
 

 
Joint Co-Commissioning Committee Agenda 

 
Thursday 28 July 2016, 10:00am-11:15am 

(Meeting cancelled; Papers distributed electronically and comments/feedback to be 
sent to Emily Perry Emily.Perry@enhertsccg.nhs.uk and Bryony Matthews 
Bryony.Matthews@enhertsccg.nhs.uk by end of day Tuesday 2 August) 

 
Part I – Public Meeting 

Chair – Yvette Twumasi-Ankrah  

Item Subject 
 

Report Action   Indicative 
Timings 

1.  WELCOME AND APOLOGIES FOR 
ABSENCE Chair - 

 
Verbal 2 

2.  DECLARATIONS OF INTERESTS 
To receive any new declarations of 
interest or declarations relating to 
matters on the Agenda. 

 
Chair 

 
- 

 
Verbal 

 
3 

3.  MINUTES OF THE LAST MEETING 
AND MATTERS ARISING AND 
ACTION LOG  
To approve the minutes of the Joint 
Co-Commissioning Committee 
meeting held on 21 April 2016 and 
review action log  

Chair Approval Enclosed 8 

STRATEGY/POLICY 
4.  NHSE primary care budget 2016-17 

update  
 

Locality Director 
NHSE Central 
Midlands 
 

Information 
and 
Discussion 

Enclosed 8 

5.  Primary Care Strategy Update  Director of 
Commissioning 
ENHCCG 
 

Information 
and 
Discussion 

Enclosed 7 

QUALITY/SAFETY 
6.  Quality & Risk Sharing Group Report  

 
Quality Lead, 
ENHCCG 
 
 

Information 
and 
Discussion 

Enclosed 
 

8 

7.  Seasonal Influenza Director of 
Commissioning 
ENHCCG 
 
 
 
 

Information 
and 
Discussion 

Enclosed 8  

 

mailto:Emily.Perry@enhertsccg.nhs.uk
mailto:Bryony.Matthews@enhertsccg.nhs.uk


 

 
 

 
Resolution to exclude members of the press and public 

• The Joint Co-Commissioning Committee resolves 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, in 
accordance with the Public Bodies (Admissions to Meetings) Act 1960. 

OPERATIONAL 
8.  Premises, Estates and Technology 

Transformation Fund & SEP Update 
Assistant 
Director 
Premises, 
ENHCCG 
 

Information 
and 
Discussion 
 
 

Enclosed 
 

8 

9.  APMS Procurement Update GP and 
Pharmacy 
Contract 
Manager NHS 
England 
 

Information 
and 
Discussion  

Enclosed 
 

8 

10.  Consolidated Funding Framework 
Update  

Associate 
Director 
Commissioning 
and Locality 
Development 
ENHCCG 
 

Information 
and 
Discussion 
 

Enclosed  8 

INFORMATIONAL 
11.  Declarations of Interest Register Chair  Information  

and  
Discussion 

Enclosed  2 

12.  Joint Co-Commissioning Committee 
Terms of Reference 
 

Chair Discussion 
and 
approval 

Enclosed 2 

13.  ANY OTHER BUSINESS  
To consider any other matters which, 
in the opinion of the Chair, should be 
considered as a matter of urgency  
 

ALL 
 

 
 

 
 

2 

14.  DATE, LOCATION & TIME OF 
NEXT MEETING  
Thursday 20 October 10am – 
1:30pm Focolare Centre for Unity, 
69 Parkway, Welwyn Garden City, 
Room 1 
 

ALL   1 

 



 

Agenda Item No: 3 

Date of Meeting: 28 July 2016   
 

Joint Co-Commissioning Committee in Public 

Paper Title: 
Draft minutes of the Joint Co-Commissioning Committee Held in 
Public 21 April 2016 

 

Decision       Discussion       Information       Follow up from last meeting  

 

Report author: Emily Perry, Primary Care Project Officer, East and North 
Hertfordshire CCG 
 

Report signed off by: Yvette Twumasi-Ankrah  
Chair Joint Co-commissioning Committee East and North 
Hertfordshire CCG 
 

 

Purpose of the paper: To provide the draft minutes of the previous meeting in public   

 

Conflicts of Interest 
involved:  

 

 

There were no conflicts of interest in the preparation of this 
paper 

Recommendations to the 
Joint Committee 

To review and agree the minutes as a comprehensive and 
accurate record of the previous committee meeting 

 



  

Draft 
Minutes of the Joint Co-Commissioning Committee Meeting in Public 

Salisbury Suite - Beales Hotel 
Comet Way 

Hatfield 
AL10 9NG 

21 April 2016, 10:00am 
 

   
Present: 

 
 
 
 
 
 
 
 
 
Attendees: 
 

Yvette Twumasi-Ankrah (YTA), Chair of The Joint Co-Commissioning Committee, ENH CCG 
Dominic Cox (DC), Locality Director, NHS England, Midland & East (Central Midlands) 
Sharn Elton (SE), Director of Operations, ENH CCG 
Linda Farrant (LF), Governance and Audit Lay Member ENH CCG 
Dr Alison Jackson (AJ), Governing Body GP, Lower Lea Valley, ENH CCG 
Kimberley Kingsley (KK), Deputy Director of Nursing, NHS England - Midlands and East 
(Central Midlands) 
Alan Pond (AP), Chief Finance Officer, ENH CCG 
Dr Nicky Williams (NW), GP Governing Body Deputy Chair, ENH CCG 
Harper Brown, Director of Commissioning, ENH CCG  
Stephen Makin (SM), Head of Finance, NHS England, Midland & East (Central Midlands) 
Rachel Lea, Liaison Manager (Herts), LMC 
Cath Slater, Associate Director, Quality, ENH CCG  
Deborah Kearns, GP Board Member and Co-Chair of Stort Valley and Villages Locality, ENH 
CCG  
James Gleed (JG), Associate Director of Commissioning Primary Care ENH CCG  
Nicholas Ince (NI) GP and Pharmacy Contract Manager, Primary Care, NHS England - 
Midlands and East (Central Midlands) 
Andrew Tarry (AT), Assistant Contract Manager, Primary Care NHS England - Midlands and 
East (Central Midlands) 
Emily Perry, Project Officer – Primary Care, East and North Herts CCG  
Sara Kumari, Locality Team Administrator, East and North Herts CCG 
 

  
 ITEM 

 
ACTION 

1.  Welcome, introductions & apologies  
Yvette Twumasi-Ankrah welcomed members of the committee.   
 
Apologies were noted:  
Dr Aly Rashid - Medical Director, NHS England (Central Midlands) 
Michael Taylor – Healthwatch  
 

 

2.  Declarations of Interests 
YTA asked all members to ensure all declarations of interest were clearly stated. 
 

 

3.  Minutes of the Last Meeting and Matters Arising and Action Log  
The notes of the previous meeting held on 27th January 2016 were accepted as an 
accurate record.  
Action tracker: PCS and budget information will be discussed during meeting.  
 

 
 
 
 
 

4.  NHSE primary care budget 2016-17 
Stephen Makin introduced the NHSE primary care budget 2016-17 paper to the 
committee.  SM highlighted that the paper represents a point in time – it is a draft 
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set of budgets for NHSE and ENHCCG, subject to third validation review, NHSE 
will be working on this over the next month and suggested an updated paper is 
brought back to the next committee meeting in July. 
 
NHSE published revised resource allocations for the CCG and primary medical 
services in early January. Table 1 within the paper sets out all of the non-delegated 
organisations in the Hertfordshire footprint. 
 
ENHCCG’s growth allocation is 6.3% - as part of the Pace of Change Policy. Work 
that has been done by the national team indicates that there are some issues 
around the baseline of primary medical services in East and North Herts – this will 
move to increased capitation.  
 
Organisations are taking on responsibility for primary medical services only at the 
moment. The transition to moving other services in future (ophthalmology, dental, 
community pharmacy) will be subject to national policy. 
 
From a reporting point of view, while NHSE do publish annual payments made to 
GPs on HSCIC they don’t usually report this at CCG level. 
 
NHSE have developed a methodology for budget setting and will bring back 
budgetary information at CCG level in the future – NHSE will work with the CCG on 
this to refine it. 
 
A vast majority of expenditure can be allocated to a CCG – this represents about 
97% of expenditure. 3-4% apportion based  upon methodology (e.g business rates, 
translation fees, clinical waste, costs associated with NHSPS). Work still needs to 
be done to refine this methodology. 
 
The amount spent in 2015-16 in ENHCCG is £61.83million – there was a notional 
allocation of £63 million. Although some elements of that cost base still need 
reviewing, e.g QOF achievements – these will be clarified and further refined in Q1. 
 
The budget needs to be adjusted around national changes for the GP contract – 
further validation and review is needed and the impact at practice level needs to be 
looked at. The assessment of QOF and legacy green schemes also need to be 
looked at further and aligned. The consequences of PCTF developments need to 
be viewed at practice level and reflected.  
 
The variance is just short of £1.2million. It was noted that 0.5% has been held back 
by NHSE but 1% is in the budget above.  
 
AP raised that some information needs bottoming out, e.g premises – it is important 
to know if there’s enough in the budget to support schemes.  
 
LF asked for the next update to be clear about the 1.5% being held back by NHSE. 
Highlighted that page 6 – green premises schemes, are not full aligned, queried 
what does that mean and asked for clearer language in next report.  
 
SM informed the committee that in respect of green premises schemes, there are 
revenue consequences and capital – the CCG don’t currently pick this up but going 
forward under delegated costs this would then be aligned with each CCG (charged 
to CCG).  
 
DC informed the committee that ENHCCG is in a relatively good position, some 
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CCGs are spending more than their budgets and that needs to be worked through. 
 
HB informed the committee that the ENHCCG population is growing rapidly, there 
is a 6.5% difference between actual and weighted populations – there are 
enormous pressures and local practices have demand and capacity pressures and 
how the money is used needs to be agreed quickly. 
 
Action – SM, AP, JG, HB and DC to work together outside meeting on this 
and NHSE to bring update to next meeting (28 July 2016).  
 

5.  ENHCCG Primary Care Strategy  
 
JG updated the committee on the work that has taken place on the Primary Care 
Strategy (PCS). The document was signed off by the ENHCCG Governing Body in 
April 2016. Leading up to this, a considerable amount of engagement work took 
place with member practices the LMC and the LPC.   
 
JG highlighted the importance of remembering that the document is a strategy, and 
doesn’t set out details of delivery – the mechanism of delivery will be through 
Locality Commissioning Plans and Consolidated Funding Framework (CFF) and 
will be bespoke for each locality – stakeholders will continue to be engaged as this 
happens.  It is also important to stress that although this has only just been signed 
off by GB, a lot of work has already taken place.  
 
DK highlighted that it has been a two year process to finally publish the PCS and 
that it is a working document. The CCG have come a long way in locality 
transformation in this time, particularly around the CFF.  It has to evolve and is not 
set in stone.  
 
HB signified the importance of primary care in out of hospital care – General 
Practice is the core of out of hospital services. A cultural change is needed and the 
CCG is looking across all contracts to integrate services. The CFF is looking 
towards measuring improvements at population level on health – we are looking to 
improve the lives of patients. 60% of those coming through urgent care have LTCs.  
Also we are looking to get more joint working with community pharmacy as well as 
the Vanguard scheme for care homes. The PCS is the over-arching document that 
has this information in and we are looking to pull together more coherent integrated 
plans.  
 
NI felt it was very positive that the PCS has now been published and will focus on 
the health needs of a locality rather than across the whole CCG – he felt this was 
the real strength of it. NI confirmed that many pharmacists want to do more rather 
than just dispense drugs and that NHSE are happy to work with CCG on this as 
they have close links to community pharmacy.  
 
RL highlighted that it is important to ensure GP and pharmacy work is truly 
integrated and not competitive (e.g such as issues around flu).   
 
LF welcomed the document and asked if we can translate each section into an 
image with milestones and timelines (outputs and outcomes) – feels that it would 
be good to see progress on these and that they are making a difference etc.  
 
HB stated that the PCS is integral to the CCG’s plans. Cancer, diabetes, learning 
disabilities, mental health etc are key clinical priority areas the Governing Body 
have decided to focus on. We need to look at differences in early diagnoses across 
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locality level (e.g bowel screening differences).  
 

6.  Quality and Risk Sharing Committee report 
CS informed committee that Risk Sharing Committee has recently met. The 
meeting focused on looking at intelligence that is available from different 
organisations. The Memorandum of Agreement was agreed as the Risk Sharing 
Committee need to be sure of roles and responsibilities. The focus has been on 
CQC inspections and GP survey access, they are now looking at how the group 
can support NHSE and CCG visits.  
 
JB informed group of the outcomes of CQC inspections, there have been 15 
inspections, 5 of which require improvement.  
 
National patient survey was discussed – at the last meeting it was requested to 
have more in depth access. The data shows that we are in line with the national 
picture. There is a lot of variation (e.g online booking etc in practices access 
arrangements).  Outliers in survey will be offered support.  
 
KK highlighted that the committee is an information sharing group, the first meeting 
had excellent attendance (CQC, NHSE, CCG etc), soft intelligence was shared and 
the meeting will develop as it goes on.  
 
LF declared an interest as a member of the independent audit committee of the 
CQC. LF commented on the CQC section and raised that Stockwell Lodge comes 
out as good but in some data we have seen it comes out as very low. There were 
concerns that this seems to be inconsistent.  
 
CS responded that the group wanted to use the dash board and will be working 
with CQC going forward to work together to reflect a framework. 
 
RL raised that the CQC gets all of this information and spends a whole day with a 
practice. Asked if the group are at risk of repeating the same things that CQC have 
already done? Concerns were raised that it feels like lot of work is being repeated.  
 
KK responded that although CQC do visits, it feels as if there isn’t a lot of 
communication, so it is good to have them around the table at these meetings. 
They will be agreeing with a CQC a minimum data set of info that can be shared at 
the meetings. 
 
RL commented that the group must ensure that if a practice is given an action plan 
from the CCG and CQC these need to be complimentary. 
 
JG raised that the CCG may focus on things that fall out of regulatory standards 
outside of the CQC remit and felt that the more detailed breakdown of the survey 
was very helpful.  
 

 

7.  Premises, PCTF and SEP update 
 
Declarations of interes: 
DK – GP in SV&V – there is a Herts and Essex scheme. Also property owning GP 
at Central Surgery (Central Surgery also have a scheme). 
NW – GP in ULV – there is a ULV scheme.  
AJ – GP in LLV - there is a LLV scheme. 
 
The panel met on 8 April to review bids and feedback has subsequently been given 
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to practices. The electronic portal will open in early June 2016 for three weeks – the 
CCG has been asked to upload bids in rank order.  
 
JG expects there may be greater clarity on the scheme and finances in the future 
and expects that there will be changes to cost direction. The CCG will be writing to 
practices with new information shortly asking for final business case to be sent in to 
them by 26 April.  JG highlighted the importance of finding an objective way to put 
the schemes in rank order and confirmed that the CCG will be completely 
transparent with this process.  
 
HB raised that there are great expectations and there is clearly a need out there, 
felt it would be enormously helpful if NHSE can produce the official guidance so 
that the CCG can manage expectations better.  
 
DC confirmed that further information is due to be released imminently.  
 

8.  APMS procurement update 
 
GPs were welcomed to voice their opinion but would not be involved in voting if 
there was a vote required.  
 
JG informed group that as a minimum today we need to agree if there will be any 
significant change in options going forward (e.g any stop in services). Locality view 
has been sought from WelHat and ULV.  
 
NI informed group that he will be having a phone call with the procurement team 
this afternoon. NHSE have a series of care taker contracts across the area and 
want to resolve these. It is very important to ensure good engagement takes place. 
There is a January deadline. All patients should be made aware that their current 
practice is in a care taker arrangement and engagement with patients will continue 
throughout this process.   
 
DC raised importance of looking at how this fits into locality plans etc. It is important 
to think pragmatically within the timescales as primary care strategies for each 
locality were still in development.  
 
Welwyn Hatfield - Spring House 
 
JG informed group it would be helpful to play in the localities view. WelHat localities 
view (leads and NHSE colleagues) is that Spring House should continue to run 7-
day access 8-8, however further it is felt that conversation is needed around the 
catchment area. It is felt that it is a helpful service that takes pressure off of urgent 
care.  This would be a national procurement.  
 
NW asked if there was any way of looking at the extended hours service being able 
to be used by other patients within WelHat locality.  
 
AP reminded committee that we’ve just taken away walk-ins at Spring House.  Cost 
of each patient at Spring House is much larger than other practices (£203 per 
patient weighted, average spend in other practices is approx. £105 per patient). 
Elsewhere conversations are taking place about how practices can work together to 
provide access to patients across localities.  
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Upper Lea Valley – Orchard and Ware Road   
 
A discussion took place at a meeting last week in ULV, although not all practices 
were in attendance but relevant practices were (Buntingford and Orchard) 
Buntingford growth is expected to be 4,500 with new growth and development.  
 
If patients were dispersed they would have options to go to Buntingford practice or 
one in Royston. Dispersal from Orchard was an option but not so much with 
population growth. The preference was to go back to GMS. 
 
Ware Road – has a bigger population with close links to other practices around. 
None of the other practices have capacity to take on patients so dispersal is not an 
option; procurement is the only sensible option on a like for like basis. There is an 
issue around length of contract as locality is still in discussions around how 
practices in Ware and Hertford can work together and are looking at future use of 
Hertford County Hospital - keen to look at a shorter contract as possible.  
 
The CCG have met with EHDC and discussed the option for another facility or s106 
for growth in Buntingford.  
 
RL asked how closure and dispersal supports the CCG’s Primary Care Strategy? 
 
JG highlighted that consolidation of services and being able to provide better 
consolidated practices would come as part of this if closure and dispersal were to 
happen.  
 
AP informed committee that there is greater resilience in a larger practice – e.g 
more GPs / Practice nurses etc.   
 
YTA asked group if all were happy that closure and dispersal was not an option for 
Orchard Surgery, Buntingford. 
 
AP queried whether closure and dispersal of list means loss of infrastructure? 
Could practice be dispersed and new practice still use current premises?  
 
NI confirmed that this would have to be part of any negotiations. Could be dispersal 
but not a physical dispersal. However this may be out of our control (e.g owner of 
premises may want to sell, may not).  
 
NW informed group that the localities view is for the list at Orchard to be dispersed. 
However it was felt that if NHSE won’t support dispersal, they are keen to see a 
shorter contract implemented to give flexibility in future.   
 
AP asked even with housing growth in Buntingford what do we think growth will be? 
Is it big enough for two practices working at scale? If no, we will want to bring 
practices together, why not do this sooner rather than later? 
 
HB advised that growth expected in Buntingford is 51% of what their current 
population is.  
 
YTA raised that it feels we can’t move forward, more information needs to be 
brought back. YTA asked committee if all are happy to proceed with two pronged 
approach taking into account localities view point on dispersal, and if not shorter 
contract for Orchard Surgery.  
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NI advised that patients should be consulted on all options, it is important to seek 
opinions and then put forward NHSE/CCG view.  
 
YTA – as a committee we need to put forward our preferred option: locality view is 
closure and dispersal, if that’s not viable we go to procurement for a contract.  
 
RL felt there wasn’t enough information in paper for group to make decision. Asked 
for more information in future.  
 
JG advised that some information was redacted due to discussion in public 
 
YTA re Ware Road, given discussion, asked if group are happy to move forward 
with locality view going out to procurement on a shorter term contract - 3 +2 years = 
all agreed.  
 
Spring House – 2 options, to keep like for like or make some changes. Group 
happy to agree with like for like with consultation in catchment area and access for 
Stevenage and WelHat practices (5+5). All agreed.  
 
NI – we need to look at the amount of people who are currently registered to SH 
who are out of boundary.  
 
HB raised that Spring House has 8,000 registered patients and only 59 people over 
age 75.  People travel from Stevenage because they want weekend appointments. 
We should look at working together across localities to help with access.  We need 
to see if this is affordable. Do we have one extended hour’s contract per locality?  
 
JG advised there is a need to look at how much this off-sets the cost on the urgent 
care system.  
 
YTA suggested procure like for like on Spring House on a shorter 3+2 contract.  
 
AP asked for NHSE to advise here, shorter contracts = less interest.  What are the 
possibilities of other practices out of hours being able to book into out of hour’s 
slots?  
 
NI agreed that this was something that should definitely be looked at.  
 
AP suggested extended hours stays and other WelHat patients can book into 
extended hours, although worried about value for money but could work if practice 
linked into other practices in locality for out of hours visits 
 
LF raised concerns around other localities with equal needs.  
 
YTA confirmed Spring House is looking at like for like in terms of hours – and look 
at 5+5 with a subject to being able to have booking by all practices in locality to 
extended hours. Further issues to be discussed at the consultation. Agreed 5 + 5 
like-for-like with consultation on catchment restriction and access from other 
WelHat practices outside core GMS hours. 
 

9.  Consolidated Funding Framework  
YTA asked if committee had any queries, comments or opinions on paper?  
 
None were raised.  
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10.  Declarations of Interest Register  
 
YTA advised there are gaps in this information from: 
 
Aly Rashid  
Manjit Darby  
Michael Taylor 
Michael Downing 
 
CCG will be in touch with above for information and will be coming back to 
each meeting. 
 

 

11.  Joint Committee Terms of Reference 
Need to add Cath Slater, AD for Quality for ENHCCG to TOR. 
 

 

12.  ANY OTHER BUSINESS 
Duncan Ferguson, Director of Ephedra Healthcare raised concerns from  the public 
audience. DF informed committee that the views of ULV APMS representatives 
from Orchard and Buntingford were not present in that discussion as they weren’t 
allowed to be and he feels that they should have been. HB to investigate.  
 
NW asked for update on flu campaign – would like to see data on how much flu 
activity was done by pharmacy.  
 
JG informed NW that the CCG are also chasing this this information.  
 

 
 
 

13.  DATE, LOCATION & TIME OF NEXT MEETNG 
 
Thursday 28 July 2016, Beales Hotel, Hatfield, 10am – 12:30pm  
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Meeting Date Subject Précis from Minutes - Decision/Action
Responsible 

Person/s

Deadline 

Date

Date Action Completed (by deadline 

unless stated) 

15.10.2015

Matters Arising - 2nd Round of 

Primary Care Infrastructure Fund 

(PCIF)

AP is working on a process and will provide an update at our January 2016 meeting. AP 27.01.2015

15.10.2015

Terms of Reference JG agreed to make the admendment that DC raised r.e The TOR need to be more explicit 

to say NHS England deputies can attend the Joint Committee meetings, in the absense of 

the Medical Director and Director of Nursing from NHS England.

JG 27.01.2015

15.10.2015

Committee Work Programme DK, NW, AJ and NHS England to work in partnership outside of this meeting, following the 

concerns with NHS England, which were raised by DK, NW and AJ. 

A follow up is required at January's meeting. 

DK, NW, AJ & 

NHS England

27.01.2015

15.10.2015 PMS Reviews
AT to write to all practices with the decision that has been made regarding PMS 

reinvestment funding.
AT 27.01.2015

20.10.2015

15.10.2015
Enhanced Locality Information 

Pack

ANJ happy to work with JG outside of this meeting regarding the Quality Report

ANJ & JG 27.01.2015 Quality & Risk sharing Group Report will 

now be produced by CCG with NHSE input

15.10.2015
Memorandum of Understanding 

(MOU)

SR and ANJ are meeting on Tuesday 20th October to discuss the MOU in more depth. JG to 

be in attendance at this meeting. ANJ to invite JG.
ANJ 16.10.2015

15.10.2015
Declaration of Interests - Separate 

Register

LC to circulate declaration of interest forms to committee members. All members are to 

return there forms to the secretariat by Friday 15th January 2016.
LC/ALL 15.01.2015

Majority of forms returned - on agenda for 

April meeting

15.10.2015 Any Other Business 

HB to link with DC to agree a proposed process for procurement and bring this back to 

January's meeting. HB/DC 27.01.2015 Procurement now covered at co-

commissioning working group meetings

27.01.2016 NHS Planning Guidance 2016/17– 

2020/21 HB/JG to meet with NHS England to develop draft primary care plan. 

HB/JG

NHSE Primary care 2016-17 budget data on 

agenda for April meeting - not available for 

March

27.01.2016 Primary Care Quality Report primary care quality and variation to be incorporated as an objective of the primary care 

plan being drafted by NHS England and the CCG.  

HB/DC
Quality & Risk Sharing Group Report will 

now be produced by CCG with NHSE input - 

first new report at April meeting

27.01.2016
Primary Medical Services 

Procurement Update

JG, AT and Locality Lead GPs to review locality commissioning plans in the context of re-

procurement of services.
JG/AT

13.04.16

27.01.2016

NHS England Primary Care 

Contractual Functions: Co-

Commissioning Working 

Framework

NHS England to review the DES budget to see if additional funding can be allocated locally 

to support access.
DC/NI

27.01.2016
Memorandum of Understanding 

(MOU) KK/SR to revise the MOU to incorporate process for feeding back to practices.
KK/SR Final MOU included in the Quality report 

for April meeting 

21.4.2016 NHSE Primary Care Budget 2016-17

SM, AP, JG, HB and DC to work together outside meeting on this and NHSE to bring update 

to next meeting (28 July 2016).  Premises budget and budget methodology are to be 

clarified by NHSE. 

DC/AP 28.07.2016

21.4.2016 Declarations of Interest SK from CCG to chase those on committee who still need to complete / edit DOI form SK / EP ASAP

21.4.2016 AOB - Flu
NW request update on flu campaign, including data on how much flu activity was done by 

pharmacy and plans for 2016 / 17

AD 

commissioning 

primary care 

28.07.2016

21.04.16 Primary Care Strategy Outputs and outcomes to depicted in an image

AD 

commissioning 

primary care 

ASAP

21.04.16 Terms of Reference To include a representative from quality

AD 

commissioning 

primary care 

ASAP

Joint Co-Commissioning Committee in Public - ACTION TRACKER
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1 Introduction 
 
This paper sets out the financial position at Quarter 1 (Q1) for Primary Medical Services 
(GP Services) in East & North Hertfordshire CCG.  
 

2 Resource Allocations for Primary Medical Services 
 
Allocations for Primary Medical Services in 2016/17 were announced along with CCG, 
Specialised and ‘Total Place’ based allocations in early January. The change in Primary 
Medical Services allocations across the old ‘Hertfordshire & South Midlands Area Team’ 
(HETSOMI) footprint is shown in summary below. 
 
Table 1: Primary Care Medical Services - Allocations 
 

 
 
Primary Medical Services allocations are founded upon work completed in autumn 2014 to 
disaggregate NHS England primary care allocations. Since this point, allocations have been 
adjusted at a national level to reflect changes in national allocation policy i.e. pace of 
change, and the transfer of commissioning allocations for several GP Practices from NHS 
England (Central Midlands) to NHS England (East Midlands) [Barley, Roysia and the Health 
Centre Practice]. 
 
Costs and allocations associated with medical revalidation, suspended doctors and GP IT 
(Registration Authority functions) will remain with NHS England and are excluded from 
Table 1 above. 
 

3 Assumptions Used in Preparing the Financial Position 
 
The planning rules require commissioning organisations to plan for 0.5% contingency. In 
2016/17 all commissioning organisations are required to set aside 1% of total allocation and 
for there to be no commitments against this resource at the start of the financial year. 
Approval for spending of these monies during the year will be subject to approval by HM 
Treasury. By commissioning organisations not committing their 1% monies this creates c. 
£800m of additional headroom to mitigate in-year financial risk.  
 
While NHS England (Central Midlands) has not historically reported expenditure at CCG 
level, the majority of Primary Medical Services expenditure can be allocated directly to a 
CCG based upon the GP Practice Code. However, approximately 0.5% of the total Primary 
Medical cost base cannot be directly allocated to GP Practices (and thereby CCGs); these 
costs have been apportioned to CCGs using the following approach:- 

2015/16                                       

Allocation 

published in 

December 2014

2015/16                         

Baseline 

including 

adjustments

Closing DfT 2016/17                           

Final allocation 

after place based 

pace-of-change

2016/17                       

Final growth

2016/17                     

Final closing DfT

£000s £000s % £000s % %

NHS Corby CCG 8,065                     8,065                     -15.8% 8,921                     10.6% -11.0%

NHS Milton Keynes CCG 28,378                   28,378                   -10.8% 29,784                   5.0% -10.3%

NHS Nene CCG 79,511                   76,877                   -1.7% 80,720                   5.0% -0.6%

NHS Bedfordshire CCG 54,323                   54,323                   0.9% 56,260                   3.6% 0.2%

NHS East and North Hertfordshire CCG 64,896                   62,009                   -7.8% 65,909                   6.3% -5.7%

NHS Herts Valleys CCG 66,994                   66,994                   -7.3% 70,730                   5.6% -6.0%

NHS Luton CCG 25,769                   25,769                   -7.3% 26,895                   4.4% -7.2%

Totals 327,936                 322,415                 339,219                 5.2%



 
 

Choose an item. 

4 

 

 
 Translation fees: apportioned based upon total 15/16 directly allocated cost 
 Clinical waste: allocated based upon alignment of CCG to Local Authorities/ District 

Councils + a component is based on total 15/16 cost 
 
In assessing the forecast financial position for Primary Medical Services in East & North 
Hertfordshire the following additional factors have been included: 
 

- Assessment of impact of list size inflation on contract costs, QOF and Enhanced 
Services 

- Adjustments to allocations to reflect the transfer of PMS Review monies and Spring 
House Walk-in component to the CCG 

- Other adjustments reflecting the impact of in-year ETTF  
 
This methodology is subject to ongoing review and refinement. 
 

4 Summary Financial Position:  
 
The year-to-date (YTD) and forecast financial position of Primary Medical Services in E&N 
Hertfordshire is shown in Table 2 below. The position shown is ‘normalised’ to exclude the 
impact of any prior year issues that may impact on in-year reporting.  
 
Table 2: Normalised Financial Position vs. Primary Care allocation at Q1 
 

 
 

Q1 

Expenditure

Forecast 

Straightline 

Estimated 

Forecast 

Adjustments

Forecast Totals Comments

£000s £000s £000s £000s

Allocation 16,477 65,909 65,909

Contingency 0.5% 330 330

Forecast Allocation Changes

PMS Premia to CCG (58) (58)

Spring House WIC to CCG (692) (692) Actioned in Month 4

Subtotal Allocation 16,477 66,239 (750) 65,489

Expenditure

APMS 272 1,089 1,089

GMS 10,700 42,800 42,800

Enhanced Services 854 3,416 3,416

QOF 1,637 6,548 6,548

Prescribing/Dispensing 223 892 892

PCO 286 1,143 1,143

Premises 1,632 6,529 6,529 Reduction in Rates following 15/16 national process

Apportioned Cost 62 247 247 Costs not directly attributed to specific Practices

Subtotal 15,666 62,663 62,663

Forecast Expenditure Changes

GP List Size Inflation 249 249 As per Plan

Estimated Cost of Rent Reviews 112 112 Estimated Revenue Implications as per Plan

Estimated Cost of Premises Developments 224 224 Estimated Revenue Implications as per Plan

Revenue impact of ETTF TBC

Caretaking and Other TBC

Systems Resilience 1% to be held 659 659 1% of Allocation

Total Expenditure 15,666 63,323 585 63,908

Forecast Variance 811 2,916 (1,335) 1,581

FORECAST
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The position shows a potential £1.6m difference between full year resources and forecast 
expenditure. It should be noted that this position reflects an estimate of potential full year 
expenditure and will ultimately be dependent upon: 
 

 Actual QOF achievement based upon CQRS data;   
 Actual GP list size changes; 
 The pipeline of legacy ‘Green’ premises development schemes; 
 The revenue impact of agreed ETTF CapEx;   
 Other non-recurrent pressures i.e. caretaking fees etc. 

 
The overall financial position of Primary Medical Services across non-delegated Central 
Midlands CCGs will be considered in formulating the financial strategy agreed through joint 
arrangements – to include NHS England’s statutory financial responsibilities.  
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Annex 1: Primary Care Cost categories 
 

 
Expenditure 
Type 

 
Description 

 
How is the  
CCG Cost 

Calculated? 
 

 
Monthly 
accrual 

required? 
 

 
Core Contract 
 

   

APMS Contract 
Value 

Core Contract value for each Practice 
as agreed through a competitive 
procurement. The contract value is 
based on the global sum x weighted 
patient with extra funding for agreed 
extended hours. The contract is paid in 
12ths and adjusted for changes in 
weighted list quarterly 

By practice 
mapped to 
CCG 

No, unless 
invoice not 
received 

GMS Global Sum Core contract payment for GMS 
practices. Global Sum rate x weighted 
patients for each practice. Adjusted 
quarterly for changes in weighted 
patients. Includes a fixed payment for 
temporary residents.  

By practice 
mapped to 
CCG 

No 

MPIG Fixed payment to GMS practices to 
reflect the difference in funding for 
each practice between the Global sum 
and the core funding prior to the New 
GMS contract. MPIG is reducing by 
1/7th each year from the 13/14 
baseline. Not all practices receive an 
MPIG. Paid in 12ths. 

By practice 
mapped to 
CCG 

No 

PMS Baseline Core contract for PMS practices which 
includes the growth funding and any 
premium above the global sum rate.  
All PMS practices are reverting to GMS 
and the PMS premium is being 
reduced over 7 years. Resources 
released from reduction in premiums 
will be made available to CCGs to 
reinvest in local Primary Care services. 
 

By practice 
mapped to 
CCG 

No 

PCO Seniority Paid to GMS practices quarterly and 
PMS practices monthly the payment is 
made to the practice but reflects the 
number of years’ experience each GP 
partner has. Seniority is being phased 
out – and by 21/22 will cease. The 
funding released is being reinvested in 
the global sum. 

By practice 
mapped to 
CCG 

Received 
Quarterly in 
arrears so 
accrual 
required in 
first 2 months 
of each 
quarter 

QOF QOF aspiration payment equates to By practice No accrual for 
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70% of the previous year’s 
achievement for each practice. It is 
paid in 12ths with the core contract 
payment. QOF achievement is paid in 
June in the following year and equates 
to the total achievement for the 
practice, as calculated by CQRS, less 
the aspiration payments made in year. 
 

mapped to 
CCG 

aspiration but 
accrual for 
anticipated 
achievement. 

 
Enhanced 
Services 
 

 
Paid directly to practices only if signed 
up to the EHS 

  

Unplanned 
Admissions 
(Proactive Care) 
 

The payment is based on the raw list 
size of the practice and is dependent 
on the practice achieving specific 
elements.  
Unplanned admissions payment is 
£2.87 per raw patient paid in 5 
instalments.  4 quarterly payments and 
a final 5th payment after the year end. 
Practices must meet key requirements 
to receive the whole payment. 
 

By practice 
mapped to 
CCG 

Accrual 
required all 
year 

Dementia, 
Learning 
Disabilities 

Activity and payment for all these EHS 
are collected and calculated on CQRS. 
Timely diagnosis of dementia is paid in 
2 components. Component 1 is paid to 
each practice signed up at 37p per 
registered patient. Component 2 is 
calculated by dividing the number of 
patients diagnosed in the practice 
divided by the total number diagnosed 
nationally x £21m. This is calculated at 
the end of the year. 
Learning difficulties EHS is paid at 
£116 per review of a patient on the 
Learning disability register. Payments 
are paid quarterly. 

By practice 
mapped to 
CCG 

Accrual 
required all 
year 

Minor Surgery Practices provide quarterly claim of 
Minor Surgery procedures carried out 
in the previous 3 months.  

By practice 
mapped to 
CCG 

Received 
Quarterly in 
arrears so 
accrual 
required in 
first 2 months 
of each 
quarter 

Extended Hours Extended hours DES payments are 
monitored by PCC and paid quarterly in 
accordance with the national 
specification at £1.90 per registered 

By practice 
mapped to 
CCG 

Received 
Quarterly in 
arrears so 
accrual 
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patient. 
 

required in 
first 2 months 
of each 
quarter 

Translation 
Services 

 Apportioned to 
HETSOMI 
practices 
based upon 
15/16 total 
spend 

Accrual 
required all 
year 

 
Prescribing & 
Dispensing 
 

   

Prof Fees 
Prescribing 
Prof Fees 
Dispensing 
Dispensing 
Quality Scheme 
 

Payment generated by NHSBSA and 
paid through NHAIS 
Professional fees prescribing are paid 
to all non-dispensing practices and are 
fees for dispensing an item directly to a 
patient. The majority of the fees are for 
dispensing vaccines e.g. flu in the flu 
campaign. Payments are made 
monthly and lag by 3 months. 
Professional fees dispensing are paid 
only to dispensing practices for patients 
eligible to use the dispensing service 
provided by the practice. Payments are 
made monthly and lag by 3 months. 
The dispensing quality scheme is only 
payable to dispensing practices to 
reward quality dispensing and is paid 
after the year end. 

By practice 
mapped to 
CCG 

Fees paid 2 
months in 
arrears so 
accrual 
required.   

 
Non Practice 
Specific Costs 
 

   

GP Occupational 
health 
Locum 
Adop/Pat/Mat 
leave 
Locum Sickness 
 

All the below cannot be apportioned to 
practice based on usage.  
Locum cover for Sickness and 
maternity leave will fluctuate at CCG 
level each year with individual practices 
requiring support intermittently. 
Payment generated through claim to 
DCO Team.  
 
 

Apportioned to 
CCGs based 
upon Total 
Cost 

Accrual 
required 

 
Premises 
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Actual rent 
Cost rent 
Notional rent 
Health Centre 
rent 

100% of rental space used by GPs for 
NHS services is reimbursable by DCO 
Team.  
Actual rent includes rent paid by the 
GP as a tenant to a private landlord. 
Cost rent is the reimbursement of the 
mortgage cost of a GP who has bought 
the premises. 
Notional rent is paid to a GP who owns 
the premises. The value is determined 
by the district valuer and reflects a fair 
market rent. 
Health centre rent is the rent paid by a 
GP who is a tenant in a NHS property. 
There is no single process for 
reimbursing practices for rent as each 
rental time has a slightly different 
system and different agreement have 
developed over time. The majority of 
PMS are reimbursed monthly through 
their contract payment.  

By practice 
mapped to 
CCG 

Accrual and 
prepayment 
required 

Business Rates 
Water Rates 
Clinical Waste 
Trade Refuse 

To have their Business rates 
reimbursed the practice must send the 
rates invoice to SBS. The invoice is 
reimbursed in total immediately even 
though the practice may pay in ten 
monthly instalments 
Clinical waste is provided through a 
mixture of central contract held by the 
DCO Team and direct payments made 
by practices (reimbursed).   
Trade refuse is no longer reimbursed 
by NHS England. 

By practice 
mapped to 
CCG 
 

Accrual and 
prepayment 
required 
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Annex A
2016-17 2017-18 2018-19 2019-20 2020-21

Investment

+ 4bn over
2016/17 = £ 3.9bn
2020/21 = £12.0bn
                    £             14%

£3.9bn
+£500m 'turnaround' 
package
E+N Herts £1m Recovery 
Capital Costs

£12bn +14%

Care Redesign

Clinical Leadership
E + N Herts Locality Leads

New Models of Care 
VANGUARD Programme

Super Partnership 
Federations
Clinical Hubs
New VOL.GMS Contract
30,000+ population
Integrated Primary + 
Community Services

Workforce 

Rentention Return to 
Practice (£10K incentive)
Recruitment:
Accuracy staffing figures?

Practice Nurse 
Recruitment
Physician Assistants
Practice Managers

1,500 Co-Funded 
Clinical Pharamcists

3,000 Fully-Funded 
Mental Health Theorists
5,000 more GPs

Workload

Vulnerable Practices
Programme
Performance building
£500m investment

Practice Infrastructure

£900m available 
100% Reimbursement  
some Practice 
Development
Record Sharing (IM+T)
July 2016 - New GP 
Indemnity Scheme
CQC - Inspections 
streamlined 5-year 
intervals (GOD)

GP FORWARD VIEW OVERVIEW



Annex B
April May June July August September October November December January February March

 National GP FORWARD VIEW  Published 
 CCG
Primary Care Strategy

 GP Approval 
Strategy

 Primary Care Steering Group
Dates 
Established 1st Meeting 2nd CFF

3rd 
CFF
Appeals 4

 Locality Primary Care 
Development Plan

 National 
Patient 
Survey

 Consolidated Funding 
Framework (CFF)

 GP 
Approval

 Planning £2.10 * * * *

1st Draft 
3- year CFF

 Final draft  GB Sign 
off 
3-year CFF

 Frail/75+
 Cancer
 LTC

 Locality 
Reviews x 6
 GB 
Workshop

 Estates + Technology 
Transformation Fund (ETTF)

 NHSE 
Evaluation  Result?

Established Submitted 
11 bids

 IM+T Q1

Annual Action plan HBLIT
E referrals
Information-sharing agreement
Risk Stratification (Meds Analytics)

Following Approval
 Recruitment 
Mobilisation for 
Primary Care CFF

Steering Group Meetings

EAST AND NORTH HERTS CCG PRIMARY CARE AGENDA 2016-17

 Localities to develop Primary Care Improvement Plan

PCPA Appt 4 months

Local Estate Forum (LEF)

Q2



Annex C

Priority Cliniical Areas 
for Local Population

 Baseline Mortality 
Morbidity

  
Outcome Ambitions 

2020/21

 Avoidable Deaths U75

 Locality 
Commissionin
g Priorities CCG

CANCER
   Breast
    Lung
    ColoRectal

Provider Service 
Integration Agenda

 RESPIRATORY
    Asthma
    COPD
 MENTAL HEALTH
    SM1
    LD

Social Care Primary Care Community Mental Health
Home Care Community

Pharmacy
General Practice DGH

A+E
NEL
0-ILOS 
Reduction

Tertiary
Cost 
Control

 Locality 
Service 
Integration 
Priorities

URGENT CARE  Home First
 Rapid Response
 AIHVS
 Winter Pressure 
Capacity
 VANGUARD CARE 
HOME SERVICES
 End of Life Care

LTC  CHC
 Diabetes Care
 Dementia Care
 Respiratory Care

PLANNED CARE  Cancer
 Cancer 2WW

 Maternity
 T + O
 Opthalmology

Locality Information Pack (LIP)

EAST AND NORTH HERTS INTEGRATED COMMISSIONING AND PROVIDER FRAMEWORK

Locality Commisioing Agenda

 A+E 4 hrs
 Cancer 62 days

 Referral Waiting 18 weeks

ICPB - Locality Director

CFF - Co-ordinator/
Manager

Out of Hospital Services
Acute

Performance Improvement NHS Constitution 



Annex D

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Outcome

JCC 28 July - JCC meeting - CANCELLED 8 September - part 2 meeting to 
discuss delegation proposal

20 October - JCC meeting 26 January - JCC meeting 

Primary Care 
Steering Group 2 June - First PCSG meeting 

7 July - PCSG meeting (CFF focus)
Agree terms of reference 18 August - PCSG meeting (CFF focus)

1 September - PCSG meeting (CFF 
focus) 6 October - PCSG meeting 10 November - PCSG meeting 8 December - PCSG meeting 5 January - PCSG meeting 2 February - PCSG meeting 2 March - PCSG meeting To move ahead with Primary Care projects such as CFF 

Agree the scheme details for CFF 2016/17 
and agree locality plans for £2.10 planning 
monies

CFF - New Plans
Locality plans for £2.10 
completed

Locality plans approved
Locality plans for years 2-4 of CFF Locality plans approved

CFF- Continuation Upfront payment made
Guidance on metrics and monitoring 
circulated Quarterly monitoring submitted Quarterly monitoring submitted  

IM&T 19th April 2016 24th May 2016
5th July 2016
26th July 2016 23rd August 2016 20th September 2016 18th October 2016 15th November 2016 13th December 2016 No date fixed No date fixed No date fixed

GP SystmOne Migrations 
(single electronic patient 
record system)

GPs can access a single source of information, detailing a patient’s contact with the health service (heavily linked to hospice and acute S1 
deployments).

Map of Medicine (making 
clinical care safer, more joined 
up, and easier to access)

Standardised approach to clinical diagnoses and patient referrals.

GP Data Extraction 
(enhancing risk stratification)

ENH - ENH Update: successful extraction of 
EMIS and SystmOne practice data (not fully 

pseudonymised and therefore unusable) 
Ability to analyse pseudonymised GP Practice data (EMIS + S1) in Mede Analytics.

Hospice SystmOne Migrations 
(greater sharing of electronic 
patient records across H&SC) S1 Go-live (IH) S1 Go-live (GHH)

Full access to S1 and EPaCCS, enabling hospice clinicians to review, update and share (in a standardised format) key patient information 
with relevant professionals e.g. GPs.

Acute SystmOne Migrations 
(greater sharing of electronic 
patient records across H&SC)

Full access to S1 and EPaCCS, enabling acute clinicians to review, update and share (in a standardised format) key patient information 
with relevant professionals e.g. GPs.

Electronic Prescriptions 
(electronic information 
sharing)

ENH - ENH Update: 63% of Practices Live 
with EPS 

NT -National Target (NHSE): 80% of 
repeat prescriptions transmitted 

electronically by 31 March 17
GP practices can transmit prescriptions electronically.

Summary Care Record 
(electronic information 
sharing)

Capture information electronically and share it with other professionals.

GP2GP (electronic 
information sharing)

NT - National Target: 100% of patient 
records transferred between practices 
using GP2GP functionality by March 

2017 

Seamless transfer of patient information at discharge, admission or referral.

Patient Online Services 
(electronic information 
sharing)

NT -National Target: 10% of registered 
patients using one or more online 

service by 31 March 17 
Patients can book appointments, order repeat prescriptions, and view their GP records online.

Premises
Complete LES, upload onto 
portal NHSE Central Midlands review ETTF bids NHSE Moderation of ETTF bids

NHSE informs CCGs outcome of ETTF 
review and moderation Work up approved schemes - ongoing Meet NHSE approval parameters

STP completes
Upload ETTF bids onto NHSE 
portal

Due Diligence and project start of 
approved schemes

Vulnerable practice Diagnotic Tool finalised
w/c 18th July - First pilot site for diagnostic 
tool

Wider roll out of diagnotic tool to second 
phase practices Major roll out

1. Diagnostic feedback to practices
2. Diagnostic tool feedback to CCGs via 
information sharing meetings
3. Development of actions plans for 
practices / localities following the 
outputs of the diagnostic

Secure improvements in vulnerable GP practices to help build resilience in primary care and to 
support delivery of new models of care. This will provide support to practices under pressure 
ensuring patients have continued access to high quality care.

CCG/ NHSE Co-
commissioning 
meetings 
Co-Commissioning 
decision (delegated, 
joint)

Paper to have been produced setting 
out benefits and disbenefits of full 
delegation Consultation with localities Consultation with localities

CCG to make a decision about whether 
to apply for level 3 status (fully 
delegated) Decision to be made on CCG's co-commissioning status 

Research 

5 May - Research Governance 
and Strategy Group (RGSG) 
meeting

4 August - Research Governance and 
Strategy Group (RGSG) meeting

Agree Chairmanship of group
Recruit for CRN/CCG admin assistance 
post 

9 Nov - Research Governance and Strategy 
Group (RGSG) meeting

CRN/CCG admin assistance post holder 
starts

Date TBC - Research Governance and 
Strategy Group (RGSG) meeting

Approximate month report due from 
Generating Healthcare Ltd. outlining  
key achievements/ milestones and 
evidence of progress for locality 
research assistance role funded by the 
CCG

Amend TOR if necessary to 
be reviewed at May 2016 
RGSG meeting

Excess Treatment Costs and any other research queries to be managed with group where necessary 
via email 

Increase research participation across East and North Hertfordshire 
31st March 2017 - Increase the 
recording of Preferred place of 
death, People dying with an 
advanced care plan and DNACPR 
in place by 10%

31st March 2017 - To achieve all 
of the KPIs by 30th March 2017 and 
to use this information to inform 
and engage with key stakeholders 
to demonstrate the benefits of our 
CEPN with the aim of securing 
future funding.

Collaboration:
- Engage with key stakeholders to promote collaborative working and inter professional learning
- To create educational links with community pharmacies
- Work with Universities to evelop capacity and educational resources

Workforce planning:
- To collect and collate workforce data for GPs, GPNs and Practice Staff across the 60 practices in ENHCCG
- To use this data to inform locality and federation workforce plans

Workforce Training Placements:
- Increase the numbers of learning placements for nurses in primary care for both undergraduates and postgraduates
- Increase GP recruitment by establishing the Post STGP Fellowship Scheme

New Ways of Working:
- Promote interprofessional and integrated learning, focusing initially on diabetes, that is fit for the furture models of 
service delivery to meet the care need of the local population.
- To support and facilitate education of Community Pharmacists
- To support and promote Nurse Preceptorships

Sustainability
- To identify sustainable funding for the CEPN
- To closely monitor the KPAs and outcomes of the CEPN
- To cultivate furture partnerships, especially with federations and the ICPB

x7 confirmed practice migrations

Continuing development of clinical pathways 

On-going implementation work

To be confirmed - cannot progress work until governance issues have been resolved in full 

Meetings take place with NHSE and CCG on Tuesday afternoon's every other week

Local Estates Forum (LEF) meetings take place on a monthly basis with key stakeholders involved including providers, NHSE, Essentia and CHP to discuss property issues (no LEF meeting in August 2016) 

On-going work to increase/sustain practice utilisation

On-going enhancements 

On-going work to increase/sustain practice utilisation

On-going development of online services - services by 31 March 2017.

Apps for patients to access services - GP practices will receive guidance on signposting the availability of apps to patients to allow them to book online appointments, order repeat prescriptions and access their GP record. Apps will be clinically and technically validated through the GPSoC programme during 2016/17 before being made available to patients. Technical support for patients in using the Apps will be provided by the App suppliers.  Online access to clinical correspondence - GP practices will provide patients with online access to clinical correspondence such as discharge summaries, 
outpatient appointment letters, and referral letters unless specific requirements of the Data Protection Act 1998 apply to restrict this. GP practices will have the facility to make available online only those letters received from a chosen prospective date which will be no later than March 2017.

1st August 2016 - To collate current workforce 
skill mix data for GPNs from all practices in the CCG.

1st Spetember 2016 - Appoint at least 6 GP 
fellows by 1st September

15th September 2016  - To share this data 
with Localities and Federations via the GP 
Locality Leads for Workforce Planning  and 
Education

1st October 2016 - Develop a multi-
professional educational programme with an 
emphasis on developing closer working 
relationship with community pharmacy with the 
first workshop delivered by 1st October

1st October 2016 - Increase the number of 
approved GPN mentors acrss the CCG to at least 
16.

1st October 2016 - Achieve at least 4 
preceptorship placements for GPNs.

1st November 2016 - Achieve at least 6 placements 
of undergraduate nursing in primary care.

1st December 2016 - Develop a multi-
professional educational programme with an 
emphasis on developin closer working 
relationship with GPNs, Community Nurses, 
Pharmacy, Hospice, Macmillian and secondary 
care with the first workshop delivered by 1st 
December

Workforce 1st July 2016 - Meet with LPC Chief Officers and Key 
Community Pharmacy Representative by 1st July.

1st July 2016 - Meet with senior representatives from 
Hertfordshire University on a regular basis to further 
develop education resources

PRIMARY CARE INTEGRATED BUSINESS CYCLE

Undertake visits and provide support to any 
practices highlighted as requiring 
improvement following CQC Inspection

Undertake visits and provide support to any 
practices highlighted as requiring 
improvement following CQC Inspection

To invite exisiting CCG patient reps to attend 
any practice quality visits in agreement with 
NHSE

24 February 2017

Undertake visits and provide 
support to any practices 
highlighted as requiring 
improvement following CQC 
Inspection

Review how Primary care quality 
issues feed into the CCG 
Governance arrangements and 
making any recommendations 
required

Quality Monitoring
- To have in place an agreed quality monitoring process with NHSE including tools and templates
- To provide support to practices who are identified as requiring improvement
- To establish clear governance processes regarding primary care quality both with NHSE and linking into exisiting CCG 
Governance processes
- To develop the CCG's input on the Information and Risk Sharing Group by improving collation of quality intelligence 
locally through DATIX and by developing improved links with the locality management structures to develop 
mechanisms to feed in quality issues.

Developing Quality Team
- Develop the existing quality team in relation to knowledge regarding primary care quality 

Developing the Patient Network Quality in Primary Care Quality
- A number of sessions to be delivered to the Patient Network Quality to inform them of current responsibilities in 
relation to quality of practices within co-comissioning arrangements.

Amend process based on pilot and agree with 
NHSE.  Use template for any visits going 
forward.

Undertake visits and provide support to any 
practices highlighted as requiring improvement 
following CQC Inspection

Attend the Patient Network Quality to discuss 
CCG role in primary care quality monitoring 

26 August 2016

Undertake visits and provide support to 
any practices highlighted as requiring 
improvement following CQC Inspection

Review how Primary care quality issues 
feed into the CCG Governance 
arrangements and making any 
recommendations required

Undertake visits and provide support to any 
practices highlighted as requiring 
improvement following CQC Inspection

Review quality intelligence gathering 
regarding primary care including how this is 
managed and fed through the information 
and risk sharing group.

28th October 2016

Undertake visits and provide support to any 
practices highlighted as requiring improvement 
following CQC Inspection

Undertake visits and provide support to any 
practices highlighted as requiring 
improvement following CQC Inspection

30 December 2016

Quality/Safety CQC 

29 April 2016

Undertake visits and provide 
support to any practices 
highlighted as requiring 
improvement following CQC 
Inspection

Develop a draft quality visit process and 
templates and agree with NHSE.

Undertake visits and provide support to 
any practices highlighted as requiring 
improvement following CQC Inspection

24 June 2016

Pilot new process within a GP Practice.

Undertake visits and provide support to any 
practices highlighted as requiring improvement 
following CQC Inspection

Outputs and Milestones
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This report reviews the latest information available for a number of quality indicators relating to GP 
Practices in ENHCCG. 

1. Care Quality Commission (CQC) Inspections 

To date a total of35 Practices have been inspected under the new CQC regime.  Of the practices 
inspected to date whose reports have been published, the following outcomes have been achieved. 
 

Correct as at 12th July 2016 
 

21 practices rated as ‘Good’ 
• Spring House, Welwyn Garden City 
• Lister House Surgery, Hatfield 
• Birchwood Surgery, Letchworth 
• The Castlegate Surgery, Hertford 
• Stockwell Lodge Medical Centre, Cheshunt 
• The Maples, Broxbourne 
• Ashwell Surgery, Baldock 
• Baldock Surgery, Baldock 
• Courtenay House Surgery, Hitchin 
• Regal Chambers, Hitchin 
• Central Surgery, Sawbridgeworth 

 

• Hailey View, Hoddesdon 
• Dolphin House, Ware 
• Hanscombe House, Hertford 
• King George Surgery, Stevenage 
• The Medical Centre, Buntingford 
• Wallace House Surgery, Hertford 
• Bridge Cottage Surgery, Welwyn Garden City 
• Burvill Surgery, Hatfield 
• Wrafton House Surgery, Hertford 
• Puckeridge and Standon, Ware 

A further 6 practices rated as ‘Requires Improvement’  
• Abbey Road Surgery, Waltham Cross  
• Park Lane Surgery, Broxbourne  
• South Street Surgery, Bishops Stortford  
• Church Street Partnership, Bishops Stortford  
• The Limes Surgery, Hoddesdon    
• Cromwell Medical Centre (NEW published 12th July 2016) 
 
The CQC are part of the Information and Risk Sharing Group so information can be shared regarding 
any concerns or issues.  

Action being taken by the CCG: 
• The CCG has undertaken supportive visits to Abbey Road Surgery, Park Lane Surgery, South 

Street Surgery and Church Street Partnership  that were rated overall as ‘requiring improvement’ 
to review their action plans, seek assurance that actions were being implemented and offer 
support to the practice as required.   Visits are being arranged to the remaining two practices.  
To date the majority of practices have made good progress with implementing their actions and 
where there are shortfalls the CCG is providing additional input and support. 

 
 
 

 Outstanding Good Requires 
Improvement 

Inadequate Inspected 
awaiting 
outcome 

 
Overall rating 
 

 

0 
 

21 
 

6 
 

0 
 

8 

2 
 



 

2. National GP Patient Survey 
 
The July 2016 publication of the patient survey results has recently been published, this related to 
fieldwork carried out from July – Sept 2015 and Jan – Mar 2016.  A response rate of 43% was 
achieved and the summary of results for East and North Herts is as follows: 
 
2.1 Access and Experience (Average of 4 indicators) 
The table below shows the average for the practices with an average in the lowest and highest 
national decile.  The 4 indicators included in this metric are: 
 
• Ease of getting through on the phone 
• Overall experience of making an appointment 
• Overall experience of the GP Surgery 
• Recommending the practices to someone new to the area 
 

 Ease of 
getting 

through on 
the phone 

Overall 
experience 

of making an 
appointment 

Overall 
experience 

of GP 
surgery 

Recommend 
GP surgery 
to someone 

who has 
just moved 
to the local 

area 

AVERAGE 
OF 4 

INDICATORS 

NATIONAL 70% 73% 85% 78% 77% 
CCG 61% 66% 82% 74% 71% 

LOWEST AVERAGE SCORES (LOWEST NATIONAL DECILE) 

STOCKWELL LODGE MED.CTR. 14% 25% 30% 19% 22% 
CHURCH STREET PARTNERSHIP 26% 30% 58% 51% 41% 
STANHOPE SURGERY 35% 41% 53% 42% 43% 
ABBEY ROAD SURGERY 27% 49% 66% 50% 48% 
PEARTREE LANE SURGERY 32% 42% 69% 56% 50% 
WALLACE HOUSE 35% 50% 72% 52% 52% 
SOUTH STREET SURGERY 46% 55% 74% 59% 59% 
BIRCHWOOD SURGERY 26% 56% 82% 72% 59% 
WRAFTON HOUSE SURGERY 41% 50% 79% 67% 59% 
KNEBWORTH & MARYMEAD  60% 58% 65% 53% 59% 
THE NEVELLS ROAD SURGERY 46% 48% 82% 67% 61% 
HIGEST AVERAGE SCORES (HIGHEST NATIONAL DECILE) 
ORCHARD SURGERY 92% 97% 93% 84% 91% 
HANSCOMBE HOUSE SURGERY 97% 84% 95% 93% 92% 
 
Practices in the lowest national decile 
Stockwell Lodge continues to be an outlier when reviewing the average of these 4 indicators with 
the lowest score in the CCG and also the lowest score of the 7732 practices nationally.  The practice 
is the lowest scoring in the CCG for ease of getting through on the phone (14% easy), overall 
experience of making an appointment (25% good), overall experience of GP surgery (30% good) and 
recommending the practice to someone (19% yes).   However the Practice has one of the highest 
number of surveys returned in the CCG.  These results are disappointing given the support provided 
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to the practice in the form of regular visits.  Since the last NHSE/CCG visit in April, the practice have 
concluded their own internal patient survey to review access issues, this was undertaken 
independently by their PPG during March – May 2016.  In summary patients reported it being quite 
difficult or very difficult to make an appointment (40%), however the other parameters reviewed 
yielded more positive results.  The PPG have put a number of recommendations to the practice 
following the survey. 
 
A further visit is planned to the Practice this will include a full site quality visit by the quality team in 
addition to a review of access by the NHSE/CCG Commissioning team.  In addition the CCG will 
review the GP Survey results against the local survey in order to determine specific areas for target 
at the visit. 
 
Other practices within the bottom 10 in Central Midlands ranking for access and patient experience 
include: Church Street Partnership, Bishop Stortford , Stanhope  and Abbey Road.  In addition all of 
these practices are below the CCG and the National average. 
 
Practices in the highest National Decile 
Hanscombe House Surgery was the highest scoring practice in the CCG area for access and patient 
experience, with an average score of 92% exceeding both the National (77%) and CCG (71%) average 
scores, followed by Orchard Surgery (91%). 
 
2.2 Quality of GP Appointment 
The following practices were in the lowest and highest national decile for the average of these 
questions. 
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ABBEY ROAD SURGERY 79% 77% 71% 63% 72% 87% 75% 

BEDWELL MEDICAL CENTRE 82% 78% 72% 67% 75% 88% 77% 

STOCKWELL LODGE MED.CTR. 46% 59% 46% 39% 54% 74% 53% 

WATTON PLACE CLINIC 73% 75% 77% 71% 68% 87% 75% 

STANHOPE SURGERY 57% 62% 60% 57% 52% 73% 60% 

PARSONAGE SURGERY 92% 98% 94% 93% 95% 98% 95% 

PUCKERIDGE & STANDON SURGERY 94% 97% 95% 95% 97% 98% 96% 

ORFORD LODGE 93% 97% 95% 94% 96% 96% 95% 
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2.3 Quality of Nurse Appointment 
The following practices were in the lowest and highest national decile for the average of these 
questions. 
 
Practice name 
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WALLACE HOUSE 85% 84% 79% 73% 76% 76% 79% 

ABBEY ROAD SURGERY 87% 83% 81% 72% 82% 77% 80% 

CHURCH STREET PARTNERSHIP 86% 84% 79% 75% 81% 74% 80% 

STOCKWELL LODGE MED.CTR. 69% 70% 62% 53% 68% 71% 66% 

ASHWELL SURGERY 98% 97% 96% 92% 97% 92% 96% 

MUCH HADHAM HEALTH CENTRE 98% 98% 96% 93% 98% 86% 95% 

AMWELL STREET SURGERY 100% 100% 95% 98% 98% 80% 95% 

THE MALTINGS SURGERY 100% 100% 98% 100% 100% 89% 98% 

 
Overall it is clear there are some frequently outlying practices within the survey results, namely: 

• Stockwell Lodge and Abbey Road (all with 3 outlying average indicators) 
• Church Street Partnership, Stanhope Surgery and Wallace House (all with 2 outlying average 

indicators) 
 

Action being taken by the CCG: 
In addition to the actions identified above in relation to Stockwell Lodge the CCG will undertake a 
review of the individual 3-month surveys results for the above practices.   The aim will be to 
ascertain performance over the last 6 surveys, in addition to obtaining wider data collection on 
access systems and processes/issues to help put the survey results in perspective.   Comparison will 
also be made with the practices who consistently perform well in the survey to identify areas of 
good practice. 
 

3. Friends and Family Test – GP Data 
 
The results of the FFT March – April 2016, show the following: 
 
The 4 practices with the highest responses (over 100) for the 2-month period are: 
 

PRACTICE 
Number of 
responses 

Recommend 
– Ave% 

The Maples 281 89% 
South Street Surgery 287 86% 
Burvill House Surgery 138 88% 
Spring House Medical Centre 122 97% 
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34 practices have obtained less than 10 responses per month; with 10 practices reporting no 
responses during either month, this is an increase from the last data presented where only 4 
practices reported 0. 
 
It is difficult to draw any comparative conclusions on recommendation levels due to the large 
variance in response rates.  However there is opportunity to provide support to those practices who 
do not currently undertake the FFT or have low limited response rates.   
 
It is a little disappointing to note that the NHSE FFT spotlight week in March appears to have had 
limited impact in terms of improving participation and response rates. 
 
Action being taken by the CCG: 
The CCG will offer support to the 10 outlying practices with no responses to help improve their 
friends and family participation and response rates. 
 

4. Joint NHSE and CCG Quality Visits Update 

Further to the last JCC meeting and follow up visits to Abbey Road Surgery and Stockwell Lodge 
Surgery on the 11th April, both practices have been provided with an action plan to address the 
issues identified.  Update reports on progress with implementing their actions have been requested 
for review prior to arranging further follow-up visits. 

A new visit template has been developed for future quality visits, this has been developed around 
the CQC key lines of enquiry.   

5. Primary Care Workforce Planning and Education 
 
The CCG Primary Care Workforce Planning and Education Network, continues to develop initiatives 
which focus on recruitment, education and retention of the primary care workforce.  The following 
provides an update on the work of the network: 

• Mentorship – The Primary Care Nurse Co-ordinator/Nurse Tutor is actively promoting 
mentorship courses and opportunities to ensure that General Practice becomes an equally 
attractive opportunity for student placements.    There are now 10 mentors in place ready to 
take student nurses with a further 22 who are in the process of /or require an update and 
several more who have shown an interest in undertaking a mentorship course. 

• Nurse Preceptorship Scheme – CCG funding is available to support new practice nurses to 
undertake an accredited 1 year programme to allow them to gain the necessary skills and 
encourage new nurses to practice nursing.  A small number of Nurse Preceptorships have also 
been secured through a Beds and Herts Nurse Preceptorship Scheme. 

• Workforce data collection – The CCG continues to build up detailed workforce and Education 
Statistics.  To date we have received data from 57% practice mangers, 71% of Practice Nurses 
and 41% of GPs.   Following a continued focus to achieve a complete a picture as possible the 
data will be analysed by the locality Nurse Tutors and GP Leads to provide workforce planning 
and education input into locality plans 
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• GP Fellowship Scheme – A total of 6 new high calibre GP fellows have been successfully 
appointed to the GP fellowship scheme and they are currently securing their practice contracts 
and their individually tailored specialty placements and academic course packages are being 
arranged. 

• Community Education Provider Network (CEPN) – The CCG was successful in a bid to Health 
Education England to establish a CEPN.  A CEPNs is defined as “groups of primary and community 
care organisations that come together with partner organisations to collaborate with regard to 
workforce planning and the co-ordination of education and training”.  The ENHCCG CEPN has 3 
priority areas as follows: 

o Community Pharmacy - To develop a joint educational programme for GPs, community 
pharmacists and primary care nurses working closely with the LPC, UoH and the Centre 
for Pharmaceutical Postgraduate education. 

o General Practice Nurses - To build on the current work around GPN nurse mentors, 
increasing pre-reg nurse attachments in GP, establish nurse preceptorship posts. 

o End of Life Care - The end of life pathway includes key elements which are early 
identification, holistic needs assessment, MDT discussions, documentation of plans, 
shareable templates and advance care planning.  Multi-professional education is the key 
to implementing this complex pathway. This will involve primary care, public health, 
UoH, hospices, HCT, HCPA, ICPB and the Acute Trusts. 
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1. Purpose of Paper 

To recap on performance for the 2015/16 season and to inform the Joint Co-Commissioning 
Committee of the National and local plans for the upcoming flu season.  
 

2. Appendices 
 
Appendix 1 - Top tips for practices, 2016/17 
 
Appendix 2 - DRAFT seasonal flu action plan for GP practices  

Appendix 3 – DRAFT CCG / FPTG seasonal flu action plan 2016/17  

 

3. Terms / Acronyms Used in the Report  
ENHCCG:  East and North Hertfordshire Clinical Commissioning Group  
CCG:  Clinical Commissioning Group 
FPTG:  Flu Planning Task Group 
PHE:  Public Health England 
PSNC:  Pharmaceutical Services Negotiating Committee  

 
 
4. Recap of performance in 2015/16 
 
4.1 Uptake across East and North Hertfordshire for the 2015 / 16 season 
 
The below table shows the final 2015/16 vaccination figures for the three main eligible 
groups, compared to figures for 2014/15: 
 

Category  2015/16 - final 
figures at January 
2016 

2014/15 – final figures at 
January 2015 across 
ENHCCG 

% increase / decrease 
from 14/15 – 15/16 

 
65 and over  

 
73.1% (Practice 
coverage ranged 
from 82.9% - 44.6%) 

 
74.7% (practice uptake ranges 
from 84% to 57%) 

 
-1.6% 

 
Under 65s at risk 

 
43.7% (Practice 
coverage ranged 
from 61.4% - 16.8%) 

 
47.9% (practice uptake ranges 
from 66.7% to 35.4%) 
 

 
-4.2% 

 
All pregnant women 

 
45.9% (Practice 
coverage ranged 
from 75.6% - 22.1%) 

 
50.1% (practice uptake ranges 
from 100% to 28.6%)  

 
-4.2% 

 

Despite an overall reduction in uptake, some practices increased their vaccination numbers 
in the three groups listed above, for example Manor House Surgery in Stevenage increased 
their vaccination coverage of pregnant women by 19.2% from 2014/15 to 2015/16 and 
Garden City Practice in Welwyn Garden City increased coverage in their under 65s at risk 
group by 6.2% from 2014/15 to 2015/16. 

Latest information from Public Health England (PHE) shows that Nationally more people 
than ever received a vaccination against flu as part of the national flu immunisation 
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programme during 2015/16. Analysis of flu vaccination uptake across CCG’s in the area was 
completed by NHS England / Public Health and data showed that East and North 
Hertfordshire CCG were the highest performing CCG in the over 65s group in the area.  
 
As well as the above three priority groups, children aged 2, 3 and 4 were eligible for 
vaccination. The results for East and North Hertfordshire CCG are listed below (there was no 
set target for these age groups): 
 

• All patients aged 2 years = 41.5% (-0.6% from 2014/15)   
• All patients aged 3 years = 38% (-7.3% from 2014/15)    
• All patients aged 4 years = 34% (+2.2% from 2014/15)    

 
Despite uptake declining for patients aged 2 and 3 from last year, East & North Hertfordshire 
CCG (along with Bedfordshire CCG) was signalled out for praise Nationally for uptake 
figures in the 2-4 year old age groups.  
 
Children in school years 1 and 2 were also offered the vaccination. The target set Nationally 
for this age group was 40 - 60%. The latest figures show that Hertfordshire wide these stand 
at 62.1% for year 1 and 60% for year 2.   
 

4.2 Pharmacies delivering the flu vaccination 2015-16 
 
For the 2015/16 season community pharmacists were eligible to vaccinate patients over 18 
who are defined as at risk, including those in the over 65s age group. This was a National 
decision following negotiations between PSNC and NHS.  The decision has been made 
Nationally to continue this arrangement during the 2016/17 season.  
 
In January 2016 the CCG contacted the lowest performing quartile of practices to offer 
support. Through this and feedback from the Flu Planning Task Group (FPTG), a number of 
practices cited that they feel that community pharmacists vaccinating patients had a major 
impact on vaccine uptake levels and left them with excess stock. It was also felt by some 
practices that this had a knock on effect beyond just the flu vaccine as at risk patients who 
usually only come into a practice once a year for their flu vaccine could also be vaccinated 
against or checked for other diseases.   
 
The CCG recently sent out a survey asking practices about their practice patient 
communications to see if there was a link between the contact made and vaccine uptake. As 
part of this some comments were received from practices about pharmacies vaccinating 
patients, some of these can be seen below: 
 
“Many patients had already been vaccinated by the pharmacies and we ended up having 
huge surplus to requirements - A waste to the NHS” 
 
“When will the DOH do proper national advertising again? Also why should I spend all my 
money recalling them so they go to pharmacists to get the flu jab.” 
 
“We found it very difficult to encourage patients this year as they felt they were pressured by 
nearby pharmacy and so became annoyed when we asked them as well. We have a pop up 
when patients records retrieved on screen and so patients were offered in consultation but 
again felt they were forced to have with the pharmacist. Some of our patients were also 
given the impression from pharmacist vaccinations were no longer available at the practice. I 
did speak to the Pharmacist who denied this. I discarded nearly 300 unused vaccinations 
this year and was disheartened with the uptake even though we worked really hard on 
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engagement. We increased under 65 engagement slightly however saw a decrease in over 
65 year olds. We also offered home visits.” 
 
“We were not aware pharmacy was going to be doing them. So ordered usual amounts. 
Patients were caught there and we didn’t always receive notification. Badly organised by 
CCG.” [Editor’s note to the JCC - the decision to allow pharmacists to vaccinate was made 
at a National level by NHS England and announced in July 2015 - after practices would have 
made their flu vaccine order. NHSE and the LMC communicated information to practices.] 
 
A total of 81 pharmacies across East and North Hertfordshire took part in the flu vaccination 
programme delivering a total of 7,183 vaccinations to patients eligible for an NHS 
vaccination, the vaccination level at pharmacy level ranged from 1 vaccination to 242 
vaccinations. Information was fed back to practices via PharmaOutcomes software or via 
hard copy.  
 
 
4.3 Practice Patient Communications 2015/16 – CCG Survey Monkey questionnaire 

As mentioned in section 4.2, as requested by the CCG’s Governing Body, the CCG sent out 
a Survey Monkey questionnaire to all ENHCCG practices asking for information on their 
level of patient communication as part of the flu season to see if there was a link between 
practices that sent out a high volume of communications / invitations to eligible patients and 
vaccine uptake figures – 25 out of 60 practices responded to the survey. Results can be 
seen below:  
 
 
Patient communications in the over 65 age group: 
 
Direct invites sent 
and 75% target met 

Direct invites not 
sent and 75% target 
met 

Direct invites sent 
and 75% target not 
met 

Direct invites not 
sent and 75% target 
not met 

8 responders  1 responder 11 responders  5 responders 
 

From the data collected, most of those practices who responded as having sent targeted 
communications to patients sent three or more communications, but there was no correlation 
between those that contacted patients three times or more and whether they met the 75% 
target.  That being said, a majority of the practices that responded who did contact patients 
to invite them for the flu vaccination but didn’t achieve the 75% nationally set target were 
very close to this target.  Practices told us they made contact in August, September or 
October and used a variety of methods to contact patients, including letter, text message, 
phone calls and emails.  

Practice patient communications in the under 65 at risk age group: 
There was no Nationally set target for the under 65s at risk age group for 2015/16 but 
practices were expected to see an increase in their uptake from the 2014/15 season.  The 
average CCG uptake % for this group when the final ImmForm data was collected in 
January 2016 was 43.7%, this was 4.2% down on the 2014/15 average CCG figure of 
47.9%. Figures from the Survey Monkey questionnaire can be seen below: 

Direct invites 
sent and CCG 
average of 43.7% 
met 

Direct invites not 
sent and CCG 
average of 
43.7% met 

Direct invites 
sent and CCG 
average of 43.7% 
not met 

Direct invites not 
sent and CCG 
average of 43.7% 
not met 

Question not 
answered  

11 responders   2 responders  8 responders  2 responders  2 responders 
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As with the over 65s group, from the data collected, most practices contacted patients three 
or more times and used a variety of methods, but there was no clear correlation between 
those that contacted patients three times or more and whether they met the CCG average 
figure.   

 
Practice patient communications with pregnant women: 
As with the under 65s at risk age group there was no Nationally set target for pregnant 
women for 2015/16 – practices were again expected to see an increase in their uptake from 
2014/15. The average CCG uptake % for pregnant women for 2015/16 was 45.9%, this was 
4.2% down on the average 2014/15 figure of 50.1%. 

Direct invites 
sent and CCG 
average of 45.9% 
met 

Direct invites not 
sent and CCG 
average of 
45.9% met 

Direct invites 
sent and CCG 
average of 45.9% 
not met 

Direct invites not 
sent and CCG 
average of 45.9% 
not met 

Question not 
answered  

12 responders   3 responders  6 responders  2 responders  2 responders 
 

Most practices indicated they contact patients, two, three or four or more times – again there 
was no clear correlation between those who contacted patients more than others and 
vaccine uptake levels.  

 
Conclusion 
From the above data, there is no clear indication that practices who directly invited patients 
for their flu vaccination perform better than those who don’t on this metric alone – it is likely 
that a holistic approach to the flu programme helps with flu vaccination uptake levels. To 
assist practices with this rounded approach best practice guidelines were created by the 
CCG and shared to all practices last year and will be shared again this year – this document 
can be seen in Appendix 1. 
 

5. 2016/17 programme  

5.1 National Targets 

Over 65s 
The National target remains at 75% for those aged 65 years and over – this is in line with the 
World Health Organization (WHO) target.  
 
Under 65s at risk and pregnant women 
The ambition for 2016/17 is to achieve a vaccination uptake of at least 55% in all of the 
clinical at risk groups and for pregnant women and to maintain higher rates where these 
have already been achieved. This differs from last year’s national target where improvement 
was sought, rather than a set %. 
 
Children 
For children, a minimum uptake of 40% has been shown to be achievable in both primary 
care and school based programmes and some, including East and North Hertfordshire CCG 
have achieved higher rates. A minimum uptake amongst children of 40-65% is expected 
nationally.  
 
Carers  
As with last year, people who are in receipt of a carer’s allowance, or who are the main carer 
of an older or disabled person whose welfare may be at risk if the carer falls ill should be 
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offered a flu vaccination. This includes carers who are children. There is no Nationally set 
target for this group.  
 
Healthcare workers 
The target is for at least 75% of healthcare workers with direct patient contact to be 
vaccinated. This is a Trust level ambition and is supported by a new national CQUIN 
financial incentive. This scheme will apply to NHS providers – including acute, mental health, 
community and ambulance trusts and providers will receive half of the available CQUIN 
payment if they achieve vaccine uptake between 65.0% and 74.99%, and the full CQUIN 
payment if they achieve vaccine uptake of 75% or above. Full details can be viewed on the 
NHS England website at: www.england.nhs.uk/nhs-standard-contract/cquin/cquin-16-17/.  
It is expected that primary care providers aim to achieve this uptake ambition as well. 
 
 
5.2 Pharmacies delivering the flu vaccination 2016-17 
 
It is felt that there needs to be a closer partnership working relationship between GP 
practices and pharmacists for the 2016/17 season. The CCG are keen for practices and 
pharmacies to work closely and build links to work together in delivering the flu vaccination 
programme across a locality population and not just at a practice level. Localities can act as 
a co-ordination mechanism holding local pharmacies to account for better co-ordination with 
primary care practices.  
 

5.3 Other changes to the 2016/17 flu programme 

The National flu immunisation programme is being extended to children in a phased roll-out. 
As well as all two to four year olds, in 2016/17 flu vaccinations are being offered to all 
children of school year three age. Children of school years 1 and 2 age will remain eligible. 
Results from the first three years of the childhood flu programme are encouraging – these 
show reduced numbers of GP attendances for influenza-like illness and reduced emergency 
department respiratory attendances in all age groups. It is anticipated that the children’s 
programme, once fully implemented, will avert many cases of severe flu and flu-related 
deaths in older adults and people in clinical risk groups 

 
5.4 Midwives delivering the flu vaccine to pregnant women  
 
It is widely felt that if midwives delivered the flu vaccine to pregnant women uptake figures in 
this group would increase as most pregnant women primarily have healthcare contact with 
their midwives rather than GPs/ practice nurses during their pregnancy.  This year local 
NHSE Public Health (who have requested the support of the CCGs contracting team) will be 
working to try to get an SLA agreed with ENHT – this was also worked towards for the 
2015/16 season but was not achieved as details of the SLA could not be agreed.  
 
 
5.5 Reporting uptake levels during the 2016/17 season 
 
Conversations are currently taking place across the area with ImmForm to look at a solution 
for reporting flu vaccine uptake during the 16/17 season to practices and CCGs. Initial 
conversations highlight the importance of focusing on providing each GP practice with a 
regular summary of its vaccine uptake and in particular, highlighting areas that may need 
additional focus.  It is agreed that reports must be easy to interpret and access. 
Conversations continue to take place to finalise details for reporting during the season – 
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whilst this is still being finalised, we will continue with the monitoring system used in 
2015/16. 
 
5.6 Communications 
 
The National communications materials that were produced for the 2015/16 season will 
largely be used for the 2016/17 season and are available for practices to download from the 
PHE https://campaignresources.phe.gov.uk/resources/campaigns/34-stay-well-this-
winter/resources and Gov.uk https://www.gov.uk/government/collections/annual-flu-
programme websites. This is key as national materials were made available late during last 
season – practices can download communications materials now for the 2016/17 season.   A 
national communications strategy to support the flu plan will also be produced and shared 
with communications teams. Meetings with communications colleagues nationally will take 
place to refine the strategy as required.  
 
The CCG’s communications team will also be producing a local winter communications plan 
in which they plan to include winter health events for older people and young children – the 
extent to which the CCG is able to deliver will depend on whether transformational funding is 
available through the CCG. Last year a strong local communications plan was able to be 
delivered across East and North Hertfordshire due to the level of funding made available – 
this included printing communications materials and sending them to practices as well as 
running a winter health event for 0-5 year olds and their parents/ carers which received 
excellent feedback.  
 
There has been good general support from voluntary and public sector organisations that 
are keen to support flu vaccine clinics. Information on the flu programme will be sent to 
practices by the communications team via the GP bulletin and directly, and key messages 
will be made available on practice waiting room screens, via social media and press 
releases.  

 
5.7 Flu Planning Task Group  
 
The CCG continues to take part in the Public Health England led Flu Planning Task Group 
(FPTG)  - other CCGs in the area attend as do the LPC and LMC and practice managers.  

The group has met monthly for over a year and has shared ideas to help increase flu 
vaccine uptake. The group will continue to meet as the season progresses to discuss 
coverage and will offer help to those practices who require it.  

 
5.8 Action plans 
 
As with the 2015/16 season, action plans have been drafted for GP practices (appendix 2) 
and for the CCG / FPTG (appendix 3) to ensure all necessary actions are complete and kept 
on track.  
 
5.9 CCG investment options for improving coverage for the upcoming season  
 
A number of options were given to the East and North Hertfordshire CCG Governing Body 
prior to the 15/16 flu season in the hopes of increasing uptake levels.  The option that was 
recommended and agreed was for no additional funding to be offered for the 15 / 16 season 
and for the CCG to promote the flu vaccine to practices via direct communications and 
locality meetings. Unfortunately vaccine uptake in the three key eligible groups fell from 
14/15 figures. ENHCCG’s Governing Body were recently asked to review the other options 
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outlined to them last year and the one additional pharmacy / GP collaborative working 
option: 
 
Option 1 – Practice or locality incentive scheme to improve coverage:  
 
As part of the Flu Planning Task Group, discussions have taken place previously around 
incentivising practices to help them increase uptake in certain groups. This option was seen 
by the ENHCCG Governing Body ahead of the 2015/16 season but not supported. As there 
is already a profit element built into delivering the flu vaccination, it would be difficult to justify 
an additional incentive for practices.  
 
Option 2 – Funding individual patient invitation letters: 
 
Whilst historical evidence would suggest that sending letters to eligible patients increases 
vaccine uptake, recent information collated from the CCG Survey Monkey questionnaire (in 
section 4.3) suggest that there is no clear indication that practices who directly invite patients 
for their flu vaccination perform a lot better than those who don’t on this metric alone – it is 
likely that a holistic approach to the flu programme helps with the increase in flu vaccine 
uptake. 
 
If this option were to be offered, calculations using QOF and Exeter data ahead of the 
2015/16 season show that letters would need to be sent to approximately 205,386 patients if 
each eligible patient is to receive a letter. The cost to the CCG to reimburse a second class 
stamp for each of these patients would be approximately £110,908.44, however other 
options that may be cheaper such as mass mailing services could be explored. Many 
practices are now using communications that are free / cheaper than sending a letter, e.g 
text messages, emails, phone calls etc.  
 
Option 3 – offer funding to federations to improve working relationships between GP 
practices and pharmacies and in turn increasing uptake levels  
 
As outlined in section 5.2, it is felt that there needs to be a closer partnership working 
relationship between GP practices and pharmacists for the 2016/17 season. This option 
might see GP federations offered funding (circa £5000 per federation pro rata per 
population) to assist with building links with local pharmacies and to encourage joint working 
against an agreed set of delivery / coverage targets for the locality by patient category. How 
the coverage was delivered would be agreed locally.  
 
Options 4 – No additional funding for 16 / 17 season: 
 
Review the impact of strategies implemented to help increase coverage during 2016 / 17 
season through tighter management at locality level of key clinical services such as practice 
and community pharmacy having joint locality plans signed off.  
 
5.10 Chosen investment option 
 
On 7 July 2016 the CCG’s Governing Body agreed to fund option 3 - £30,000 will be 
invested by the CCG across all six localities and divided on a pro-rata basis per population. 
The money will be used to allow localities to develop locality level relationships with 
pharmacies and maternity services in order to increase vaccine uptake levels.  
 
6. Next steps  
 
As part of the ongoing development of the flu programme for 2016 / 17 the CCG will 
continue to promote the programme by: 
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o Continuing to communicate with practices about the 2016/17 flu season via the 
CCG’s communications materials e.g GP Bulletin and directly  

o Sending out the flu action plan to GP practices (Appendix 2) and promoting best 
practice advice to practices (Appendix 1) 

o Flu data will be sent to practices every month throughout the season  
o Working with the CCG’s communications team to promote the flu vaccine via GP 

screens, press releases and social media 
o Localities should keep flu as a standing agenda item throughout the season 
o The Flu Planning Task Group will continue to meet throughout the season to monitor 

coverage 
o The CCG will move ahead with the £30,000 investment option and communications 

will be sent to localities about this requesting action plans etc to be created.  

 
 
Emily Perry 
Project Officer – Primary Care 
East and North Hertfordshire CCG 
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Appendix 1  
 

Flu season 2016 / 17 
    Tips to help practices increase coverage 

 
East and North Hertfordshire CCG has been working with Public Health England as part of a planning 
task group to discuss ways to deliver the 2016 / 17 flu season successfully and increase uptake 
across all eligible groups. Via this group and information available in the national Flu Plan document 
2016/17 and through speaking directly with practices that have done particularly well we have put 
together some information highlighting some top tips to help practices to increase uptake for the 
upcoming season.  
 

• Have a flu lead 
 Practices that have vaccinated high levels of patients have reported that having one 

person within the surgery to ‘run’ the programme as a project was key to its success 
 The flu lead doesn’t have to be clinical, just someone who is responsible for the delivery 

of the programme across the season and ensures the whole practice is updated on 
numbers delivered, reviews lists every few days and distributes information on the flu 
programme on a regular basis. 

 
• Focus the whole practice on the flu vaccine 

 Part of this could include ensuring reception staff are aware of eligible groups so that 
they can book patients in for the vaccine opportunistically 

 Running a short internal training session before the season begins for non-clinical staff 
(receptionists, etc) can also be beneficial so that all are fully aware of the flu programme 
and eligibility criteria etc. 

 If there are community staff based at your practice, make sure they are aware of the flu 
vaccination programme and tell their patients. 

 
• Communications with patients  

 A robust call re-call process for those under 65s at risk is required as part of the flu 
contract, although it is advisable that this approach is taken with all eligible patients  

 This needs to be a direct contact with the patient and can be via letter, phone, text, 
email, messages on prescriptions and opportunistically face to face 

 To increase contact success rates, phone or text patients in the evenings as they are 
more likely to respond and have time to book in for their flu vaccine 

 Receptionists  can opportunistically discuss the flu vaccine during phone calls with any 
patients eligible when booking in other appointments  

 Practices that have high uptake figures have indicated that persistence is key 
 Remind parents that the flu vaccination for 2, 3 and 4 year olds is a nasal spray, not an 

injection. Another needle might be putting off some parents from having their child 
vaccinated   

 Carers are entitled to have a flu vaccination. Contact those on your carers register and 
encourage them to come along. 

 
• Opportunistically vaccinate patients 

 Encourage clinicians to opportunistically vaccinate those patients who are eligible during 
consultations, patients are more likely to have the vaccine done there and then rather 
than having to come back at another time  

 Have the admin team check upcoming appointments for the day and look at whether 
eligible patients have been immunised or not – if they haven’t, place a note on the 
patient’s record for opportunistic immunisation 
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 To assist with this, have in place system protocols.  A protocol could be developed for 
clinicians highlighting patients ‘at risk’ when opening the record and give them an option 
to give vaccination, decline or book an appointment. For administration, a protocol may 
be able to be developed to highlight patients ‘at risk’ – and serves as a reminder for 
admin staff to discuss the flu vaccination with an option to book an appointment or 
decline.  

 
• Get the message out there 

 National campaign material will be very similar if not the same as last year’s campaign  - 
materials can be downloaded from here and here 

 Posters, leaflets and campaign material should be put on display in waiting rooms and 
in reception areas, etc. 

 Put details of your flu clinics on the front page of your website 
 Ask your PPG members to help spread the message to their networks 
 If you have a practice newsletter, include details of flu clinics and how to book in  
 Use your waiting room TV screen to remind patients of the importance of having the 

vaccination. The CCG will send slides for you to use. 
 

• Flu clinics  
 Start vaccinating as soon as practicable after receipt of the vaccine to help ensure the 

maximum number of patients are vaccinated as early as possible. Aim to complete 
immunisation of all eligible patients before flu starts to circulate and ideally by the end of 
December. 

 Offer a variety of clinics, including Saturday and after work but also midweek clinics for 
those who aren’t at work  - if possible offer drop in clinics as well as bookable sessions 

 Or set up mini flu clinics almost every day at the end of the morning and afternoon 
sessions,  look at also offering after school clinics for children  

 Where possible, vaccinate during home visits.  
 

• Focus on targets 
 Flu data will be shared with practices regularly during the 16 / 17 season to help 

practices plot where they are as the season progresses  
 These should be regularly reviewed by all staff so that everyone is aware how uptake is 

progressing and so that remedial action can be taken to increase uptake if required well 
before the flu season ends 

 Monitoring takes place from October – January, the first data will be available in 
November 2016 and the last data will be available in February 2017. 

 
• Pregnant women 

 A streamlined way to increase uptake in this cohort is to log an invite as soon as 
pregnancy is recorded  

 Make sure flu posters are on display in the room(s) used by community midwives and 
have a stack of leaflets in these rooms so that they can be given to pregnant women. 
 

• Data cleansing and upload to ImmForm 
 A practice data and reporting guide for QOF and Immform was produced for the 

2015/16 season and can be downloaded from the CCG intranet here - this will help to 
ensure that the denominators are correct and that the right people are being invited for 
vaccination  

 Ensure that accurate data is submitted to ImmForm, ideally using the automated 
function – submit data on uptake amongst patients and healthcare workers. 
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• Care homes 
 For practices that work closely with care homes, we would advise ensuring that a clear 

programme to vaccinate residents is in place, whether this is via the GP or community 
and care home nurses.  
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Appendix 2 – DRAFT seasonal flu action plan for GP practices  

SEASONAL FLU ACTION PLAN FOR GP PRACTICES 2016 / 2017 

Public Health England / NHS England Midlands & East (Central Midlands) 

This plan for the delivery of the flu programme will be jointly monitored and reviewed by representatives of the CCG, PHE/NHS England, the LMC and LPC  

Once completed it is important that this template is retained by the practice. If the practice is unable to confirm that it has completed all of the actions, a copy of the 
template must be returned to the CCG by Friday 19th August; the CCG will pass this information on to Public Health England. Practices that do not make a return will 
therefore be recorded as having completed all actions.   

Practice name:  

Objective Actions Action has been 
completed by 
practice YES/ 
NO 

Notes 

Improved uptake of 
immunisation  

 

National target met for all 
eligible groups 

1.(a) Practice has communication strategies in place to reach all 
eligible patients, using all available communications materials 
when available. Respiratory and hand hygiene messages will be 
disseminated to patients throughout the flu season by GPs and 
all other healthcare professionals and a robust call, re-call 
process as outlined in the flu service specification is in place, 
ensuring all eligible patients are identified and invited for a flu 
vaccination before the flu season starts 

1.(b) Practice is able to complete searches for eligible 
unimmunised patients before and throughout the flu season 

1.(c) Practice is aware of Childhood Flu Programme and are 
using template letter to invite children for flu vaccination –

 

 

 

 

National targets for 15 / 16: 

• Over 65s – 75% 
• Under 65s at risk -  ambition for 2016/17 is 

to achieve vaccine uptake of at least 55% 
in all of the clinical at risk groups, and 
maintain higher rates where those have 
already been achieved 

• Pregnant women -  55% as above 
• 2, 3 and 4 year olds – 40 - 65% 
• Years 1, 2 and 3 – 40 - 65% (will be 

vaccinated at school by HCT) 
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 available here  

1.(d) Practice has read the CCG’s best practice guidelines and 
incorporated these where appropriate   

1.(e) Practices agree to send relevant staff on flu training 
sessions set up by PHE – training and dates TBC 

1.(f) Robust flu vaccination plans are in place to meet seasonal 
flu uptake targets 

1.(g) Practices will encourage and facilitate flu vaccination for 
their own staff  and will provide data return of health care 
workers when requested 

 

We encourage practices who have achieved 
70% but below the nationally set target for 
over 65s to try to increase uptake by 5% for the 
16 /17 season 

 

Safe provision of 
vaccination 

2.(a) Assurance that all staff providing vaccinations, and those 
promoting programmes have had an annual update, are 
assessed as competent to immunise and are aware of and have 
read the PGD and the relevant Green Book chapters. Ensure 
PSDs are in place where required 

2.(b) Practices have appropriate procedures and equipment in 
place to maintain the cold chain and vaccine  stock control 
measures in place 

    

Clear lines of 
communication are 
established between 
alternative providers and  
GP practices 

 

3.(a) Use the agreed system for timely transfer of data that is 
put in place to ensure that accurate data is maintained on all 
patients registered with the practice 

3.(b) Where information on vaccination available to patients in 
other settings, patient records to be updated by practice: HCT 
will share vaccination information via email to practice generic 
email, pharmacy information sharing is TBC 
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All information pertaining 
to the flu programme is 
disseminated to ensure an 
informed workforce  

4.(a) Practice has received and signed up to the service 
specification  

 

 

 

 

 

 

 

Adequate supplies of 
vaccine are available 

 

 

 

5.(a) Vaccine is ordered from more than one supplier to avoid 
risk in the event of a reduced supply or a contingency plan is in 
place if vaccination supply were to run low (if only ordering 
from one supplier but the practice has a contingency plan in 
place – please inform the CCG of the contingency plan via the 
notes column in this document) 

5.(b) Adequate ordering systems are in place with consideration 
given to ordering sufficient supplies to meet demographic 
increase and to reach targets with use of the send back facility 
should this be required 

5.(c) Sufficient vaccine is ordered for patients who require 
particular vaccine due to contraindication 

 

 

 

 

 

 

 

 

 

 

 

 

 

Flu Plan Winter 2016 / 17: https://www.gov.uk/government/publications/flu-plan-winter-2016-to-2017  
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Appendix 3 – DRAFT CCG / FPTG seasonal flu action plan 2016/17  

SEASONAL FLU ACTION PLAN 2016/2017 

Name of CCG………………………………………………….. 

This plan for the delivery of the flu programme will be jointly monitored and reviewed by representatives of the CCG, Screening and Immunisation team - 
SIT – (PHE/NHS England), the LMC and LPC as named below. 

Objective Action Target Date 
for 

Completion 

Person or 
Organisation  
Responsible 

Progress 
Update 

Flu Planning Task Group 
continue to run on a 
monthly basis with multi 
stakeholder representation 
 

 Identify and agree main issues to focus on to improve flu vaccination uptake. 
 Establish sub groups to action/resolve/improve identified issues in time for next flu 

season. 

 
August 2016 

 
SIT 

Flu Task Group 
established  

Improve uptake in clinical 
risk groups, particularly 
long-term liver, 
neurological disease and 
people with learning 
disabilities. These groups 
are at highest risk of 
mortality from flu but with 
lowest rates of uptake.  
 

 Assurance sought from GP practices that communication strategies are in place to 
reach all eligible patients and robust call/recall systems are in place 

 Processes to be identified for Midlands and East (Central Midlands) Immunisation team 
to work with CCGs to support low performing practices 

 Data search guidance document and improving uptake top tips to be shared.  
 Recommendation and encouragement for Community Pharmacists and GP practices to 

work collaboratively to increase uptake 
 Make contact and discuss flu vaccination with secondary care services regarding 

signposting patients for flu vaccination.  

 CCGs 
 
 

SIT 
 

LPCs/LMCs/ 
CCGs 

 
SIT 

 
 
 

Increase flu vaccination 
uptake to above 75% in 
patients aged 65 and over. 

 Assurance to be sought from GP practices to ensure that they are making every effort 
to accurately identify and contact eligible patients before the flu season starts 

 Practices previously achieving over 70% uptake but below the target to be encouraged 
to make a 5% uptake increase 

 Community Pharmacists and GP practices to work collaboratively to increase uptake. 
 

  
CCGs 

 
 
LMCs / LPCs and 

CCG 
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Increase uptake in 
pregnant women and 
under 65s group to 55% 

 Conversations to take place with Trusts to encourage midwives to deliver flu vaccines 
 Maternity services commissioned where agreed to deliver flu vaccinations  
 Midwives offering immunisation will communicate with the GP to update patients 

records 
 Encourage uptake levels in line with the national target of 55% and above for the under 

65s at risk group and pregnant women. 

 CCGs / SIT 
 

Midwives 
 
 

CCGs / SIT / 
LMC/LPC 

This is being 
scoped for 

16/17 season. 

Identify an accurate 
denominator for eligible 
patients using clinical 
searching that relates to 
ImmForm. 

 QOF/ImmForm sub group was established for 15/16 season through the FPTG – group 
to meet as and when required for 16/17 season 

 Screening and Immunisation team to work collaboratively with shared ICT services to 
ensure screening reports are ready for practices ahead of the flu season 

 Data search training to be delivered to practice managers by SIT – TBC SIT to confirm. 

On-going 
 
 

August 2016 

 
SIT 
and  

ICT Services 

 

Actively offering flu 
vaccination to 100% of all 
those in eligible groups 

 GP practices to provide assurance that they are able to complete searches for eligible 
unimmunised patients before and throughout the flu season 

 All eligible patients to be identified and invited for flu vaccination by GP practices. 

 
September 

2016 

CCGs  

Ensure GP receptionists are 
aware of eligible cohorts 
and receive training.  

 Training specifically for receptionists to be developed and delivered to GP staff. Where 
capacity available Pharmacy assistants to be included in the same training – TBC SIT to 
confirm 

 Flu conversation guide to be developed and cascaded to GP practices for receptionist 
staff and to LPC s for Pharmacy assistants – TBC SIT to confirm. 

 
July-

September 
2015 

SIT 
 
 
 

SIT 

 

Ensure Community 
Pharmacy counter staff 
are aware of eligible 
cohorts and receive 
training. 

 Specific training for receptionists to be developed and delivered to Community 
Pharmacies front counter staff -  TBC SIT to confirm 

 Flu conversation guide to be developed and cascaded to Community Pharmacies front 
counter staff  -  TBC SIT to confirm  

  
SIT and  

LPC 
 

 

Vaccination uptake 
increase of healthcare 
workers with direct patient 
contact 

 Providers to offer flu vaccination to health care workers.  Local authorities promote 
provision and uptake of vaccination by front line social care staff. 

 GPs encourage and facilitate flu vaccination of their own staff 
 Data return of health care workers to be provided. 

 

September-
January 

 
CCGS 

 
SIT 

 
 

Uptake levels of between 
40% and 60% to be 
attained in the Childhood 

 Ensure GP practices are aware of and are using template letter to invite children for flu 
vaccination. 
 

 CCGs and 
SIT 
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Flu Programme. 

Monitoring and reporting 
of key indicators related to 
flu, including flu activity 
and vaccine uptake 

 Monthly published data to be sent to CCGs and cascaded to all practices using template 
format agreed within the Flu Planning Task Group. 

 

 
November - 

January 

SIT and NHS 
England data 

analyst 
national team 

 

Supplies of vaccine are 
adequately available 

 Ensure vaccine is ordered from more than one supplier to reduce risk should supply be 
an issue   

 Ensure adequate ordering systems are in place with consideration given to ordering 
sufficient supplies to reach targets with use of the send back facility should this be 
required 

 Sufficient vaccine should be available for patients who have contraindications 
 PHE will alert practices if there is a country wide shortage of vaccine and set out how 

they can access the strategic reserve. 

September CCGs 
 
 
 
 
SIT/National 
PHE Team 

 

Training and safe provision 
of vaccination 

 Training offered to: Midwives, Practice Nurses and School Nurses regarding seasonal 
flu -  TBC SIT to confirm 

 All staff providing vaccinations and those promoting programmes have had an annual 
update, are assessed as competent to immunise and are aware of/have read the PGD 
and the relevant Green Book chapters 

 Ensure vaccination is delivered by suitably trained, competent healthcare professionals 
who participate in recognised on-going training and development in line with national 
standards 

 Practices have appropriate procedures/equipment to maintain the cold chain. 

 
 
September 

 
SIT 

 
CCGs 

 
 
 
 

 

 

For flu vaccination to be 
accessible to housebound 
patients, those in nursing 
homes, prisons and others 
unable to attend GP 
practices 

 There is local agreement on who will identify and carry out immunisation to those in 
eligible groups but unable to attend identified clinics 

 Staff groups able to deliver flu vaccination have received an annual flu update 
 There are suitable cold chain arrangements in place to support this 
 An agreed system of timely transfer of data is in place to ensure that accurate 

information is maintained on all patients registered with the practice. 

 CCGs and SIT  

Disseminate information 
relevant to the flu 

 All participating practices have received and signed up to the service specification 
 All staff who vaccinate will have read and signed the relevant PGD 

 
 

CCGs 
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programme accordingly to 
ensure an informed 
workforce 

 PSDs are in place where required 
 Information from PHE/DH regarding the flu programme is cascaded to flu leads within 

practices to ensure they have resources for safe delivery of the programme 
 All urgent information/key messages or updates are sent via CAS alert. 

September 
 
 
 

Ongoing 

 
 
 

SIT 

Communications  Communications sub group of the FPTG established  
 Communications sub group to meet (via teleconference) and feedback actions to flu 

task group monthly 
 Ensure respiratory and hand hygiene messages are disseminated to patients  

throughout flu season by GPs and all other healthcare professionals 
 Public communications to promote uptake of flu vaccination and other aspects of 

combating flu such as hand hygiene 
 Provide public health information to prevent and protect against flu 
 Local Authorities will continue to promote the uptake of NHS vaccination 

programmes by at risk groups through targeted communications via existing channels  
(to schools, Children’s Centres, 3rd sector providers, adult care services). 

On-going 
 

Monthly 
 
 

Ongoing 
 

Ongoing 
 

LAs 

FPTG / SIT 
 
 

 
CCGs 

 
 
 

PHE national 
team 

 

CCG specific activity  
 
 
 

 Flu vaccinations to be raised at ENHT QRM – healthcare professionals will be asked to 
inform eligible patients that they come across of why they should have the flu vaccine  

 Best practice document created by the CCG for 15/16 season edited to align with the 
16/17 season and to be shared with all ENHCCG practices  

 Information on flu vaccine to be disseminated to PPG groups across CCG and 
discussed in PPG meetings  

 Information on flu to be shared with carers groups  
 CCG communications team to put together local plan to promote winter messages 

(including flu) across East and North Herts – likely to include events, leaflet drops etc 
depending on budget allocation  

 Information on flu vaccine and dates of when available to staff promoted within 
ENHCCG staff magazine ‘Charter Chat’  

 Flu clinic dates to be collected from ENHCCG practices and shared with comms team 
for inclusion in flu press releases  

 Assurance to be sought by ENHCCG with practices that they have met the necessary 
points as outlined above. 

 

On-going 
 
 
 

July 2016 
August 

 
 
 

September  
 

September  
 

July  
 

Deadline 19 
August 2016 

 

Quality team 
 
 

Commissioning  
team 

commissioning/ 
engagement  

 
 

Comms 
 
 

Comms 
 

Commissioning / 
Comms  

 
Commissioning 
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Agenda Item No: 8 

Date of Meeting: 28 July 2016 
 

Joint Co-Commissioning Committee in Public 

Paper Title: Premises and Infrastructure 

 

Decision       Discussion       Information       Follow up from last meeting  

 

Report author: Sue Fogden – Assistant Director Premises, East and North 
Herts CCG 

Report signed off by: Dominic Cox – Locality Director (South), NHSE, Central 
Midlands  
Harper Brown – Director of Commissioning, East and North 
Herts CCG 

 

Purpose of the paper: To provide an update of the bids submitted to NHSE Estates, 
Technology Transformation Fund (ETTF) and confirm 
completion of the Local Estate Strategy (LES). 

 

Conflicts of Interest 
involved:  

 

 

To be addressed at the committee 

Recommendations to the 
Joint Committee 

For NHSE and ENHCCG to continue working together under 
the joint commissioning agreement to ensure that the prioritised 
and submitted bids are agreed by NHSE. 

 

 

 



 

 

1. Estates Technology Transformation Fund (ETTF) 

At the Joint Co-Commissioning Committee held on 21 April 2016, a paper was submitted 
which described the process of the work on the bids and fund; this paper provides a further 
update. 

The scheme was originally launched in January 2015 and known as Primary Care 
Infrastructure Fund (PCIF), later in the year the fund was renamed Primary Care 
Transformation Fund (PCTF) and in May 2016 the fund was renamed Estates Technology 
Transformation Fund (ETTF). Guidance from NHSE on ETTF was received on 24 May 2016: 

Background and Principles 
• Referenced NHSE General Practice Forward View, launched April 2016 

which supported the development of the primary care estate and the greater 
use of technology to enhance patient care and experience. 

• Continuation of PCIF 15/16 £1 billion investment which includes both capital 
and revenue funding. Additional capital investment into General Practice 
beyond the programme over the next five years to over £900 million. 

• ETTF will support delivery of Sustainability and Transformation Plans set out 
in NHSE’s Delivering the Five Year Forward View. 

• ETTF is a three year pipeline of investment in estates and technology with 
NHSE taking a stock of progress each six months and regular reporting. 

• Expectation that the fund will be over-subscribed but open to opportunities for 
additional schemes subject to both commissioners agreeing. 

• CCGs to submit schemes across a wide range of projects, large or small, 
extensions and/or improvements to existing premises, construction of new 
premises, implementation of IT systems, technology systems which enable 
paper free and patients having better care and access to services. 

• That the proposals will support the delivery of priorities which the CCG 
identified in its Sustainability and Transformation Plan (STP). 

• That the bids will be considered against the four criteria: (1) improved access 
to effective care (2) increased capacity for primary care services out of 
hospital (3) commitment to a wider range of services as set out in the CCG’s 
commissioning intentions to reduce unplanned admissions to hospital (4) 
increased training capacity. 

Process and Milestones 

• Stage 1 – CCG will submit recommendations for investment by in priority 
order onto NHSE’s portal by 30 June 2016 (Portal opened 2 June 2016). 
CCG will need to support the revenue consequence of any scheme, the due 
diligence stage will allow the CCG to define the costs and reconfirm its 
commitments to the scheme(s). The Premises Cost Directions are under 
further review to enable 100% funding is special circumstance, expected 
September 2016. 

• Stage 2 – NHSE completes an initial review and will provide feed-back by 31 
August 2016. Central Midlands are undertaking the initial review on 21 July 



 

2016. There are two outcomes (1) the scheme meets programme criteria and 
moves to the next stage (2) the scheme does not meet the criteria. 

• Stage 3 – CCG, practices and NHSE work through due diligence: relevant 
legal requirements, technical application, test options for funding, engage 
patients etc. NHSE will provide further information about this process and 
expected timescales. It will culminate in the production of a business case 
which NHSE will consider. 

• Stage 4 – Decision about formally approving the scheme will be made. NHSE 
will provide further advice on scheme characteristics, the drafting of business 
cases and template documentation by the end of July 2016. Supported 
schemes will be required to enter into a Grant Agreement. 

A panel with three CCG lay members, Local Medical Committee and Health Watch 
representatives, representation from NHSE Central Midlands Premises Team and the 
Working Group Members met on 8 April and 26 May 2016; the 8 April 2016 panel meeting 
has been covered under the last JCC. 

The objective of the 26 May 2016 panel meeting was to prioritise the bids and the following 
were considered: 

• That one or more of the four core criteria as stated by NHSE, listed above are met; 
all schemes met the criteria. 

• Value for money, very clear that the CCG is liable for additional revenue 
consequences. In advance of the panel meeting a spreadsheet outlining the total 
project cost: capital and revenue, lease redemption cost, lease end dates, expected 
housing trajectories was circulated enabling the panel members to reach conclusion 
on an informed basis. Note that the portal only allowed the total cost of the project to 
be uploaded, the total project cost of all schemes was £15,327,000, the CCG 
requires £7m as minimum funding as there is an expectation that other capital will be 
funded by third party developers, the additional annual revenue has been calculated 
at c£1m. 

• Whether there are alternative sources of funding, e.g. NHSE, CCG, NHS PS, 
Providers Capital, S.106 were available. NHS PS and Hertfordshire Community Trust 
(HCT) have both confirmed a reduction in capital allocation and NHSE Central 
Midlands Premises Team confirmed little sources of S.106. 

• That there was absolute need for the scheme NOW and that it was deliverable before 
31 March 2019; all schemes are deliverable by 31 March 2019 but would be 
dependent upon NHSE confirmation by 31 August 2016 to trigger stage 3 and 
achieve stage 4. 

The eleven schemes were prioritised as: 

1. Herts and Essex Community Hospital; improved utilisation and adjacencies that 
improve on services with two town centre practices relocating into the hospital  

2. Ware Primary Care Centre; by three practices, new build and re-modelling of Church 
Street 

3. Garden City Practice, Welwyn Garden City, three premises relocating into Parkway, 
a vacant freehold asset held by HCT 



 

4. Stanmore Road, Stevenage, expansion into existing void and an area that will 
soon be vacated by HCT. 

 
 

5. Central Surgery, Sawbridgeworth, significant extension to existing premises 
6. Letchworth Primary Care Centre, redevelopment of existing premises with/out HCT 

or new build 
7. Baldock Surgery, Astonia House, internal remodelling 
8. Puckeridge and Standon Medical Practice, minor extension 
9. Development Study for Primary and Community Services in Hertford 
10. Development Study for Primary and Community Services in Chesthunt 
11. Development Study for Primary and Community Services in East Stevenage 

A paper was submitted to the Governing Body on 9 June 2016 asking for endorsement of 
the process and ranking; the Governing Body endorsed the panel’s work, recommendations 
for each scheme and the order of priority. 

The schemes were uploaded onto NHSE’s portal and the submission was completed by 28 
June 2016; an acknowledgement has been received. 

 

2. Local Estates Strategy (LES) 

The final version was completed by 28 June 2016. Hertfordshire Community Trust, East 
and North Herts Hospital Trust, Hertfordshire Partnership University Foundation Trust 
and NHSE Central Midlands Premises Team contributed to the LES and each validated 
the data and document before it was uploaded onto NHSE’s ETTF portal. 

3. Sustainable Transformation Plan (STP) 

Each ETTF scheme in priority order was listed in the Estates Section of the STP with a 
total project cost. As above, please note that whilst the total project cost of all schemes 
was £15,327,000, there is an expectation that approximately 50% of that will come from 
third party developers and that the minimum capital sum that the CCG requires is £7m. 

4. Next Steps 

To consider the resource and workplan specific to each scheme and the overall fund. 
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East & North Hertfordshire Clinical Commissioning Group and NHS England 
APMS Update 

 

1 Background 
 
At present there are 3 procurements for Medical Services across the East and North Herts area that 
will need completing between now and February 2017.  
 
The Gantt chart on Appendix 1 provides a list of contracts.  The Joint Co-Commissioning Group is 
asked to note these recommendations to enable the CCG and NHS England to progress in line with 
the agreements. 
 
Section 2 of this paper provides information on risks.   
 
All of the services that are re-procured will be contracted on an Alternative Provider Medical 
Services (APMS) contract.  This is the only contracting route open to NHS England as it allows 
commissioners to contract with different types of provider such as GP, GP consortia, social 
enterprises, charities and not for profit organisations as required by European Law.  
 
1.1 Orchard Surgery, Buntingford 
The contract has been extended and now expires on 31 January 2017.  Patient Engagement will need 
to be carried out before the service specification can be finalised with agreement from the both NHS 
England and the CCG.  The proposed contract length is 5 years with the addition of a break clause at 
3 years. 
 
1.2 Ware Road, Hertford 
The contract has been extended and now expires on 31 January 2017.  Patient Engagement will need 
to be carried out before the service specification can be finalised with agreement from the both NHS 
England and the CCG.  The proposed contract length is 5 years with the addition of a break clause at 
2 years. 
 
 
1.3 Spring House Medical Centre, Welwyn Garden City 
This contract has been extended and now expires on 31 January 2017.  Discussions are still ongoing 
on how best this service should be utilised. 
 
 
2 Risks / Workload 
 
The PQQ, ITT and service specification will require input from NHS England’s Primary Care, Nursing 
and Quality, Human Resources, Finance, Medical Directorate, Information Governance and IT and 
Medicines Optimisation teams.  There will also be input from Patient Participation and the CCG.   
This needs to be highlighted as a risk as it is dependent on a number of departments and the CCG 
inputting into the process which could impact on timescales.  A summary of the workload has been 
provided in Appendix 2.       
 



 

 
3 Process 
 
To ensure that the process is as streamlined as possible, the contracts will go through the 
procurement process at the same time with the same deadlines.   
 
There are several key deadlines that must be met to ensure that the process can be completed in 
time and the service Commences on 1 February 2017.  These will all require input from the CCG.  The 
key dates are: 

• By beginning of August – service specification, Pre-Qualification Questionnaire (PQQ) and 
Invitation to Tender (ITT) questions developed with input from CCG including where 
appropriate feedback from patient consultation and engagement for publication early 
September. 

• November– evaluation of and moderation meeting of returned PQQ & ITT responses.  ALL 
evaluation panel members to attend moderation meeting. 

• December – Moderate ITT scores & Bidder interviews.  ALL evaluation panel members to 
attend. 

 
 
4 Summary  
 
The Group is asked to review the plans for these APMS procurements and approve the approach 
that is being proposed for the contracts.  
 
 
5 Appendices 
 
Appendix 1    Appendix 2  Appendix 3   
 

E&N CCG Timeline 
June 2016.xlsx

               
Ware Rd & Orchard 

timeline.docx
           

Appendix 3 Letter 
from Wrafton House.p

 
    
 
6   
 
East and North Hertfordshire CCG has had internal and external meetings regarding the three 
procurements and also received a letter from the WelHat locality (attached – Appendix 3) regarding 
the progress on Spring House.  
 
We believe we should review all three proposed approaches with regard to 

a) Consultation with patients and public 
b) Realistic time lines 
c) Short term and medium term objectives should be better aligned  

 
We must conclude our joint approach and communicate this by middle of August 2016 including 
starting the consultation process.  



Medical Procurements (Version 7)
KEY

Procurement 

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18

Spring House Medical Centre

Open PQQ/ITT, evaluation,int

Orchard Surgery 

Open PQQ/ITT, evaluation Int 2+3 contract.

Ware Road Surgery

Open PQQ/ITT, evaluation Int

5 + 5 contract.      
Opening hours tbc

3+2 contract.

Period subject to further contract extension 

Engagement Mobilise

Patient 
Engagement Mobilise

Engagement Mobilise

Ea
st

 N
or

th
 H

er
ts

Period subject to further contract extension 

Proposed closure/consultation required



Ware Road and Orchard Procurement Timeline 

Date Stage NHS England Input / CCG Input 

June to 
August 
2016 

Service Specification 
and PQQ development.   

Input into the service specification:  
NHS England: Medical / Nursing / Finance / IG / Contracting 
/ Medicines Management   
External:  Human Resources / CCG / Patient representation 

July 2016 Patient Engagement CCG / NHSE / External provider 

Early 
August 
2016 

Engagement analysis CCG / NHSE 

Mid-August 
2016 

Publish the joint PQQ 
ITT along with all 
relevant documents 

Deadline for specification comment / additions. 

Mid 
October 
2016  

Close joint PQQ & ITT 
process 

  

Mid to Late 
October 
2016 

Evaluate responses Evaluation panel to consist of: 
NHS England: Medical Directorate / Nursing and 
Safeguarding / Finance / IG / Contracting 
External: HR / CCG 

Early 
November 
2016 

Moderate scores All evaluation panel members to attend. 

Mid 
November 
2016 

Bidder Interviews Evaluation panel members to provide interview questions 
where appropriate.  Some evaluation panel members, 
including the CCG, to attend interviews. 

Late 
November 
2016 

Final Score. Executive 
approval 

  

Early 
December 
2016 
through to 
end 
January to  
2017 

Service mobilisation   



Ware Road and Orchard Procurement Timeline 

01/02/2017 Service Commence  
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Consolidated Funding Framework Update 

 
July 2016 

 
1. Purpose 

 
To provide an update on the implementation of the Consolidated Funding Framework (CFF).  
 
 

2. Acronyms 
 

Acronym In full 
CCG Clinical Commissioning Group 
CFF Consolidated Funding Framework 

 
 

3. Appendices 
 

Appendix 1 Elements of the Consolidated Funding Framework 
 

 
 

4. Update 
 

There have been a number of actions taken to implement the CFF following the last Joint 
Committee held on 21st April 2016.  Below is a brief summary of the work stream and the 
actions taken: 

 
4.1 At the Governing Body Meeting held on 12th May 2016 the final version of the 

CFF was agreed and signed off for 2016/2020.  The paper detailed the 
requirements of the transition year 2016/17 and the planning required for the 
further three years of the Framework.   

 
4.2 Following agreement of the CFF at the Governing Body each practice was 

contacted with brief details of the requirements for 2016/17 (appendix 1) asking 
them to confirm that they were signing up to the Framework.  Once they 
confirmed their participation the upfront payment was made to each practice in 
line the allocations agreed by the Governing Body on 12th May 2016.   At the time 
of writing the paper all 58 practices had signed up to the CFF. 

 
4.3 Primary Care Professional Associates have been secured by the CCG to work 

directly with localities to support them developing their plans for both the 
transition year (2016/17) and the longer term plan for 2017/20.  Several localities 
have set up specific task and finish groups to work up the CFF proposals, 
involving GPs, practice managers and practices nurses.  The locality team are 
also supporting localities by providing analysis of previous performance and 
associated income, to help inform future planning, for example for over 75s 
checks.  The task and finish groups have been helpful in mobilising localities, 
getting wider engagement and improving the understanding by practices of the 
overall aim of the Framework. 

 



 

4.4 At the Primary Care Steering Group meeting held on 7th July 2016 the meeting 
received the current plans from localities for 2016/17.  These were reviewed and 
feedback provided to each locality.  Good progress has been made with the 
majority of localities with one locality identified as requiring additional support to 
improve its plan.  This has been fedback to the relevant locality and an increased 
level of input provided. 

 
4.5 The Primary Care Steering Group meeting also considered a draft of the 

proposed metrics for 2016/17.  This was fully discussed and amendments made, 
with the aim that guidance is issued to practices by 21st July 2016.  Practices will 
not be required to provide a return at the end of quarter 1, but instead the quarter 
2 return will cover both quarters 1 and 2.   

 
4.6 The CCG is finalising an intranet site for practices to access.  The intranet will act 

as a repository for practices to access and will hold the latest guidance, 
templates and information on locality plans, to enable learning from each other 
and the sharing of ideas/work streams. 

 
 

5. Next Steps 
 

5.1 To continue to support practices and localities with the finalising of their plans for 
using the £2.10 element of the CFF for 2016/17.  Ensuring they are designed to 
support work streams that address the key priorities for the localities. 
 

5.2 Ensure the Primary Care Steering Group, when it meets in August, is able to 
consider finals plans for the £2.10 and can review the emerging plans for the CFF 
for years 2017/20. 

 
5.3 Set up the monitoring processes for the 2016/17 metrics to enable quarterly 

monitoring and reporting of performance. 
 

5.4 Implement system to enable localities to access £2.10 element of CFF for 
2016/17. 

 

 
 
 
 
Helen Edmondson 
July 2016 
 
  



 

Appendix 1 
 

Elements of the Consolidated Funding Framework 
Transition Year 2016/17 

 
 

1. Engagement & Development  £0.50 (60% upfront, 40% on achievement) paid 
directly to practices 
 
Locality meeting attendance 

 
2. Financial Balance  £0.50 (100% on achievement, paid in June 2017) paid 

directly to practice 
 

Achieve locality financial balance 
 

3. Service Delivery Investment in Locality Primary Care Development  £2.10 (60% 
upfront, 40% on delivery) The locality plan will agree where the money is spent, 
i.e. this will not necessarily pass directly to practices, as individuals, 
collaborations, federations and third party organisations may deliver the work 

 
3.1 Support Education and Training 
 
• Training GPs on Map of Medicine & GPs contributing comments and reflections on 3  

pathway reviews out of a menu covering priority areas 
• Staff training needs identified through annual appraisal and PDP - used to develop 

locality training plans via nurse tutors and Education and Workforce Leads 
 

3.2 Support Locality and Practice Service Development Planning 
 

• Complete HSCIC National Diabetes Audit 
• Develop locality plan to engage with the CCG pre-diabetes pilot 
• Complete practice workforce + capacity baselines and business plans by October 

2016 using agreed CCG templates to ensure consistency and relevance of data 
• Other forms of engagement e.g. project group work - for locality determination to 

produce 3 year CFF plan for locality by October 2016 
• Support plans for PCSE/PSU transition 

 
4. Clinical Service Delivery £7.00 per patient registered 

 
4.1 75+  (£50 per check) up to £4.00 per eligible patents maximum 

 
• Continue health checks for new patients (not had check or became 75 since scheme 

started) 
• Health check for locally identified vulnerable patients, carers, frail & housebound 

 
 

4.2 LTC 'Plus'  £2.00 (60% upfront, 40% on achievement) including End of Life and 
Carers 

 
LTC 
• COPD action plan 
• Referral to IAPT/EPMCH (based on National Requirement) 
• Practice diabetes review meeting 



 

• Practice diabetes action plan 
• Personal Health Plans (PHPs) for patients with LTCs. To obtain explicit decision 

regarding sharing consent for patients with LTCs 
• Contribute the development and implementation the new Personal Care Plans (PCPs)  

 
End of Life 

• Complete post death audit for all practice deaths  
• Identify & manage patients in accordance with local pathways inc. coordination of GSF 

meetings every 4-6 weeks. 
• All patients discussed at GSF meeting should have care plans 
• Completion of electronic EoL template including record sharing where patient has 

consented (already available for use) 
• Where a patient remains in their usual place of residence  in their last few days of life, 

consult jointly with community staff (with or without the patient/carers being present) 
and sign off the final days EoL Care Plan as per the ‘GSF red phase’ of EoL template  

 
Carers 

• Keep register of carers up to 3% 
• Practice pop estimated target (Practice can agree specific alternative target if their 

demographics warrant) 
• Identify a carer champion 

 
4.3 Cancer £1.00 (60% upfront, 40% on achievement) 

• Continue to support national campaigns and promote screening to patients  
• Review all cancer diagnoses during emergency admission  
• Review all new cancer diagnoses for bowel, lung, gynaecology and breast 
• Develop action plan (to deliver in years 2, 3 & 4) to improve screening rates 
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Comment Date First Name Surname Position Nothing to 

Declare

Have 

interests to 

declare

Type of Interests Your Details / Company Details (Registered 

office address, Company number etc.)

Spouse, Family 

member,

Close friend etc. 

Details

Nature of Conflict

26-02-2016 Linda Farrant Lay Member, Governance and 

Audit  - ENHCCG

Y Positions of authority in an organisation (e.g. 

charity or voluntary organisation in the field of 

health and social care) 

Any other role or relationship which the public 

could perceive would impair or otherwise influence 

the individual’s judgment or actions in their role 

within the East and North Herts Clinical 

Commissioning Group.

Non - Executive Board Member of OFSTED

Independent Member of Audit and Corporte 

Governance Committee of Care Quality Commission 

w.e.f 27/7/2015

Patient of South Street Surgery

No direct conflict, OFSTED inspects children's 

care services provided by local authorities.

No Direct conflict, CQC regulates and inspects 

NHS providers including GP practices and and 

adult social care with whom CCG commissions 

services. 

Receive services from GP Practice in CCG area.

10-03-2016 James Gleed Associate Director 

Commissioning Primary Care, 

ENHCCG

y Any other role or relationship which the public 

could perceive would impair or otherwise influence 

the individual’s judgment or actions in their role 

within the East and North Herts Clinical 

Commissioning Group 

James Gleed Spouse - Helen 

O'Keefe employed by 

Princess Alexandra 

Hospital NHS Trust - 

Business Change 

Project Manager.

None Indentified

17-03-2016 Deborah Kearns SVV locality Co-Chair, ENHerts 

CCG Governing Body Member

y Roles and responsibilities held within member 

practices. 

Directorships, including Non-Executive 

Directorships,held in private companies or PLCs

Ownership or part ownership of private companies, 

businesses or consultancies likely or possibly 

seeking to do business with the East and North 

Herts Clinical Commissioning Group.

Senior Partner Central Surgery 

Central Surgery

Bell Street

Sawbridgeworth

CM219AQ

Mantle(Saffron)Ltd Company Number 5752770

The Priory Thremhall 

Park Street Hill

Bishop's Stortfrod 

CM22 7WE

Mantle(HB) LLP ref. no 0C384165

Practice is a member of federation Stortford Valley 

Health Care Ltd.

Registered office address 

C/O Parsonage Surgery Hertfordshire & Essex 

Community Hospital, Cavell Drive, Bishops's 

Stortford, Hertfordshire, United Kingdom, CM23 5JH

Company number 09489615

Husband is a director

Provider of GMS and Enhanced Services. 

Property owner seeking to improve premises 

through Primary Care Transformation bid. 

Mantle(Saffron) mantains a freehold interest in 

Saffron Ground in Stevenage, which is a 4 story 

office building. 2 floors are let to the NHS.

Mantle(HB) was the developer that enabled the 

initiating stages of the development of Central 

Surgery. This arrangement predates my role in 

the Governing Body. They have received no 

professional fees to date.

Proposed to use another 3rd party developer to 

deliver the project and offer open book financial 

transparency should the bid be successful.

Federation planning to bid to deliver enhanced 

services 

I am not a director.

25-02-2016 Alison Jackson GP Board Member, East and 

North Hertfordshire CCG

Y Roles and responsibilities held within member 

practices.

Ownership or part ownership of private companies, 

businesses or consultancies likely or possibly 

seeking to do business with the East and North 

Herts Clinical Commissioning Group.

GP Partner at the Maples Health Centre, Vancouver 

Road,Turnford

Broxbourne, EN106FD

The Practice is a member of Lea Valley Health LTD, 

Orbital House, 20 Eastern Road, Romford, Essex, 

RM1 3JR. 

Company number 09114753 

In a position of influence

In a position of influence

25-01-2016 Kimberley Kingsley Deputy Director Nursing and 

Quality NHS England

y

29-12-2015 Alan Pond Chief Finance Officer, ENHCCG Y Directorships, Including Non- Executive 

Directorships, held in private companies or PLCs 

and 

Positions of authority in an organisation (e.g. 

charity or voluntary organisation in the field of 

health and social care):

Director of Assemble Community Partnership Ltd and 

associated companies(of 128 Buckingham Palace 

Road, London). ACP is the LIFT (Local Improvement 

Finance Trust) company for South East Midlands and 

the directorship is unpaid, nominated by Community 

Health Partnership to act on behalf of ENGCCG and 

other commissioners in the LIFT area.

Partner is a GP 

Partner in HVCCG 

(Haverfield Surgery, 

Kings Langley) and 

Chair of Dacorum 

Locality

None

10-02-2016 Aly Rashid Medical Director and 

Responsible Officer, NHS 

England - Midlands and East ( 

Central Midlands)

y Nothing to Declare Nothing to Declare Nothing to Declare Nothing to Declare

07-01-2016 Dominic Cox Locality Director (South) NHSE y



05-01-2016 Harper Brown Director of Commissioning - 

ENHCCG

y Directorships, including Non-Executive 

Directorships,

held in private companies or PLCs and Ownership 

or part ownership of private companies,

Businesses or consultancies likely or possibly 

seeking to do business with the East and North 

Herts Clinical Commissioning Group or NHS 

England.

Director Harper Brown Consulting Limited None

18-01-2016 Nicholas Ince GP and Pharmacy Contract 

Manager - NHSE

y

06-01-2016 Nicky Williams Deputy Clinical Chair East and 

North Herts CCG

Y Roles and responsibilities held within member 

practices:

Church Street Surgery, Church Street Ware 

Generating Health - GP Federation ULV

GP partner

GP practice member

24-12-2015 Sharn Elton Director of Operations - 

ENHCCG

y

19-01-2016  Yvette Twumasi-

Ankrah

Lay Member, Chair co-

commissioning committee - 

ENHCCG

y

20-01-2016 Peter B Graves Chief Exceutive of bedfordshire 

and Hertfordshire LMC Ltd

y Roles and responsibilities held within member 

practices and Directorships, including Non-

Executive Directorships,

held in private companies or PLCs:

Positions of authority in an organisation (e.g. 

charity or voluntary organisation in the field of 

health and social care):

Chief Exceutive of bedfordshire and Hertfordshire 

LMC Ltd. The Shires, Astonbury Farm, Aston, 

Stevenage SG2 7EGE

1- Executive Director of Beds & Herts LMC ltd.

2- Chair of board of directors of Old Aberdeen Wharf 

RTM Ltd, Aberdeen Wharf, 94 Wapping High Street 

London E1W 2ND

None (other than Beds & Herts LMC Ltc as above)

The LMC is funded mainly by levies on all 

practices with Bedfordshire and Hertfordshire- 

1- same as above

2-none

24-02-2016 Andrew Tarry Assistant Contract Manager 

NHS England

y

12-02-2016 Rachel Lea Employed by Beds & Herts LMC 

that  represents the GPs within 

East and North Herts CCG Area

y Positions of authority in an organisation (e.g. 

charity or voluntary organisation in the field of 

health and social care):

Trustee of Bethany Village Leprosy Society, 27 Murry 

Avenue, BR1 3DG, Charity Ref 291107

none

22-02-2016 Manjit Darby Director of Nursing - NHSE y Any other role or relationship which the public 

could perceive would impair or otherwise influence 

the individual’s judgment or actions in their role 

within the East and North Herts Clinical 

Commissioning Group or NHS England.

Other specific interests? 

Panel Member at NMC Hearings

Acting Magistrate at Leicester + Loughborough 

Magistrates Courts

Incomplete 

Form

21-01-2016 Michael Taylor Observer on N&E Herts CCG 

representing Healthwatch

Form not 

received
Michael Downing

Incomplete form  

received 

Form not received

Fully completed 

form / information 

received

Information 

required

Key 
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Appendix 1: Terms of Reference for Joint Committee 
 

Introduction 
 
1. The NHS England and NHS East and North Hertfordshire Clinical Commissioning Group 

Joint Commissioning Committee is a (“Joint Committee”) with the primary purpose of 
jointly commissioning primary medical services for the people of East and North 
Hertfordshire. 

Statutory Framework 
 
2. The National Health Service Act 2006 (as amended) (“NHS Act”) provides, at section 13Z, 

that NHS England’s functions may be exercised jointly with a CCG, and that functions 
exercised jointly in accordance with that section may be exercised by a joint committee of 
NHS England and the CCG. Section 13Z of the NHS Act further provides that arrangements 
made under that section may be on such terms and conditions as may be agreed between 
NHS England and the CCG. 

Role of the Joint Committee 
 
3. The role of the Joint Committee shall be to carry out the functions relating to the 

commissioning of primary medical services under section 83 of the NHS Act except those 
relating to individual GP performance management, which have been reserved to NHS 
England  

 
4. This includes the following activities: 
 

• General Medical Services (GMS), Personal Medical Services (PMS) and Alternative 
Provider Medical Services (APMS) contracts (including the design of PMS and APMS 
contracts, monitoring of contracts, reviewing proposed contractual action such as issuing 
breach / remedial notices, and removing a contract); 

• Newly designed enhanced services (“Local Enhanced Services” and “Directed 
Enhanced Services”); 

• Design of local incentive schemes as an alternative to the Quality Outcomes 
Framework (QOF); 

• Decision making on whether to establish new GP practices in an area; 
• Approving practice mergers; and making decisions on ‘discretionary’ payment (e.g. returner / 

retainer schemes). 
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5. In performing its role the Joint Committee will exercise its management of the functions in 
accordance with the agreement entered into between NHS England and NHS East and 
North Hertfordshire Clinical Commissioning Group, which will sit alongside the Scheme of 
Reservation and Delegation and Terms of Reference.  This is the proposed agreement to 
deal with activities such as information sharing, resource sharing, contractual mechanisms 
for service delivery (and ownership) and interplay between contractual and performance 
list management.  

Geographical coverage 
 
6. The Joint Committee will comprise of NHS England (Central Midlands) and NHS East and 

North Hertfordshire Clinical Commissioning Group (“the Group”).  It will undertake the 
function of jointly commissioning primary medical services for East and North Hertfordshire. 

Membership 
 
7. The Joint Committee shall consist of: 
 

• The Group’s Lay Member for Governance 
• The Group’s Lay Member for Co-Commissioning  
• Three Executive members of the Group: 

o Chief Finance Officer 
o Director of Commissioning 
o Director of Operations 
o Director of Nursing and Quality  

• Three GP members of the Group’s Governing Body 
• Three NHS England Central Midlands Executives: 

o Locality Director 
o Medical Director 
o Director of Nursing. 

 
The membership will meet the requirements of the Group’s Constitution. 

 
8. Joint Committee Members may nominate an appropriate deputy to attend in their place 

 
9. The Chair of the Joint Committee shall be the Group’s Lay Member for Co-Commissioning 
 
10. The Vice Chair of the Joint Committee shall be the Group’s Lay Member for Governance 
 
11. The following representatives will usually be in attendance: 

• Secretariat; 
• Associate Director of Primary Care Commissioning of the Group 
• GP Contract Manager NHS England Central Midlands 
• Health Watch representative; 
• Health and Wellbeing Board representative; 
• Local Medical Committee representative; 
• Associate Director of Quality for East and North Hertfordshire CCG. 
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Meetings and Voting 
 
12. The Joint Committee shall adopt the Standing Orders of the Group insofar as they relate to 

the: 
 

• Notice of meetings; 
• Handling of meetings; 
• Agendas; 
• Circulation of papers; and 
• Conflicts of interest. 

 

13. The Joint Committee shall reach decisions by a simple majority vote of members present. 

However, because the Group has eight members on the Joint Committee and NHS 

England (Central Midlands) has three members, the Group members shall have one vote 

each and NHS England (Central Midlands) members shall have two and two-third 

votes each. 

  

In the event of a tied vote, the Group shall have a casting vote on any CCG statutory functions 

included within the scope of the joint committee’s responsibilities and NHS England (Central 

Midlands) shall have a casting vote on any NHS England statutory functions included within the 

scope of the joint committee’s responsibilities. 

 

14. To be quorate each of the following criteria must be met: 
 

• Six members of the Joint Committee are present, including at least one 
member of The Group and at least one member of NHS England (Central 
Midlands) 

• There is a non-GP majority within the members present   
 

 No formal business shall be transacted where a quorum is not reached.   
 

15.  A minimum of 4 scheduled meetings shall take place per year.  Where required 
additional meetings will be arranged. 

 
16. Meetings of the Joint Committee: 

 
a) Shall, subject to the application of 17(b), be held in public; 
b) The Joint Committee may resolve to exclude the public from a meeting that is open 

to the public (whether during the whole or part of the proceedings) whenever publicity 
would be prejudicial to the public interest by reason of the confidential nature of the 
business to be transacted or for other special reasons stated in the resolution and 
arising from the nature of that business or of the proceedings or for any other reason 
permitted by the Public Bodies (Admission to Meetings) Act 1960 as amended or 
succeeded from time to time. 

 
17. Members of the Joint Committee have a collective responsibility for the operation of the 
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Joint Committee.  They will participate in discussion, review evidence and provide 
objective expert input to the best of their knowledge and ability, and endeavor to reach a 
collective view. 

 
18. The Joint Committee may call additional experts to attend meetings on an ad hoc basis to 

inform discussions. 

 
19. Members of the Joint Committee shall respect confidentiality requirements as set out in 

the Standing Orders referred to above unless separate confidentiality requirements are 
set out for the Joint Committee in which event these shall be observed 

20. Secretariat to the Joint Committee will be provided by The Group 

21. The Secretariat to the Joint Committee will circulate the minutes and action log within 5 working 
days of the meeting to all members. 

 
22. These Terms of Reference will be reviewed annually, reflecting experience of the Joint 

Committee in fulfilling its functions and the wider experience of NHS England and CCGs 
in primary medical services co-commissioning. 

 
Decisions 
 
23. The Joint Committee will make decisions within the bounds of its remit. 

 
24. The decisions of the Joint Committee shall be binding on NHS England and the Group. 
 
25. Decisions will be published by both NHS England and The Group 

 
26. The Secretariat will produce an Executive Summary Report on a quarterly basis, which will 

presented to the NHS England Central Midlands and the Governing Body of the Group for 
information. 

 

Key Responsibilities 
 
27. This will include but not be limited to areas such as planning, including carrying out needs 

assessments, primary medical care services for the geographical area in question; 
undertaking reviews as appropriate; co-ordinating a common approach to primary care 
commissioning as appropriate; managing relevant budgets. 

 

Review of Terms of Reference 
 
28. These Terms of Reference will be formally reviewed by the NHS England Central Midlands 

and the Group in April of each year, following the year in which the Joint Committee is 
created, and may be amended by mutual agreement between the NHS England Central 
Midlands and the Group at any time to reflect changes in circumstances, which may arise. 

 

[Signature provisions] 
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Schedule 1 – List of Members – populate once membership agreed 
 

• Linda Farrant, The Group’s Lay Member for Governance 
• Yvette Twumasi-Ankrah, The Group’s Lay Member for Co-Commissioning  
• Three Executive members of the Group: 

o Alan Pond, Chief Finance Officer, ENHCCG 
o Harper Brown, Director of Commissioning, ENHCCG  
o Sharn Elton, Director of Operations, ENHCCG 
o Sheilagh Reavey, Director of Nursing and Quality, ENHCCG 

• Three GP members of the Group’s Governing Body 

o Dr Deborah Kearns 
o Dr Nicky Williams 
o Dr Alison Jackson  
 

• Three NHS England Central Midlands Executives: 
o Dominic Cox, Locality Director, NHSE  
o Aly Rashid, Medical Director, NHSE 
o Manjit Darby, Director of Nursing, NHSE 
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