer to Annex 14B.

1.14

Where the Commissioner approves the branch closure, the Commissioner
will need to ensure that it retrieves all NHS owned assets from the
premises.

1.15

The contractor remains responsible for ensuring the transfer of patient
records (electronic and paper Lloyd George notes) and confidential
information to the main surgery, having full regard to confidentiality and
data protection requirements, Records Management: NHS Code of
Practice guidance and any relevant guidance from the Health & Social
Care Information Centre or the Information Commissioner's Office.
Where a third party contractor is being used to handle records, they must
be vetted and appropriate contractual arrangements put in place. Further
information is contained in Annex 15.

1.16

The contractor remains responsible for carrying out public involvement in
accordance with the instructions given by the Commissioner and

informing the registered patients of the proposed changes. However,
ultimately it is the Commissioner's responsibility to ensure that
involvement activities have met legal requirements, even if carried out by
the contractor. Further guidance can be found in the NHS England
document Patient and Public Participation Policy and Statement of
Arrangements & Guidance on Patient and Public Participation in
Commissioning
1.17

Once the final date for closure is confirmed the Commissioner will issue a
standard variation notice to remove the registered address of the branch
surgery from the contract, including the amended sections of the
contract for completeness.

1.18

Where the contractor has previously been granted premises consent to
dispense, and these rights are only associated with the closing premises
in question (that is listed on the relevant dispensing contractor list), the
contractor’s consent to dispense will cease.

1.19

The Commissioner shall update its records and ensure that the relevant
dispensing contractor list is updated appropriately to reflect the removal
of the premises.

1.20

It is possible that a PMS or APMS contract will reflect the terms as set out
above. It is however essential that the Commissioner reviews the
individual contract for these or any other relevant provisions to allow a
variation to effectively remove the closing premises and any rights

Appendix B – Communications Documents

Outwood Park Medical Centre
Communication and Engagement Plan
Background

Outwood Park Medical Centre (OPMC) is proposing to close its branch surgery in Wrenthorpe.
The practice has reluctantly decided to propose the closure on the grounds of:






The practice has been reviewing the provision of core services and has concluded that it does not have the sustainable
capacity to make commitments of an equitable service across both sites.
The branch surgery at Wrenthorpe falls short of service standards and compliance.
Due to physical access constraints the building is not fit for the purpose of accessing same day urgent care.
Despite the work undertaken by the Patient Reference Group who in partnership with the Wrenthorpe Village Hall provide
parking spaces for patients with poor mobility there is still insufficient parking availability.
The practices strategy for centralisation of services at Outwood is a clinical case for change. Wrenthorpe does not have
access to the extended services that are provided at Outwood. In the number of patients who use the branch surgery, the
vast majority of these patients may have to make another visit to the main practice to see a GP, nurse or health care
assistant for physical examinations, review of a long term condition, blood testing etc. This could ultimately cause a delay in
diagnosis.

Practice population is approx. 13,300 (May 2017)



OPMC registers patients living in Outwood, Wrenthorpe, & Stanley. These are predominately residential areas of little
deprivation
The practice has 4.375 Whole Time Equivalent (WTE) partners and 4.625 (WTE) salaried GPs = total 9 WTE doctors



The practice is not a dispensing practice

The Practice Patient Participation Group (PPG) has been involved in the proposal but no engagement has taken place prior to NHS
Wakefield Clinical Commissioning Group agreeing that the public engagement exercise should begin. The PPG will be fully
involved in planning for the engagement and follow up work.
All patients are registered under one practice list with Dr Putman & Partners. There is no separate list for Wrenthorpe Surgery
Wrenthorpe Surgery operates on a different telephone number from the main site but both sites have access to the same
appointment and clinical system. Other than the receptionist there are no clerical or administration staff based at Wrenthorpe.
Patients ringing for results or to speak to the secretaries do so by ringing Outwood Park telephone number where they are given a
number of extension options.
Repeat prescriptions can be ordered over the phone, face to face or in writing at both sites.
An audit of patients requesting repeat prescriptions have found that there are on average 60 repeat prescription requests per week
which are processed by the receptionist at Wrenthorpe.
Of the registered population there are over six thousand patients who have a repeat prescription. For this purpose there is a
designated phone line at Outwood which is open between 9am and 12:00pm. Trained prescription clerks at Outwood process
prescriptions from 8:00am – 6:00pm. The aim is to meet the 24hr turn around target. It is not anticipated that opening times or man
power would be affected by an additional 10 prescription requests a day should the Wrenthorpe service cease to exist. As with
other local pharmacist, Wrenthorpe pharmacy has individual arrangements with patients for collection and delivery.

Wrenthorpe Health Centre (B) bottom left of the map is approximately 1.4 miles away by road from the main surgery Outwood Park
Medical Centre (A) top of the map.

Conditions, accessibility and compliance
The branch surgery at Wrenthorpe is a purpose built health centre erected in the early 1980s and subsequently extended at a lower
floor level to form an additional dental consulting room. This is operated separately from the GP practice
Brick built and under a concrete tile roof with painted aluminium single glazed windows. Due to the nature of the site the majority of
the accommodation is at upper ground floor level with additional accommodation below. Car parking is situated at rear lower level.
The premises are not served by a lift.

Externally
The access to the car park is via a private access road which leads down from Wrenthorpe Lane and is bounded on one side by a
stream.

There are two access points into the practice. Access to the surgery from the car park is via a steep narrow staircase with a turn
mid- way.
Access to the front of the building is from a public footpath and is made up of concrete paving
The premises do not provide ease of access to patients with poor mobility

Rear lower level and parking

Front entrance via pavement

Ariel view

Patients are registered in clusters of WF1, WF2 and WF3. – The data map has plotted12, 900 of the resident population of 13,300

There are 3982 patients resident in the Wrenthorpe WF2 area code. As seen from the above data map over 1000 of these
households are closer to the Outwood WF1 area.

Practice Demographics
Data as of May 2017

Increase in list size Outwood Park Medical Centre from Jan 11 – Jan 2017
Jan-11 Jan-12 Jan-13 Jan-14 Jan-15 Jan-16 Jan-17
12783 13046 13070 13108 13204 13253 13296
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Utilisation of Wrenthorpe Branch Surgery

Audit Date: 13.07.17

Audit period:13.07.16 -12.07.17

Target Population: Number of patients with a registered post code of WF2

Total number of patients seen at Wrenthorpe Branch Surgery in
the audit period

Of the 1266 – the number of patients with a registered post code
of WF2 seen at Wrenthorpe Branch Surgery
Of the 546 – the number of patients seen at both Outwood &
Wrenthorpe Branch Surgery in the same time period

Author:

3984

1266

546

519

Chris Jackson – Data Quality Wakefield CCG

http://www.cqc.org.uk/sites/default/files/1-549106379_GP_Insight_r1.pdf

Proposal

The practice is proposing to close the branch surgery at Wrenthorpe
By road the distance between the Main Surgery at Outwood Park is approximately 1.4 miles




Car = 5min
Foot = 1.2 mile (35 min) – most of which is on an incline
Public Transport

Alternatively there are 3 practices within 2 mile radius of the Wrenthorpe Health Centre which have open list and are registering
patients.
New Southgate
Surgery
Buxton Place
Wakefield
WF1 3JQ
1.3 miles away
Alverthorpe Surgery
Balne Lane
Wakefield
WF2 0DP
1.8 miles away
Homestead Medical
Centre
Homestead Drive
Wakefield
WF2 9PE
2.0 miles away

Benefits and Improved outcomes for patients
If the branch surgery was to close, this would free up more clinical time at Outwood. By concentrating services at the main site the
practice would be able to provide 









Greater range of clinical expertise under one roof.
Increased access to same day urgent care
Enhanced patient safety due to continuity of care – More chance of seeing a preferred GP
Larger team with the ability to provide responsive essential medical services
More continuity at one site rather than waiting several days to see the same GP at the branch
Improved telephone access at main site – designated line to administration. Four phone lines instead of one at branch
surgery
Better facilities, better disabled access and child friendly compliance.
100+ parking spaces as opposed to 3 at branch surgery
Reduced clinical risk at main surgery due to the ability to conduct all necessary tests with a nurse, Health Care Assistants,
Phlebotomist and GP being on site together

Risk of retaining the branch premises with reduced resources would include


Wrenthorpe does not have access to the extended services that are provided at Outwood. In terms of the small number of
patients who use the branch surgery, the vast majority of these patients may have to make another visit to the main practice
to see a GP, nurse or health care assistant for physical examinations, review of a long term condition, blood testing etc. This
could potentially result in a delay in diagnosis



The building is difficult to access for some patients. There is limited parking available which is at the rear of the premises.
Patients that park in the car park have to walk back out on to the pavement and walk around the front of building to the main
entrance. This is very difficult for patients that have problems with walking and parents with prams and young children.



As Wrenthorpe is not equipped to the same standard as the main site we are concerned about the ability for a lone clinician
to manage an acutely unwell patient.



Due to staff shortages, a chaperone may not be available if requested during a consultation.



Inability to provide high calibre services from branch surgery due to the level of staffing skill mix required to deliver services
at the main site.



Operating across two sites presents problems around communication and efficiencies of scale. Patients often need to speak
to staff both clinical and non- clinical which often lead to more than one contact being made. This could potentially result in
delay in the processing of information.



Due to difficulties in sustaining two sites, opening times and telephone access is currently very limited

Seeking the views of patients using Wrenthorpe Surgery and other Key stakeholders

Through a twelve week communication and engagement process the practice will be seeking the views of the patients and
stakeholders who use Wrenthorpe and Outwood surgery. Legislation Equality Act 2010
We will be asking for views on whether there are other options we should consider and how best to ensure that the patient’s needs
are not overlooked.
The Equality Act 2010 protects people against discrimination, harassment and victimisation in relation to housing, education, clubs,
the provision of services and work. It unifies and extends previous equality legislation.
The groups the Act specifically covers are called ‘protected characteristics’ these are:










Age
Disability
Gender reassignment
Marriage and civil partnership (with some restrictions)
Pregnancy and Maternity
Race
Religion or belief
Sex
Sexual orientation

The CCG also incorporates consideration of carers within this work.
The public sector equality duty section 149 of the Equality Act requires public bodies, to pat regard to the need to;



Eliminate discrimination, harassment and victimisation
Advance equality of opportunity



Foster good relations

Obligations under section 242 of the 2006 NHS Act amended in the Health and Social care Act 2012
This states that
Each relevant English body must make arrangements, as respects health and services for which it is responsible, which secure that
users of those services, whether directly or through representation, are involved (whether by being consulted or provided with
information, or in other ways)
In



The planning of the provision of those services
The development and consideration of proposals for changes in the way those services are provided, and
Decisions to made by that body affecting the operations of those services

With regards to GP branch closures, the Practice has a responsibility for undertaking initial public engagement prior to a decision to
being taken by the CCG (NHS England Policy for Branch Closure of Primary Medical Services)
Dr Putman and Partners will uphold their statutory duty to engage with patients and stakeholders.
We will conduct a 12 week engagement process to ensure that service users and carers are informed of the change. We will
canvas opinions of stakeholders, carers and patient advocates so not to overlook the needs of the vulnerable groups who may be
affected. We will undertake a robust communication exercise to ensure our patients and stakeholders are informed of the
engagement as well as the decision taken on the future of the branch. We will listen to all points of view and will answer queries
and concerns which may arise during the engagement period.
Our hope it to maintain the strong relationship within the Wrenthorpe community and seek to assure our patients that their health
and wellbeing is at the heart of the decisions we make.

The public consultation will broadly test two things.



As a practice we can only see one workable option – but we are open to suggestions and learning from your experiences
How can we make this option work to make the service at Outwood Park Medical Centre meet your needs

Objectives to the communication and engagement plan








To hear the views of patients currently using Wrenthorpe Surgery
To hear the views of patients who occasionally use the services of Wrenthorpe and Outwood
To ensure key stakeholders know how to contribute to discussion about the future services
To support patients to better understand where to access the appropriate care.
To listen to the views of our staff and the extended primary healthcare team
To share information with local pharmacies

Key messages







The branch surgery at Wrenthorpe falls short of service standards and compliance.
Wrenthorpe is not equipped to the same standard as the main site which limits the ability for a lone clinician to manage an
acutely unwell patient
Due to physical access constraints the building is not fit for the purpose of accessing same day urgent care.
There are a broader range of services available at Outwood Park.
Access to on-site staff resources reduce possible risk




Equitable quality service for all patients with improved continuity of care
Staffing levels will not be reduced

We believe that this will provide long term sustainability for our patients, reduce risk and offer wider choice of clinical input

Target audience







Patients currently registered at Outwood Park Medical Centre and their carers
Patients who currently use Wrenthorpe Surgery and their carers
Staff at Outwood park Medical Centre
Local GP Practices and Pharmacies
Other local stakeholders: MPs, local councillors, Local Medical Committee, NHS Wakefield Clinical Commissioning Group,
voluntary and community sector groups.

Budget

The engagement and communications will be delivered within existing resources by existing staff
Options for analysis/verification of feedback results will be explored further. One option is external verification of data to be
undertaken with the help of the Patient Participation Group (PPG)
Approximate Postage, Stationary costs = £6,000
Drop in sessions

Interpreter fee
Data analysis
Patient Survey
Communication/ Media cost will be funded by the Partners

Method of Engagement and Communication

Method of engagement/communication to include:













Meet with the CCG
Meet with the PRG chair
Present to the PRG.
Keep the members informed and involved in the development of this plan and the engagement process
Write to all registered households inviting their views to complete the enclosed paper questionnaire or the online version
Posters in local meeting places, church hall, supermarkets and both surgery sites
Information leaflets and frequently asked questions sheets available in both surgery sites with feedback post box on both
sites for comments and responses
Information stand, drop in sessions
Media release – article for Wakefield Express
Online questionnaire – sharing this widely and including email cascade and posting on surgery website
Written briefing for Wakefield Overview and Scrutiny Committee, Local councillors, MP and Healthwatch
Attendance at local community meetings where possible

Timescales






Planning and communication activity – June – July 2017
Engagement 1 August - 31 October
Analysis of views – report available early November 2017
Feedback November onwards

Risk and Mitigating Actions

Risk
Challenge to accessibility to alternative surgeries
Availability of clinical / managerial spokespeople

Mitigating Action
Travel & transport options to be explored and readily available
through engagement period
Identify key people in practice & CCG

Partnership working

NHS Wakefield CCG is responsible for co-commissioning primary care for the local population of Wakefield and Outwood Park
Medical Centre holds a contract to provide Primary Medical Services to the local population. The CCG and OPMC are therefore
working together to seek local peoples views about the future of these services and the best way to ensure that local people have
access to the high quality services they need.

Planning

Planning
Detail
Practice, PRG rep &
CCG meet to discuss
engagement
Fact finding re travel
information to be
made available
Inform PRG of
Proposal request to
CCG
Share Draft E&C with
PRG and seek
advice on when/ how
to liaise with
community groups
Planning for
questionnaire for
patients in
Wrenthorpe Surgery
to add to information
about who uses the
service and why
Brief Healthwatch
Agree plans timings
for information
sessions
Plan date to meet
with staff at OPMC

By whom

Date

Date

Date

Date

Date

Identify CCG
Contacts
Draft
Letter to registered
list patients
Letter to
stakeholders
Press statement
Posters
Online Survey
Communication links
OSC
MP
Healthwatch
Raising awareness
campaign
Interested parties
Identify analyst

Activity

Activity
INFORMATION &
ENGAGEMENT
Letter/email to all
patients on
registered list
advising time /dates
of information

Detail

By whom

Date

Date

Date

Date

Date

sessions and offering
feedback route
liaise with primary
care team over
mailing date
Letter to key
stakeholders
Press release
Information stands
Websites:
Poster for local
distribution
Drop in sessions

Activity

Activity
FEEDBACK
Inform partners and
stakeholders,
patients and public of
progress
Inform PRG
Update poster and
website of progress
to date
Media update

Detail

By whom

Date

Date

Date

Date

Date

Proposed Closure of Wrenthorpe Branch Surgery
Patient Frequently Asked Questions (FAQ)
Dr Putman & Partners have sought approval from Wakefield Clinical Commissioning
Group to undertake patient engagement & consultation on the proposal to close
Wrenthorpe Branch Surgery.
Listed below are a number of FAQs that are provided to answer any potential
queries patients may have.
What does engagement & consultation mean?
The practice is ensuring people are aware of the proposed closure. We are doing
this by contacting patients directly, putting notices in prominent places such as
surgery, shops, meeting halls and pharmacies. We are actively seeking views of
patients and local residents by the use of surveys. These can be accessed by the
surgery website or paper versions are available at both Outwood and Wrenthorpe
surgeries. The results will be collated and then presented at back to Wakefield CCG
who will take it to an impartial committee for the final approval.
Why have you proposed to close Wrenthorpe? The background to this difficult
decision is that we feel that Wrenthorpe Surgery is close to becoming unsuitable to
provide a service our patients require and deserve.





The practice has been reviewing the provision of core services and has
concluded that it does not have the sustainable capacity to make
commitments of an equitable service across both sites.
The branch surgery at Wrenthorpe falls short of service standards and
compliance.
Due to physical access constraints the building is not fit for the purpose of
accessing same day urgent care.

Will the Outwood Surgery opening times remain as they are currently? Yes, our
opening times will remain the same
How will I make appointments? We will continue to provide a full GP service from
Outwood Surgery, providing daily appointments to see Doctors, Nurses and Health
Care Assistants.
Will I still be able to see my usual doctor or nurse? Yes, you will. All staff and
partners will continue to work at the Outwood Surgery
Will the same number of appointments be available? Yes, we will be increasing
the number of appointments at Outwood Surgery to cover those that were previously
available at Wrenthorpe.

What will happen to vulnerable patients? All our patients currently registered with
the practice will have the option of being able to stay on our practice list, whilst living
at their existing address. The doctors will continue to provide home visits to our
vulnerable, housebound patients.
Will the practice boundaries change? No - we will continue to register and provide
services for patients that fall into the catchment area.
Will the services currently offered at Wrenthorpe surgery be offered at
Outwood? Yes - All services that we currently offer under the GP contract will be
transferred to Outwood.
Will any new services be introduced? We certainly hope so. One of the main
reasons for the proposed closure is for us to be able to grow and expand the
services that we are able to provide locally from within the Practice. We are still in
the early stages of investigating what additional services could be delivered locally
and are committed to working with local commissioners to provide access to
additional services as and when they become available.
How would the closure benefit the medical staff at the practice? Medical staff
will have a wider pool of clinical knowledge and experience to draw upon
Will there be changes to the way I book appointments? No, you will continue to
be able to book appointments as you do now, either online, face to face or by the
telephone. We will continue to recall those patients that require scheduled
vaccinations, chronic disease reviews or for participation in routine screening
programmes (smears etc.) we do however hope that we will be able to improve our
current appointment booking and administrative systems, with a larger pool of
administrative and reception staff available on one site.
Will there be any changes to how I access the GP out of hour’s service? No, in
order to access a GP when the Practice is closed, you will still need to telephone the
NHS 111 service and they will either signpost you to the most appropriate service or
arrange for you to access a GP.
Will I need to re-register to remain on the Practice list? No, all patients will
remain registered with Dr Putman & Partners Outwood Park Medical Centre. The
only way your registration will change, will be if you choose to register yourself at a
different Practice or if you move from your current address outside the practice
catchment area.
Will this affect any treatment or medication I am currently receiving either at
the GP practice or any Hospital? No – Any patient’s current treatments,
medications or any investigations that they are receiving from any hospital or other
healthcare provider will be unaffected by the closure.

What are the timescales for the decision of whether to close Wrenthorpe?
Following the 12 Week consultation ( Sept 17) the feedback will be analysed and
included in a report, for the Primary Care Commissioning Committee to make an
informed decision by October 2017.

Appendix D – Letter to Patients

Dear Patient
Re: Proposal by Outwood Park Medical Centre to close branch surgery
at Wrenthorpe
We are writing to inform you that Dr Putman & Partners are proposing the
closure of the branch surgery at Wrenthorpe, Wakefield.
The medical centre has recently undertaken a review of the Wrenthorpe
premises which identified a number of concerns, in particular:







Access to services - Wrenthorpe does not have access to the extended
services that are provided at Outwood. In terms of the small number of
patients who use the branch surgery, the vast majority of these patients
may have to make another visit to the main practice to see a GP, nurse
or health care assistant for physical examinations, review of a long
term condition, blood testing etc.
Accessibility - The building is difficult to access for some patients.
There is limited parking available which is at the rear of the premises.
Patients that park in the car park have to walk back out on to the
pavement and walk around the front of building to the main entrance.
This is very difficult for patients that have problems with walking and
parents with prams and young children.
Acutely unwell patients - As Wrenthorpe is not equipped to the same
standard as the main site we are concerned about the ability for a lone
clinician to manage an acutely unwell patient.
Availability of chaperone – Due to staff shortages, a chaperone may
not be available if requested during a consultation.

We want to know what all our patients think of this proposal so we understand
what impact it may have on them, so we want to engage with you.

Developing our plans
To develop our plans to engage with patients we will work with our Patient
Participation Group (PPG) to ensure that we get the process right and get
views from as many of our patients as possible.
We will meet with patients and their representatives at both practices to
understand what people think, we will ask people to complete a questionnaire
to gather views. This will take us 12 weeks and we will keep you updated via
our website.

Drs Putman, Sarwar, O’Boyle, Al‐Khaili & Capewell
Practice Manager Mrs Glennis Rhodes

We will be actively engaging with patients and the community to seek their
response. This will take the form of a questionnaire available on the website
www.outwoodpark.gpsurgery.net and a paper version available at both
Outwood & Wrenthorpe Surgery. We will be holding drop in sessions at
Wrenthorpe and Outwood where staff and representatives from the Patient
Participation Group will be on hand to answer your questions.
Drop in session
 Wrenthorpe Surgery Tuesday 8 August 2017 1:30pm – 3:30pm
 Outwood Park Medical Centre Thursday 10 August 5:00pm -7:00pm
 Wrenthorpe Surgery Wednesday 16 August 10:00- 12:00noon
 Outwood Park Medical Centre Wednesday 10 August 9:30 – 11:30am
Posters will be displayed on surgery and community notice boards.
Information will be available on the practice website. We will be writing to all
households that are registered with Dr Putman & Partners.
Proposal process
We have applied to NHS Wakefield Clinical Commissioning Group (CCG) to
propose the closure of our branch surgery. We have outlined our concerns to
the CCG and they are supportive of us starting the engagement process.
We are asking for your views and we will report what we find to the CCG; it is
they who will have the final decision.
Before they make a decision on our proposal to close Wrenthorpe branch
surgery, the CCG will consider the report we write on your feedback and other
evidence on the impact of the change to patients.
If you have any concerns about the proposal please get in touch with the
Practice Manager Mrs Glennis Rhodes at the above address.
If you need this document in another language or another format, such as
large print or audio tape, please contact us on 01924 822626 or email
glennis.rhodes@wakefeildccg.nhs.uk
Potřebujete-li tento dokument v jiném jazyce nebo v jiném formátu,
jako je například velký tisk nebo audio, zavolejte nám na čísle
TELEPHONE nebo email.
Yours sincerely
Dr Helen Putman, Dr Shakeel Sarwar, Dr Stephen O’Boyle,
Dr Anwar Al-Khaili & Dr Anoushka Capewell

Drs Putman, Sarwar, O’Boyle, Al‐Khaili & Capewell
Practice Manager Mrs Glennis Rhodes
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It is recommended that the Probity Committee approves the report of the APAC Scrutiny Panel
including the proposals for payments to 37 practices.
Executive Summary:
The APAC Scrutiny Panel reviewed the Q1 (1 April 2017 – 30 June 2017) performance of
each of the 37 eligible practices.
Twenty nine practices delivered more contacts than were funded by the APAC (blue). Six
practices delivered 90% to 100% of the contacts funded by the APAC (green). One practice,
had a shortfall of 44 contacts (amber), and no return from Eastmoor Surgery (red)
Overall practices have provided 36,920 additional patient contacts in Q1.
The Probity Committee is asked to approve the proposals of the Scrutiny Panel
Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
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Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
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economy
Organising ourselves to deliver for our patients
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Additional Patient Access Contract.
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Not registered on the CCG risk register
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Disbursement of funding from the CCG’s primary care budget
delegated under co-commissioning.

NHS WAKEFIELD CCG
Additional Patient Access Contract (APAC)
Scrutiny Panel: Q1 Performance Report
Introduction
On the 21 April 2016 the Probity Committee approved the proposal for an Additional Patient Access
Contract and asked to receive quarterly reports from Scrutiny Panel to monitor performance.
All 38 Wakefield practices at the time with GMS or PMS contracts agreed to take part in the £3 per
registered patient APAC. The Wakefield practice who is not eligible is Park View Surgery as they have
APMS contract and LCD contract has now terminated.
The Scrutiny Panel is asked to verify that the reimbursed additional capacity has been provided and that
90% or more of it has been utilised by patients (including patients who fail to attend booked appointments)
from the quarterly returns provided by practices. Any practice that has a utilisation under 90% will be
required to submit a remedial action plan to the Scrutiny Panel to rectify this in the next quarter and any
subsequent underutilisation will see a pro rata reduction in reimbursement on a sliding scale (80-89%
utilisation - 80% payment; 70-79% utilisation - 70% payment; 60-69% utilisation – 60% payment; 50-59%
utilisation – 50% payment; under 50% utilisation – no payment).

Q1 performance relating to additional patient care
The Scrutiny Panel reviewed the Q1 performance of each practice and this is summarised in Appendix 1
which comprises the following columns from left to right:





APAC Funding
the funding available from the APAC at £0.75 per registered patient;
Contacts Funded
the number patient contacts funded by the APAC through the practice activity
plan;
90% utilisation target no remediation was required from Q4;
Actual contacts
the number of additional patient contacts actually provided in Q1.

In Q1 twenty nine practices delivered more contacts than were funded by the APAC (blue). Six practices
delivered 90% to 100% of the contacts funded by the APAC (green). One practice, Patience Lane Surgery
had a shortfall of 44 contacts, and no return from Eastmoor Surgery (red)

The Scrutiny Panel recommends:



that the Q2 payment of £0.75 per patient is made to the 36 practices which have fully delivered in
Q1; and Patience Lane makes up the shortfall of 44in Q2.
Suspend payment to Eastmoor Surgery.

1

Appendix One – Qtr1 contacts

Practice

Contacts
Revised
APAC Funding
Funded by Target (incl.
75p per Qtr
APAC
Remediation)

Actual
Contacts

shortfall
(if reqd)

£7,802
£8,223
£3,906
£2,812
£4,688
£5,242

769
735
375
194
376
360

692
662
338
174
338
324

2358 Not Req'd
735 Not Req'd
550 Not Req'd
331 Not Req'd
378 Not Req'd
459 Not Req'd

£7,336
£7,010
£3,041
£11,142
£16,568
£9,835
£9,770
£8,876
£6,607

1407
270
437
596
3291
770
650
534
218

1266
243
393
536
2962
693
585
481
197

1287 Not Req'd
288 Not Req'd
437 Not Req'd
839 Not Req'd
5973 Not Req'd
1006 Not Req'd
643 Not Req'd
735 Not Req'd
271 Not Req'd

£1,945
£4,984
£9,131
£9,930
£5,573

90
333
777
748
575

81
300
699
673
518

348 Not Req'd
372 Not Req'd
1367 Not Req'd
1280 Not Req'd
599 Not Req'd

CASTLEFORD MEDICAL PRACTICE
ELIZABETH COURT
FERRYBRIDGE MEDICAL CENTRE
KINGS MEDICAL PRACTICE
PARK VIEW SURGERY
PATIENCE LANE SURGERY
QUEEN STREET SURGERY

£4,294
£11,364
£7,863
£10,603

720
744
828
696

648
670
745
626

1085 Not Req'd
1008 Not Req'd
860 Not Req'd
900 Not Req'd

£1,751
£1,727

596
144

536
130

TRINITY HEALTH CENTRE
EASTMOOR HEALTH CENTRE
L C D WALK IN CENTRE
MAYBUSH MEDICAL CENTRE
WARRENGATE MEDICAL CENTRE
CROFTON HEALTH CENTRE

£16,513
£1,964

1224
118

1102
107

Not Req'd
492 PATIENCE LANE SURGERY short by 44
143 Not Req'd
1585 Not Req'd

£6,747
£6,676
£7,871

339
530
897

305
477
808

CHAPELTHORPE MEDICAL CENTRE
CHURCH STREET SURGERY
LUPSET HEALTH CENTRE
MIDDLESTOWN MEDICAL CENTRE
ORCHARD CROFT MEDICAL CENTRE
PROSPECT SURGERY

£9,283
£9,221
£10,185
£6,002
£8,702
£6,116

941
809
754
633
680
312

847
728
679
570
612
281

£265,181.25

24161

21744

HENRY MOORE CLINIC
RIVERSIDE MEDICAL CENTRE
TIEVE TARA MEDICAL CENTRE
NEWLAND LANE SURGERY
St. THOMAS ROAD
STATION LANE MEDICAL CENTRE
Dr SINGH AND PARTNERS
COLLEGE LANE SURGERY
Drs DIGGLE & PHILLIPS
THE GRANGE SURGERY
WHITE ROSE SURGERY
ASH GROVE SURGERY
FRIARWOOD SURGERY
NORTHGATE SURGERY
STUART ROAD SURGERY
ALVERTHORPE SURGERY
HOMESTEAD CLINIC
NEW SOUTHGATE SURGERY
OUTWOOD PARK MEDICAL CENTRE
STANLEY HEALTH CENTRE

2

0

Not Req'd
1362 Not Req'd
539 Not Req'd
1962 Not Req'd
1390 Not Req'd
1486 Not Req'd
1854 Not Req'd
1269 Not Req'd
729 Not Req'd
302
36920
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1. Purpose
NHS Wakefield Clinical Commissioning Group (CCG) is committed to improving
Primary Care Medical Services for the benefit of patients and local communities.
The purpose of this document is to outline NHS Wakefield Clinical Commissioning
Group’s approach to appointing an interim provider for primary care medical services
in situations where time limits do not allow for a comprehensive procurement
exercise to be undertaken. This would allow for alternative options to be considered
and contracted services to be secured appropriately, with no impact upon patient
safety or continuity of care.

2. Background
Delegated Commissioning requirements (Co-Commissioning) from 1st April 2015
have meant that NHS Wakefield Clinical Commissioning Group is responsible for the
commissioning of Primary Care Medical Services. However, NHS England remains
legally responsible for GMS/PMS and APMS core contract requirements. NHS
Wakefield Clinical Commissioning Group is still required to work within NHS England
policies and procedures for managing core contract requirements.
Within Wakefield, situations may arise where a single handed practice has to close
and emergency cover is required for a GP practice. For example, the death of a
single handed GP whilst still in service. In addition, a number of other scenarios may
occur which require intervening action by NHS Wakefield Clinical Commissioning
Group.

3. Requirements for an interim provider
This policy outlines the approach that will be taken by NHS Wakefield Clinical
Commissioning Group should a situation arise that requires the appointment of an
interim provider to maintain GMS/PMS/APMS service delivery on a short term basis.
This may include, but is not limited to, the following circumstances:
a) Death of a single handed GP whilst still being the named core contract holder.
The contract should be terminated within 7 days of notification of the contractor’s
death or 28 days after the end of the seven-day period if agreed. NHS Wakefield
Clinical Commissioning Group has to provide GP services until a decision is
reached to either disperse the list or procurement can be completed to appoint an
alternative provider.
b) Single Handed Practice informs the CCG they wish to terminate their contract,
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c) Commissioners terminate the contract. Commissioner terminations can arise in
the following cases (without limitation):
i.
ii.

iii.
iv.
v.
vi.
vii.
viii.
ix.

x.
xi.

Breach of core conditions
Where there is a serious risk to the safety of the contractor’s patients or risk
of material financial loss to NHS England or NHS Wakefield Clinical
Commissioning Group
For the provision of untrue information
On fitness grounds
For unlawful sub-contracting
Failure to comply with a Remedial Notice or repetition of a breach that has
already been the subject of a Remedial Notice or Breach Notice
Upon agreement of NHS England or NHS Wakefield Clinical Commissioning
Group and the Contractor in writing
On notice from the contractor
If in its reasonable opinion, NHS England or NHS Wakefield Clinical
Commissioning Group considers that a change in membership of the
partnership is likely to have a serious adverse impact on the ability of the
contractor or NHS England or NHS Wakefield Clinical Commissioning Group
to perform its obligations under the contract
The end of time limited contract periods
Failure of practices to comply with CQC requirements if they have been
placed into special measures

4. Service Provision
Each emergency situation will be reviewed dependent upon the individual
circumstance that present at that time.
It is essential that there is high quality, consistent Primary Medical Care services in
the district therefore NHS Wakefield Clinical Commissioning Group will need to
decide how best to serve the population of the practice during the interim period.
In the majority of circumstances, the CCG would look to appoint an interim provider
to deliver services with regard to the scale listed below:
1. Provision of core contract services only
2. Provision of core contract plus public health initiatives e.g. vaccinations and
immunisations
3. Provision of core contract, Wakefield Practice Premium Contract (WPPC) and
public health initiatives
4. Provision of core contract, WPPC, public health initiatives and enhanced services
Option 4 is the preferred option as this will ensure that patients are not
disadvantaged in comparison with patients who are registered with another practice.

5. Process and criteria for selection
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5.1 If a situation should occur where an interim provider is required and the period of
service provision will not exceed 18 months, NHS Wakefield Clinical
Commissioning Group will write to all NHS Wakefield Clinical Commissioning
Group member practices only and will invite expressions of interest to provide the
service under emergency provision arrangements.
5.2 This will be done by taking into consideration a number of essential and desirable
criteria. These are shown in more detail in Appendix 1 and will include an
assessment of both the applicant and the plans for service delivery. Expressions
of interest will be assessed on:
a) Capacity (the practice list must be open)
b) Contractual Compliance with the core contract
c) Service Delivery (Including GPOS and GPHLI Indicators) of their own service
and plans for covering the interim service
d) Quality & Clinical Effectiveness
e) Financial viability (credible financial plan and current practice financial
viability)
In addition, practices will also be asked to set out plans and timescales for
mobilisation.
5.3 Capacity
The provider must be able to demonstrate that they are able to secure sufficient
capacity and capability to meet the contractual requirements of the interim
service. These include, but are not limited to:






A full complement of clinical and support staff, with consideration being given
to annual leave arrangements and the appropriate levels of cover, such that
they would have the capacity to cope with the additional workload.
A telephone system with the capacity to cope with the additional demand
generated by the increase in patients, without any detriment to the current
level of service on offer.
There is a significant risk around TUPE to any caretaking arrangements.
Therefore HR advice must be sought for each individual circumstance.

5.4 Financial Viability
The interim provider must be able to demonstrate financial viability and readiness
to be responsive to the immediate requirements for service provision, and to
maintain such service delivery for the duration of the anticipated timescale.
This will include, but not be limited to:
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Consideration of the management of the provider’s finances where there are
known areas of concern;
Any declaration of fraudulent activity

These criteria will be applied to each expression of interest sought. However it
may be necessary to tailor the requirements of the practice to the situation which
has arisen.
For the avoidance of doubt, only holders of GMS/PMS or APMS contracts with
the NHS Wakefield Clinical Commissioning Group will be initially entitled to be
invited to submit an expression of interest in respect of such practices where
required.
5.5 Service delivery considerations
It is key, under any temporary or longer term commissioning arrangement, that
continuity of service is maintained at levels previously provided to patients, to ensure
that any detriment to patients is minimised. In particular interim providers must
consider the following pre-requisites:





Hours – the interim provider must be able to demonstrate the ability to offer a
reasonable range of hours to meet the needs of patients;
Distance – if applicable the distance on foot, by car, and via public transport
for patients to the alternative premises would be considered. Additionally,
parking facilities would be taken in to consideration.
Premises - the interim provider’s premises would be assessed to determine
whether an increase in patients could be accommodated, considering such
factors as the reception size, number of consultation rooms, car parking etc.

5.6 Exclusions
An individual practice, partnership, consortium or other legal entity meeting this
requirement within NHS Wakefield Clinical Commissioning Group will be
automatically excluded from consideration if the organisation:








has received its most recent CQC report which has been determined as “requires
improvement” or “inadequate.” This is regardless of whether a review of one or
more of the ratings has been requested and the outcome of that review may
result in a change in rating; or
has had warning letters, a contract breach or remedial notice served at any time
within the previous twelve (12) months; or
has funding reclaimed for under performance (Network Development Framework
or Wakefield Practice Premium Contract) at any time within the previous twelve
(12) months;, or (for APMS contracts only) has had a KPI financial penalty
applied in the last contract year ending 31st March.
Is subject to any fitness to practice process
Is subject to any investigation for fraud
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For the avoidance of doubt, the 12 month period referred to above will start
immediately prior to the date the CCG invites expressions of interest.
5.7 Evaluation and contract term
An evaluation panel of suitably qualified NHS Wakefield CCG staff, (inclusive of
representation from NHS England) will independently score each bid submission
following which a moderation meeting will be held to agree a final score in respect of
each submission. The scores will then be weighted as advised in the published
criteria and the highest scoring submission will be the preferred provider to deliver
the interim service.
To allow the CCG’s to secure an alternative contracted service, following the formal
tender process, it is envisaged that the temporary contract would be for a minimum
period of 9 months and extended thereafter on a month by month basis.
This recommendation will be presented to Probity Committee for approval.
5.8 Failure to Appoint an Interim Provider
If an interim provider is not appointed via the process set out above, the scope of the
invitation may be extended to a wider geography. This is likely to include
neighbouring CGGs. This will be achieved with assistance and facilitation from
colleagues in NHS England’s Primary Care Team.
If this process fails to appoint an interim provider OR where continuation of the
service is not possible due to ownership and the continued use of the original
premises, the following options will be explored:
a) dispersal of the registered list of patients to a practice of their choice
b) allocation of patients to neighbouring practices using performance data to inform
this process, subsequently patients can exercise their choice of practice. (This
option does not meet the requirements of NHS patient constitution)
This is an emergency policy and due to time constraints there will be no appeals
process.

6. Communications
Once the preferred interim provider has been chosen and has accepted, the CCG will
inform all unsuccessful applicants of its decision in writing.
6.2 All patients on the registered list will be informed of the interim arrangements by first
class post, and all relevant departments and teams within the CCG will be notified in
order to deal with any patient enquiries.
6.3 Communications will be sent advising of the interim arrangements to:
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All GP practices
NHS England
CCG Staff
LMC
Local Council
Scrutiny Committee
MYHT
Local Pharmacy

This process will be led by the Head of Primary Care Co-Commissioning with support from
the Primary Care Operations Group and Executive Clinical Advisor.
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Appendix 1 – Framework for review
of Quality and Clinical Effectiveness
(Interim Provider)
Fully Compliant

Partially Compliant

Not Compliant

Quality and Clinical Effectiveness
Financial Viability

Provide up to date accounts (previous 3 years)
that demonstrate their viability and profitability

Below Total National Average for antibiotics per STAR PU

more than 95% of points
and >1 patients added
back into cohorts or less
than 95% of points
achieved and 0 patients
added back in
Some warning letters or
breach notices issued or
action plans in
place/approaching review
same as national average

Outstanding

Good

more than 95% of available points achieved and 0
patients added back to cohorts due to exception
reporting
QOF
no warning letters or breach notices issued and
no remedial action plans in place/achieving
Contractual Compliance
Prescribing
CQC Compliance (if not visit use NHSE
indicators
Childhood Imms
Seasonal Flu
Cytology
No of GP's/ANP ratio to 1000 pts
Access and Patient Satisfaction

=>90%
=>75%
=>80%
.55 wte (based on 1800 pts per wte)
Using GP National survey data - above the CCG
average

equal to or within 5% of
CCG average

less than 95% of available
points achieved and 1 or
more patients added back to
cohorts due to exception
reporting
warning letters and breach
notices issued and remedial
action plans in place/ under
review
above national average
requires
improvement/inadequate
<90%
<75%
<80%

below 5% of CCG average
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