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Executive Summary
Summary

The Greater Manchester Primary Care Transformation Agreement awards NHS Bury CCG
with £2,270,568 over the next 4 financial years. The agreement contains a number of
conditions that NHS Bury CCG, Bury GP Federation and Bury and Rochdale Local Medical
Committee must implement into the secure the funding. This paper is to bring the PCCC’s
nd
attention to the agreement. A response to the agreement was submitted prior to the 22
August 2017 and all three parties are committed to working together to implement the
requirements

Risk

High

Medium



Low

There are no specific risks associated with this paper

Recommendations

The Primary Care Commissioning Committee is asked to:
• Note the content of the report

Strategic themes

To deliver improved outcomes and reduce health inequalities for patients through better preventative strategies
To deliver service re-design in priority areas through innovation
To develop primary care to become excellent and high performing commissioners
To develop the CCG leadership to work with the Local Authority to be excellent integrated commissioners
To develop robust and effective working relationships will all stakeholders and partners to drive integrated
commissioning
To deliver long term financial sustainability through effective commissioning and innovative investment across
the wider system
To develop and influence the provider landscape through development of a Locality Care Organisation (LCO)
Equality Analysis Assessed?

Date: 23 August 2017

Supports NHS Bury CCG Governance arrangements
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PARTIES
This is an agreement between:
(1)

NHS England, 3 Piccadilly Place, London Road, Manchester, M1 3BN

(2)

[Name] Clinical Commissioning Group, [address]

(3)

[Name] GP Federation [address]

(4)

[Name] Local Medical Committee [address]

each a Party and together, the Parties.
BACKGROUND
(A)

Pursuant to the GM devolution agreement between Government and GM local
authorities and the MoU developed between GM local authorities, GM CCGs
and NHS England (which created a framework for the delegation and ultimate
devolution of health and social care responsibilities to GM), from April 2016,
the NHS bodies and local authorities in GM have taken control of £6bn of
public money to run health and social care throughout the region.

(B)

The Greater Manchester Health and Social Care Devolution Memorandum of
Understanding (‘MOU’) sets out the ambition for full devolution of funding and
decision making for health and social care in GM. It describes the principles
for how partners will work together, including a commitment to collaborate and
make decisions in the best interests of patients and the people of GM.

(C)

The NHS bodies and local authorities in GM have developed a
comprehensive GM Strategic Plan (‘Taking Charge’) to address the key
challenges facing health and social care. The GM Strategic Plan sets out how,
in pursuing five transformation themes, the NHS bodies and local authorities
in GM will achieve clinical and financial sustainability.

(D)

NHS England agreed in December 2015 that £450m would be made available
over a five year period for the establishment of a 'Transformation Fund' on the
basis that the GM HSCPB would oversee the deployment of this fund within
GM to deliver the major change programme set out in the GM Strategic Plan,
whilst securing locally the outcomes to which NHS England is committed as a
consequence of the November 2015 Comprehensive Spending Review.

(E)

The objectives of the Transformation Fund are to support solutions which
deliver clinical and financial sustainability across GM and at locality level and
improve the health and social outcomes included in the GM Strategic Plan.
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(F)

The specific purpose of the Transformation Fund is: investment in new
systems, processes and infrastructure; and/or additional costs involved in
developing and implementing new services while existing services are
decommissioned.

(G)

In order to access the Transformation Fund a Locality must have in place a
robust Locality Plan agreed by all key parties in the Locality Area, which is
wholly aligned to the broader vision for health and social care transformation
in GM and the specific schemes identified in the GM Strategic Plan.

(H)

Access Criteria for the Transformation Fund have been developed and agreed
by the GM HSCPB.

(I)

These criteria have been adopted by the GM Chief Officer on behalf of NHS
England.

(J)

The overall governance and accountability of the Transformation Fund is the
responsibility of the GM Chief Officer and Head of Paid Service, GMCA, both
supported by the GM HSCPBE.

(K)

The Transformation Fund will be subject to the GM Accountability Framework,
which will specify a full range of outcomes across health and social care to be
delivered by the Transformation Fund.

(L)

NHS England has delegated responsibility internally to the GM Chief Officer
for allocating the awards from the Transformation Fund. The GM HSCPBE
has considered the Transformation Fund proposal outlining the GM Primary
Care Reform Programme and made a recommendation to the GM Chief
Officer for actioning. The GM Chief Officer having considered the application
accepted this recommendation on [DATE].

(M)

This Agreement sets out the terms and conditions upon which funding from
the Transformation Fund has been awarded to the CCG for distribution within
the Locality Area.

(N)

This Agreement should be read in association with other key documents:
(i)
(ii)
(iii)
(iii)

1.
1.1

GM Primary Care Reform programme (Schedule 1)
GM Primary Care Strategy (Schedule 1A)
Locality mobilisation plan – Primary Care Reform (Schedule 2)
Locality based initiatives for primary care reform (Schedule 3)

Definition and Interpretation of terms
The definitions and rules of interpretation in this clause apply in this
Agreement
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Access Criteria: criteria agreed on in March 2016 by the GM HSCPB 1 and
adopted by NHS England that must be satisfied in order for a Locality to be
granted Transformation Funding:
• Deliver the GM vision
• Enable transformational change
• Consolidate resources
• Secure value for money
• Facilitate learning for others
Agreement: this agreement between the Parties comprising these terms and
conditions together with all schedules attached to it
CCG: the Clinical Commissioning Group specified as a Party to this
Agreement and which is receiving Transformation Funding in accordance with
this Agreement
Commencement Date: [date]
Expiry Date: At the end of [date]
Five Year Forward View: the document published in October 2015 by NHS
Improvement, the Care Quality Commission, Public Health England and
Health Education England setting out a new shared vision for the future of the
NHS based around new models of care 2
GP Forward View: the document published in April 2016 acknowledges the
pressures faced in General Practice and sets out a programme of support to
General Practice in respect of investment, workforce, workload, infrastructure
and care design.
GM: the Greater Manchester region comprising 10 local authority areas:
Bolton, Bury, Manchester, Oldham, Rochdale, Salford, Stockport, Tameside,
Trafford, and Wigan
GM Accountability Framework: A GM Accountability Framework to set the
approach to be undertaken internal to GM describing thresholds and levels of
intervention and how the GM system can have oversight of its own
performance to inform any national requirements." Timescale for completion
of the Framework is August 2016 3
1 https://www.greatermanchesterca.gov.uk/download/meetings/id/753/04a_transformation_fund_criteria
2

https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf

https://www.greatermanchester-ca.gov.uk/download/meetings/id/1166/07_taking_charge__implementation_plan
3
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GM Chief Officer: means the NHS England officer appointed to lead the GM
health and social care devolution programme
GMCA: Greater Manchester Combined Authority
GM HSCPB: the Greater Manchester Health and Social Care Partnership
Board governed by the terms of reference set out in Schedule 5, which is
responsible for setting the overarching strategic vision for the GM health and
social care economy
GM HSCPBE: the Greater Manchester Health and Social Care Partnership
Board Executive a group comprised of members of the GM HSCPB which
was established to provide support to the GM HSCPB
GM Primary Care Strategy: the GM Primary Care Strategy ‘Delivering
Integrated Care across Greater Manchester – The Primary Care Contribution’
sets out the direction of travel for primary care transformation going forward
and is aligned to the 10 Greater Manchester Locality Plans.
GM Strategic Plan: the GM Strategic Sustainability Plan – Taking Charge 4
and the implementation plan set out within, aligned to the Five Year Forward
View, which sets out how GM will achieve clinical and financial sustainability
during a five year period underpinned by a number of principles agreed in the
MoU signed in February 2015 5
Health and Wellbeing Board: the forum established by the Health and Social
Care Act 2012 where key leaders from the health and care system work
together to improve the health and wellbeing of their local population and
reduce health inequalities and, in the context of this Agreement, refers to the
relevant Health and Wellbeing Board for the Locality Area.
Inter Authority Transfer: An Inter Authority Transfer (IAT), is the mechanism
used by CCGs, NHS England and NHS England local area teams to transfer
resource known as allocations. It cannot be used with other organisations
such as NHS providers or LAs
A sending and receiving organisation is required (like a budget transfer
between budget holders in a standard organisation)
https://www.greatermanchesterca.gov.uk/homepage/73/taking_charge_of_our_health_and_social_care_in_greater_manchester
4

https://www.greatermanchesterca.gov.uk/downloads/download/40/greater_manchester_health_and_social_care_devolution_mem
orandum_of_understanding
5
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Key Milestones: has the meaning set out in Clause 5.2
Local Authority: the local authority specified as a Party to this Agreement
Local Authority Transformation Funding: the proportion of the
Transformation Funding payable to a Local Authority to enable it to deliver the
Locality Plan
Locality: the GM Local Authority, the CCG and the Providers who are Parties
to this Agreement
Locality Area: The geographical area covered by the Local Authority
Locality Cost Benefit Analysis: the detailed financial analysis and
evaluation of the costs and benefits associated with the Locality Plan [and
which is attached at Schedule 8 to this Agreement]
Locality Plan: a 5 year plan for health and social care and wider public
service reform, which has been developed and agreed between the
commissioners and providers within the Locality Area [and which is attached
at Schedule 1[A] to this Agreement]
Locality Plan Implementation Plan: the plan describing the implementation
of the Locality Plan, which was endorsed by the GM HSCPB [and which is
attached at Schedule 1B to this Agreement]
MoU: the Greater Manchester Health and Social Care Devolution
Memorandum of Understanding, an agreement between the GM local
authorities, the GM CCGs and NHS England which was signed in February
2015 and which creates a framework for the delegation and ultimate
devolution of health and social care responsibilities to GM
NHS Act: National Health Service Act 2006
NHS England: the National Health Service Commissioning Board established
by section 1H of the NHS Act and known as NHS England
NHS Improvement: the operational name for the organisation bringing
together Monitor, the NHS Trust Development Authority and certain patient
safety and service change teams
NHS Improvement Agreement: any agreement entered into between NHS
Improvement (or one of its constituent legal entities) and a provider in the
Locality Area relating to an allocation from the Sustainability and
Transformation Fund
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Programme: the GM Primary Care Reform Programme, a programme of
reform (set out in Schedule 2) created in accordance with the Locality Plan or
transformation theme, for which Transformation Funding has been awarded
Provider Transformation Funding: the proportion of the Transformation
Funding payable to a NHS Trust/Foundation Trust to enable it to deliver the
Locality Plan
Recipients: those Parties who have been identified in the Locality Plan
Implementation Plan as proposed recipients of the Transformation Funding
Senior Leader: the person appointed by the Locality responsible for
delivering the Programme and for delivering value for money from the funds
awarded to the Locality.
Stronger Together: the GM strategy published in 2013 by GMCA and
the Local Enterprise Partnership (LEP) around the twin themes of Growth and
Reform that sets out a series of priorities that will drive sustainable economic
growth and reform the way that public services are delivered
Sustainability and Transformation Fund: the national transformation fund
established to support delivery of the Five Year Forward View
Taking Charge: the GM Strategic Plan
Transformation Fund: the £450m fund that NHS England has agreed to
allocate to GM to deliver the major change programme set out in the GM
Strategic Plan, whilst securing locally the outcomes to which NHS England is
committed as a consequence of the November 2015 Comprehensive
Spending Review, and which represents GM's share of the available
transformation budget over the period 2016 to 2021
Transformation Funding: the sum of funding allocated by NHS England from
the Transformation Fund to the CCG to distribute to the Recipients
Transformation Fund Proposal: the proposal documentation that was
submitted by the Locality to secure access to Transformation Funding [and
which is attached at Schedule 8 to this Agreement]
1.2

Clause, Schedule and paragraph headings shall not affect the interpretation of
this Agreement.

1.3

The Schedules form part of this Agreement and shall have effect as if set out
in full in the body of this Agreement. Any reference to this Agreement includes
the Schedules.
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1.4

A reference to a statute or statutory provision is a reference to it as it is in
force for the time being, taking account of any amendment, extension or reenactment and includes any subordinate legislation for the time being in force
made under it.

1.5

A reference to a document is a reference to that document as varied (other
than in breach of the provisions of this Agreement) at any time.

1.6

References to clauses and Schedules are to the clauses and Schedules of
this Agreement. References to paragraphs are to paragraphs of the relevant
Schedule.

2.

Term

2.1

This Agreement shall take effect on the Commencement Date and shall
continue until the Expiry Date, unless extended in accordance with clause 2.2
or terminated sooner in accordance with the provisions of this Agreement.

2.2

The Parties may extend this Agreement by such period as they agree.

3.

Objectives of the Agreement

3.1

By entering into this Agreement the Parties re-affirm their commitment to:
(i)

(ii)
(iii)

deliver the transformation of health and social care services in GM and
the wider reform of public services in GM as set out in the GM Strategic
Plan.
deliver the commitments of the GM Primary Care Reform Programme
collaborate and cooperate with each other, in line with the principles
set out in the MOU, and work within the agreed GM Health and Social
Care partnership governance arrangements.

3.2

Each Party confirms that implementation of its obligations under this
Agreement is consistent with its statutory obligations, and that it has complied
with any relevant requirements imposed upon it by legislation or regulatory
authority, and will continue to do so.

3.3

The aim of the additional investment is to take forward a number of elements
of the Primary Care Strategy, specifically strengthening resilience within
General Practice and improving access, quality and outcomes for our 2.8M
residents.

3.4

There are a number of specifically funded elements within this investment
agreement:
•

Provision of 7 Day access
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•
•
•
•

Training Care Navigators and Medical Assistants
Development of a GM Resilience Programme
Provision of a Clinical Pharmacy Programme
Provision of on-line consultation software

These are described in more detailed in the papers attached at Schedule 1A
and 1B, and the detailed metrics and milestones set out in Schedule 2. These
describe how the specific schemes will be delivered in the context of a wider
programme of reform of primary care.
The NHS Contract, Operational and Planning Guidance sets out national
requirements for primary care. The GM Primary Care Reform Programme is
clear that the funding within this investment agreement must enable system
wide transformation by ensuring sustainable general practice. Schedule 4
outlines those national requirements relating to primary care in order for the
locality to indicate its plans.
It is acknowledged that to address some of the resilience challenges,
GMHSCP, CCGs, LMCs and GP Federations will need to work together. For
this reason, they are all signatories to the Investment Agreement, although
will have different responsibilities under the agreement.
The GMHSCP GP Resilience Programme, known as ‘GP Excellence’ will also
have the remit to support GP practices to improve quality and outcomes for
their patients. To support this, GMHSCP are developing a primary care
dashboard which all GP practices will have access to and uses data which is
in the public domain. The dashboard will mature over time and the indicators
will change to reflect the priorities of GMHSCP, CCG commissioners and the
GP community. The GP Excellence Team will also hold quarterly meetings
with locality GP provider clinical quality and commissioning leads with an aim
to review the position across Greater Manchester and to also share good
practice.
To support the GP Excellence Programme, partners across the system need
to commit to working together to understand current quality (using the
dashboard and other local data) and address issues. The mechanism for this
will be further developed, and may include a Quality Primary Care ‘Congress’
to pull together learning across GM. Each CCG will have a quality lead and
providers are expected to nominate a lead for clinical quality who will work in
collaboration with the CCG quality lead and their local practices to review the
data and support changes where these are indicated.
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4. Confirmation of support for the Programme by the Health and Wellbeing
Board
4.1

The Locality confirms that details of the Primary Care Reform Programme
have been discussed at the Health and Wellbeing Board; and the Health and
Wellbeing Board is supportive of the objectives and approach of the
Programme. The Primary Care Reform Programme plan was approved by
the Health and Wellbeing Board on [xxx].

5. Agreed milestones
5.1

The Parties have agreed key milestones which are outlined in schedule 2
(Key Milestones).

6.

Transformation funding

6.1

To support the delivery of the Programme the GM Chief Officer has agreed to
allocate [£xxx] of Transformation Funding to the Locality. (See Clause 9.1 for
funding flow).

6.2

The profile of this funding is:
Quarter
Q1 2017/18
Q2 2017/18
Q3 2017/18
Q4 2017/18
2018/19
2019/20
2020/21

Funding
[£X]
[£X]
[£X]
[£X]
[£X]
[£X]
[£X]

Note: The duration of the period of fixed funding and the profile of fixed
funding will be determined by the GM Chief Officer (with the support and
advice of the GM HSCPBE), in the light of the specific Locality Plan under
consideration, and the proposed Key Milestones to meet under that Locality
Plan.
Please note that in order to receive the totality of the access funding of £6ph,
localities will need to fulfil all requirements for improving access ensuring that
the reasonable needs of patients are met during core hours, as outlined in
schedule2, (pg 19). Any transitional funding to support localities in meeting the
improved access requirements should be factored into quarterly milestone
payments and outlined in local trajectories.
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6.3

The Transformation Funding awarded may only be used for the purpose for
which it is intended, as set in the Transformation Fund Proposal – Primary
Care Reform.

6.4

Recipients of Transformation Funding are required to adhere to their own
Standing Financial Instructions. However, with the exception of reports
prepared by advisors for regulatory purposes, expenditure incurred on
external consultancy contracts in excess of £50,000 (advisory or management
capacity) will be subject to the approval of the GM Chief Officer.

7.

Flow of funding

7.1

Table 1 below outlines the funding flows of the Transformation Funding for
each of the elements of the Primary Care Reform Programme:
Table 1 – funding flows
Element

Receiving organisation Funding flow

Provision of 7 day
access
Training Care
Navigators and Medical
Assistants
Development of a GM
Resilience Programme
Provision of a Clinical
Pharmacy Programme
Provision of online
consultation software

CCG

Inter Authority Transfer

CCG

Inter Authority Transfer

GM HSCP

Budget transfer

APMS Contract Holder*

Invoice

CCG

Inter Authority Transfer

7.2

The CCG shall distribute the Transformation Funding to the Recipients as
required to deliver the Programme as defined in Schedules 1 and 2 with the
exception of the Clinical Pharmacy Programme where the funding will be paid
to the APMS contract holder.

8.

Senior leader responsible for delivery

8.1

The Locality has appointed [xxx] as the Senior Leader responsible for
delivering the Programme and for delivering value for money from the funds
awarded to the Locality as set out in in Clause 8 of this Agreement.

9.

Reporting and evaluation
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9.1

The Senior Leader will provide regular updates and assurance to the GM
HSCPB and GM HSCPBE (in a form and at a frequency to be determined by
the GM HSCPB and GM HSCPBE) and to the Health and Wellbeing Board on
the Locality’s progress towards achieving the Key Milestones.

9.2

The Senior Leader will provide all such information, documents, records and
other items and assistance as the GM Chief Officer may reasonably require in
connection with the performance of any Party's obligations under this
Agreement.

9.3

The Locality will participate in any evaluation of the Programme in a form to
be agreed with the GM HSCPB as part of the ongoing operation of the GM
Accountability Framework.

9.4

The Locality will ensure the Locality Plan and the Programme associated with
this Agreement is monitored through its governance and programme
management arrangements, as set out in Schedule 6. The GM Chief Officer
and / or their representatives will have the right to attend Locality meetings
that relate to the distribution or use of the Transformation Funding and/or the
delivery of the Programme.

10.

Performance

10.1 The GM HSCPB and the Locality agree to work together for the successful
implementation of the Programme and to work collaboratively to address any
issues that arise or are foreseen. The investment should deliver
improvements in access and quality and high level outcomes will be
developed and agreed across GMHSCP, CCGs and stakeholders. These will
be monitored via a rolling programme.
10.2

If the Locality:
(i)
(ii)
(iii)

fails to deliver any Key Milestone;
delivers the Key Milestones out with the timescales for delivery
specified in Schedule 2; or
commits a material breach of this Agreement and either such breach
is in the reasonable opinion of the GM Chief Officer not capable of
remedy or such breach is in the reasonable opinion of the GM Chief
Officer capable of remedy and is not remedied to his reasonable
satisfaction within such time period as he shall stipulate, acting
reasonably,

then the GM Chief Officer (with advice and support from the GM HSCPB
and/or the GM HSCPBE) may:

12

a) specify additional or amended requirements on the Locality and make
the allocation of further Transformation Funding contingent on
performance of those additional requirements;
b) re-profile, pause, reduce or cease payment of some or all of further
Transformation Funding;
c) seek the recovery of some or all of the Transformation Funding; and/or
d) terminate this Agreement by giving written notice to the Parties.
Before exercising any right under clause 10.2(a)-(d) inclusive, the GM Chief
Officer shall have, at the least:
(iv)
(v)

(vi)

10.3

considered whether any alternative options are available that would
address the outstanding performance issue(s);
taken reasonable steps to meet with the Locality to discuss the
performance issue(s) and seek alternative options to address them;
and
discussed the matter with the GM HSCPB.

The CCG would only be required to repay to NHS England:
(i)

any uncommitted Transformation Funding that it has not yet
distributed to the Recipient; any Transformation Funding that the
CCG has in turn been repaid by the Recipients.

11.

Variations

11.1

This Agreement may be varied by the Parties at any time by agreement in
writing in accordance with the Parties’ internal decision-making processes.

12.

Confidentiality

12.1

The Parties agree to keep confidential all documents relating to or received
from another Party under this Agreement that are labelled as confidential.

12.2

Clause 12.1 shall not apply to disclosure of information:
(i)
(ii)

(iii)

required by any applicable law;
where a Party can demonstrate that such information is already
generally available and in the public domain otherwise than as a result
of a breach of Clause 12.1
which is already lawfully in the possession of the receiving party, prior
to its disclosure by the disclosing party.
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12.3

Where a Party receives a request to disclose information that another Party
has designated as confidential, the receiving Party shall consult with the other
Parties before deciding whether the information is subject to disclosure.

13.

Dispute Resolution

13.1

Subject to Clause 13.2, if any dispute arises out of or in connection with this
Agreement, the Parties must first attempt to settle the dispute in accordance
with the procedures set out in Schedule 6.

13.2

A Party may seek an injunction in connection with any breach by another
Party of its obligations under Clause 12.

14.

General

14.1 Subject to clause 14.2, this Agreement is personal to the Parties and no Party
shall, without the prior written consent of the other Parties, assign, transfer or
vest, except by the operation of any statutory provision, the benefit of the
Agreement to any other person.
14.2 The benefit and/or burden of this Agreement may be assigned or transferred
by any Party to any successor of all or part of its functions, property, rights
and liabilities.
14.3 The Parties agree that this Agreement shall not be interpreted as constituting
a partnership between the Parties nor as constituting any agency between the
Parties and the Parties agree that they shall not do cause or permit anything
to be done which might lead any person to believe otherwise.
14.4 Any termination of this Agreement shall be without prejudice to any rights or
remedies of the Parties in respect of any antecedent breach of this
Agreement.
14.5 The termination of this Agreement shall not affect the coming into force or the
continuation in force of any provision of this Agreement which is expressly or
by implication intended to come into or continue in force on or after such
termination or expiry.
14.6 Unless otherwise stated all sums stated in this Agreement are inclusive of all
applicable tax, including any VAT.
14.7 The construction, validity and performance of this Agreement shall be
governed by the laws of England.
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14.8 This Agreement may be entered into in any number of counterparts and by
the parties to it on separate counterparts, each of which, when so executed
and delivered shall be an original.

15. Signatures to Agreement
15.1

The CCG will be responsible and accountable for the delivery of the
requirements as set out within this Agreement. However, Local Medical
Committees and GP Provider/Federations are also requested to sign the
Agreement to demonstrate their support in delivery.

Signatures
NHS England
Signed on behalf of NHS England
Name: Jon Rouse
Role: GM Chief Officer
Signature:

_____________________________________________________

The Greater Manchester Health and Social Care Partnership Board
Signed on behalf of the Greater Manchester Health and Social Care Partnership
Board
Name: Lord Peter Smith
Role: Chair
Signature:
Date:

The Locality
Signed on behalf of the CCG

Name:
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Role:
Signature:
Date:
Signed on behalf of the Local Medical Committee
Name:
Role:
Signature:
Date:

Signed on behalf of the GP Federation
Name:
Role:
Signature:

______________________________________________

Date:
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Schedule 1 – Primary Care Reform Programme

SBP paper - Primary
Care Reform 24-02-1
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Schedule 1A – GM Primary Care Strategy

GM Partnership Primary Care Strategy
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Schedule 2 - The metrics and milestones for measuring performance
Improving Access
There should be appropriate access to meet the reasonable needs of the population during core hours and therefore all patients should have
access to both routine and urgent primary care services during the hours 8am – 6.30pm, Monday to Friday. Reasonable needs 6 are
considered as:
• Attend a pre-bookable appointment
• Book / cancel appointments
• Collect a prescription
• Access urgent appointments / advice
• Ring for telephone advice
• Access to diagnostics
• Access to medical records
• Any alternative arrangements are discussed with the PPG
Localities will need to provide assurance as to how they will ensure that the reasonable needs of the population are met in line with above.
2. The locality is clear as to how it is going to embed the primary care reform programme into the development of their LCO and
neighbourhood model over the duration of the agreement in line with the ambitions set out in the Primary Care Reform Programme
(schedule 1). This includes optimising this additional capacity in order target vulnerable and complex patients such as supporting nursing
and care homes to provide more proactive care, targeted appointments for carers, linking in to integrated neighbourhood teams and the
voluntary sector.

House of Commons Committee of Public Accounts. Access to General Practice: progress review Sixty-first Report of Session 2016-17
https://www.parliament.uk/business/committees/committees-a-z/commons-select/public-accounts-committee/inquiries/parliament-2015/access-generalpractice-16-17/
6
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Requirements

Locality Response

Trajectory – key
milestones

Outline Service Model
Delivery of 7 day access FOR a
neighbourhood, hub based model serving
populations of circa 30k – 50k
Provision of 30mins per 1000 population
rising to 45mins/1000* population by
20/21
*It is envisaged this will incorporate a
wider primary care team as part of
neighbourhood delivery model
The service operates for a minimum 1.5
hours (after 6.30pm) Monday to Friday
and at least 4 hours on Saturday and at
least 4 hours on Sunday. (Early morning
appointments can also be provided via
the Extended Access DES either on a
hub arrangement or at an individual
practice level.)
Provision of routine diagnostics (as per
commitment already agreed as part of
Healthier Together),
Measurement
All practices will consent to and
download a nationally automated tool to
measure appointment activity both inhours and during the additional hours to
enable improvements in matching
capacity to times of high demand.
To provide information as part of a GM
minimum data set to illustrate the impact,
20

Requirements

Locality Response

Trajectory – key
milestones

outcomes and learning as a result of this
additional funding.
Raising patient and public awareness
Ensure the service is advertised to
patients so that it is clear to patients how
they can access these appointments.
There is a link to the service on every GP
practice website and the CCG website.
There is a mechanism for patients to
book an appointment in-hours and out of
hours
All practice receptionists are able to
direct patients to the service and offer
appointments to the additional hour’s
service on the same basis as
appointments in core hours.
Patients should be offered a choice of
evening or weekend appointments on an
equal footing to core hours appointments.
To have a single number which patients
can book appointments
Digital
Patients will be able to access alternative
modes of consultation both in hours and
through the additional hours service
which includes;
• Telephone consultations
• Online consultations
• Web-ex consultations (where
available)
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Requirements

Locality Response

Trajectory – key
milestones

Addressing inequalities
There is a plan to address the issues of
inequalities in patients’ experience of
accessing general practice identified by
local evidence and actions
Effective access to wider whole
system services
There is active connection to other
system services enabling patients to
receive the right care from the right
professional, including access to and
from other primary care and general
practice services such as urgent care
services
Local Care Organisation
The locality will incorporate the service as
part of the development of LCO.
The service model is discussed and
signed off by the Health and Wellbeing
Board
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Training for reception and clerical staff
As part of the General Practice Forward View, a new five year £45 million fund has been created to contribute towards the costs for practices of
training reception and clerical staff to undertake enhanced roles in active signposting and management of clinical correspondence. For GM,
this equates to £2.3m over four years to fund both care navigation and/or workflow optimisation. It will be for localities to determine how this is
best deployed locally. Further information around these roles is appended to the agreement (appendices one and two).
Requirements

Locality Response

The role of the care navigator is part of a
multidisciplinary team
The role is connected to a practice/group of
practices and is part of the practice team
The role(s) meets the competencies as set out in
HEE Competency Framework for Care Navigators
see https://hee.nhs.uk/sites/default/files/documents
/Care%20Navigation%20Competency%20Framew
ork_Final.pdf
• Essential - Signposting to local service;
inputting data to directory and databases;
supervised, e.g. GP receptionist
• Enhanced - Greater level independent working,
enhanced communication skills, i.e. health
coaching, e.g. care navigator
• Expert - Developing services; dealing with
more complex cases; advanced communication
skills;, mentoring other staff e.g. Navigator
team leader
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Trajectory – key
milestones

Supporting GP workload – training of clerical staff to manage medical correspondence / Medical Assistants
A member of clerical staff within the practice is provided with training and relevant protocols to support the GP in clinical administration tasks.
These may include tasks such as READ coding, action incoming clinical correspondence in accordance with agreed protocols, ordering tests,
chasing results and outpatient referrals, liaising with other providers and explaining care processes to patients.
Requirements

Locality Response

Ensure the practice has developed its own internal
systems (which have been assured) including safe
and appropriate protocols to guide staff; that there
is a system of supervision and regular audits of
safety and effectiveness. This should include the
opportunity to learn from other practice examples
To ensure there is a system for practice managers,
GPs and staff to hear from others who are already
working in this way
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Trajectory – key
milestones

GM Excellence Programme
•
•
•
•
•

Provide Locality input (provider and CCG Quality Lead) into the design and delivery of the operating model
Continue to provide statutory duties to support General Practice
Join up local intelligence in order to offer a pro-active approach to supporting General Practice
Promote the GM Resilience Programme within the locality
Facilitate neighbourhood resilience as part of new models of care

Requirements

Locality Response

Promote the GM Excellence Programme locally
In conjunction with the GM Co-ordination and
Support Team, identify local delivery teams within
respective localities, this could include:
• CQC outstanding practices
• GP Federations
• CCG Quality Improvement Leads
• LMC support
Ensure Locality representation on the GM
Excellence Working Group who will oversee the
GM programme
Establish a formal link between any local systems
of support and the GM Support and Development
hub to ensure the two systems complement rather
than duplicate.
Identify provider and commissioner lead to meet
quarterly with the GP Excellence Team to discuss
the primary care dashboard for the locality /
neighbourhood and identify areas for quality
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Trajectory – key
milestones

Requirements

Locality Response

improvement and support.
Demonstrate how the locality will build resilience
into new models of care at a neighbourhood / LCO
over the duration of the programme
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Trajectory – key
milestones

Online Consultations
Recent years have seen rapid development of a number of online consultation systems for patients to connect with their general practice. Using
a mobile app or online portal, patients can contact the GP. This may be a follow-up or a new consultation. The e-consultation system may be
largely passive, providing a means to pass on unstructured input from the patient, or include specific prompts in response to symptoms
described. It may offer advice about self-care and signposting to other sources of help, as well as the option to send information to the GP for a
response.
In early adopter practices, these systems are proving to be popular with patients of all ages. They free time for GPs, allowing them to spend
more time managing complex needs. Some issues are resolved by the patient themselves, or by another member of the practice team. Others
are managed by the GP entirely remotely, in about a third of the time of a traditional face to face consultation. Others still require a face to face
consultation, and these are enhanced by the GP already knowing about the patient’s issue.
Requirements

Locality Response

Please outline project description which should
include but not limited to:
Scope and content
Objective and benefits
Location and distribution (where appropriate)
Wider stakeholders, their interest and plan for
engagement
If online consultation systems are currently
deployed in practices, please list them here.
Please describe how the plans for deploying online
consultations are aligned with other relevant STP,
commissioning, clinical and digital technology
strategies
Please describe the procurement strategy, who will
be leading, and timetable for completion, to
include:
• Market assessment and plan for market
engagement
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Trajectory – key
milestones

•
•

Procuring organisation
Procurement Advisers (CSU, Health
Informatics Service, NHS England
Procurement Hub) where applicable
• Procurement route, (eg. Direct award,
competition, framework, EU procurement
procedure)
• Procurement plan – timetable
• Key commercials considerations (e.g. term and
expiry, service levels and standards, quality
and assurance, business continuity etc.)
Provision of training in clinical skills to ensure
safety and productiveness of alternative
consultations
Promote the use of the practice website as the first
point of contact for patients
To co-operate with the development of an app that
will enable patients to access the local service and
book appointments on line (it is anticipated that
there will be a national app available 18/19)
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Clinical Pharmacists in General Practice
Requirements

Locality Response

Trajectory – key
milestones

Expansion of the Clinical Pharmacist Programme
This will be subject to an APMS contract between GM HSCP and the provider organisation for the duration of the 3 year funding.
There is a clear implementation plan in place for
the recruitment and placement of the Clinical
Pharmacists.
The Clinical Pharmacists are embedded within the
neighbourhood delivery model.
The provider engages with GM and other parts of
the system in order to share learning and
experience of the clinical pharmacist programme in
order to optimise this role as part of the primary
care workforce.
Clinical Pharmacists participate in the GM network
to provide peer support and shared learning.
There is a clear governance and accountability
process between the CCG and the provider for use
of resources.
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Schedule 4 - National Requirements – Primary Care Contribution
This section is meant to understand the locality response to the primary care related national requirements aligned to the 9 ‘Must Do’s’
mandated in the in the NHS England Five Year Forward View / Planning Guidance 2017-19. Please provide a locality response as to how you
are meeting these requirements and how the primary care reform programme will support the delivery against those. Where this is already
detailed within your Operational Plan, please insert relevant section.

Ref

Requirements

3

Support general practice at scale, the expansion
of emerging new models of care such as MCPs,
PACS and other provider forms and enable and
fund primary care to play its part in fully
implementing the forthcoming Enhanced Care
Homes Framework 7 for improving health in care
homes.
Ensure the sustainability of general practice in
your area by implementing the General Practice
Forward View, including the plans for Practice
Transformational Support, and the ten high
impact changes.
Tackle workforce and workload issues, including
interim milestones that contribute towards
increasing the number of doctors working in
general practice by 5,000 in 2020, co-funding an
extra 1,500 pharmacists to work in general
practice by 2020, the expansion of Improving
Access to Psychological Therapies (IAPT) in
general practice with 3,000 more therapists in
primary care, and investment in training practice
staff and stimulating the use of online

3

3

7

Locality Response

NHS England – The framework for enhanced health in care homes https://www.england.nhs.uk/wp-content/uploads/2016/09/ehch-framework-v2.pdf
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Ref

4

Requirements

Locality Response

consultation systems.
Participate in the roll out of GM workforce /
workload capacity and demand tool and share
high level data.
Implement the Urgent and Emergency Care
Review, ensuring a 24/7 integrated care service
for physical and mental health is implemented
by March 2020 in each STP footprint, including a
clinical hub that supports NHS 111, 999 and outof-hours calls.
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Schedule 5

GM Metrics

Additional metrics will be developed over time and in conjunction with the signatories to this agreement.
Additional Access
Confirmation that the extended access Directed
Enhanced Service is not included as part of the
core requirement of 30mins/1000 population
provision

YES/NO

Evidence available for the disposition of services
across the week – this could include evidence of
patient demand or activity of current 7 day services
or activity data from other services, i.e. A&E, WiC,
OoH etc.

How is this allocated to deliver a minimum of
30mins /1000 weighted population per week?

Is there a communications strategy in place for
promoting new services for patients locally? Please
attach

Evidence that practices are telling staff to promote
the new service? (please outline)
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Has every practice updated their websites with new
access patient offer clearly outlining:
- modes of access
- Appointment availability
- local evidence of publicity available
(please provide details)

Evidence of the local assessment / impact analysis
of inequalities?

Provision of quarterly monitoring utilisation of
appointments and how this is responsive over time
to meet patients needs?
Can you confirm the service offer includes the
ability for patients to have a face to face
appointment with a GP in your locality if they wish?
Please can you outline the model in place to
accommodate this.
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Workforce
A GM Primary Care Workforce Reference Group has been established with representation from primary care leads and workforce leads from
across Greater Manchester. GM HSCP will work with localities to support workforce planning including providing baseline data information,
identifying opportunities for recruitment and retention initiatives and working closely with Health Education England North to ensure a consistent
offer to localities.
Planned annual increase in the number of doctors working in
primary care

i. Number for the overall increase
(headcount or wte)

2017/18

2018/19

2019/2020 2020/21

ii.
Intended
sources
for
securing
that
increase

iii.If
other
please
list in
column
B.

Planned annual increase in the number of other clinicians
working in primary care

i. Number for the overall increase
iv.
(headcount or wte)
Types
of
doctors
planned
to work
in
primary
care
2017/18 2018/19 2019/2020 2020/21
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ii.
iii.If other
Intended please list
sources
for
securing
that
increase

Additional investment (CCG plans for £3ph non recurrent investment)
Year
2017/18
2018/19

Planned spend

Spend

Participation in GP Excellence Programme
•
•
•
•

Evidence of neighbourhood peer review system in place to review / discuss GM metrics
Evidence of quality improvement initiatives as a result
No of practices engaged with GM Excellence Programme
Evidence of high level outcomes

Training and upskilling staff – Care Navigators/Active Signposting/Workflow Optimisation
Annual report of initiatives, outcomes in order to showcase and share learning
Online Consultations
Baseline
Number of practices offering online consultations to their
patients
Total number of patients covered by the offer of online
consultations
% of practices offering online consultations to their patients
% of patients covered by the offer of online consultations
Total number of patients using online consultation
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2017/18

2018/19

2019/20

Total

Ongoing monitoring and shared learning
A rolling programme to monitor outcomes will be co-designed with localities in order to, illustrate the benefits of the primary care reform
programme, to demonstrate increased investment in primary care as well as facilitate shared learning across the system.
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Schedule 6 - Dispute Resolution
This Investment Agreement will be subject to a dispute resolution agreed by Greater
Manchester.
This dispute resolution process is still in development, will be inserted at such time the
agreed version is available.
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Schedule 7 Locality Management and Governance Arrangements
Locality to insert governance arrangements.
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Appendices:
Appendix one outline of care navigator role
Appendix two outline of workflow optimisation / medical assistants
Appendix three NHS England Health Inequalities guidance
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Appendix one
Care Navigation / Active Signposting
The Care Navigator role can enable GPs and nurses to focus more on managing complex
care, including medical care, where Care Navigators provide continuity and spend longer
less pressurised time with patients and carers.

What is care navigation and why is it important?
Care navigation is a simple, sustainable model of care that improves access to primary care
and reduces GP pressures. By providing clear information about the range of services
available both inside and outside of the GP practice, care navigation provides real choice to
patients allowing them to go straight to the service that best meets their health and social
care needs.
Care navigators’ can play a crucial role in helping people to get the right support, at the right
time to help manage a wide range of needs. This may include support with long term
conditions, help with finances and signposting to a range of statutory and voluntary sector
services such as services within the practice, housing, debt management, benefits advice,
the voluntary sector or varied community assets for those who feel isolated.
Age UK defines care navigation to include Personalisation support, Co-ordination and
integration across health, social care and voluntary sectors.
Effective navigation is a key element of delivering coordinated, person-centred care
Evidence suggests navigation services can enhance patient and carer experience, reduce
unnecessary hospital readmissions and promote independent living at home.
The Care Navigator role can enable GPs and nurses to focus more on managing complex
care, including medical care, where Care Navigators provide continuity and spend longer
less pressurised time with patients and carers.

Who provides care navigation?
Navigator roles, job titles and day-to-day tasks vary depending on local context, including
organisation function, peoples’ existing skills and local population need. For example ‘care
coordinators’ and ‘care navigators’ may work in hospitals, focusing on discharging people
safely from hospital to home, or as part of a general practice in a multidisciplinary team.
Titles include:
Health and social navigator, Social prescriber / link worker, Community connector, Nonclinical navigators, Care coordinator, Locality navigator, Stroke navigator, Primary care
navigators for dementia
People who provide care navigation build relationships, problem solve and help locate
resources, serving as a link between community, health and social services. They advocate
the needs of people; they are enabling and focused on recovery, to strengthen the work of
the multidisciplinary team. A key purpose is to ensure patients experience seamless, joined
up care and support.
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Currently there are a range of care navigation service models. Non-clinical staff who deliver
care navigation in the UK tend to occupy a plethora of roles, work in many settings and have
varying job titles and backgrounds such as reception staff, administrative staff, trained
volunteers, staff with health or social care backgrounds.
There is no ‘one size fits all’ navigation service, with variations throughout the UK and
internationally, people who provide care navigation build relationships, problem solve and
help locate resources, serving as a link between community, health and social services.
They advocate the needs of people; they are enabling and focused on recovery, to
strengthen the work of the multidisciplinary team. A key purpose is to ensure patients
experience seamless, joined up care and support.
A person providing in care navigation is usually based in a multi-disciplinary team, helps
identify and signpost people to available services, acting as link workers. There is a variety
of different approaches to solving local problems around coordinating and signposting
patients.
There is a current lack of clarity, clear consensus and coherence in such navigation roles
and the necessary skills, attributes and training requirements.

Competency Framework
Health Education England has produced a competency framework describing three different
levels of competency for care navigation.
These core competencies are brought together in a tiered competency framework,
recognising three successive levels; essential, enhanced and expert. This will help provide a
coherent benchmark or set of standards for care navigation, to help ensure that relevant staff
receive the necessary education, training and support to work effectively.
Three levels of competencies for care navigation:
Essential – At this level people may have no or minimal experience of working in a
health/social- voluntary care setting; or some experience already working within
administrative roles. Signposting to local service; inputting data to directory and
databases; supervised
e.g. GP Receptionist ward clerks, non-clinical navigator
Enhanced – At this level people will have some level of expertise, background in
health/social care and/or voluntary sector and some experience of working with people with
long term health/mental health needs. Some people may progress from the essential
navigation level, or may enter at this level if competencies are already
achieved. Greater level independent working, enhanced communication skills i.e. health
coaching
e.g. care navigators, locality navigators
Expert – At this level people will possess a greater depth and breadth of knowledge/
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experience of health/social care, enabling a greater ability to support person-centred
care and wellbeing. Some may progress from the enhanced navigation level or enter at this
level if competencies are already achieved.
Individuals will have some experience in managerial aspects of healthcare, and
will need to lead a team of others in navigation-roles.
At this level, individuals will mentor and supervise others in navigation-roles. Developing
services; Dealing with more complex cases; advanced communication skills; mentoring other
staff
e.g. Navigator team leader, Discharge co-ordinator

Areas to consider prior to roll out of Care Navigators
Simply having services and trained people in place are not enough; there are a few areas to
consider before training takes place:
• Each practice will need to be in a state of readiness where care navigators have
knowledge of the community assets and local services available in order to
effectively signpost and support patients. Therefore a mapping process resulting in
a directory of local services will need to be in place.
• Each practice will have diverse community needs so there needs to be an
understanding of the culture within each locality so that the needs of each
locality are met.
• Each individual practice will have varied capacity within their workforce, which will
determine how they cope with the change in role so there needs to be a capability
assessment.
Care Navigation Models
There are various examples of care navigation models and training programmes in place,
across the UK, which we can learn from:
West Wakefield Health & Wellbeing
Based in West Wakefield, this social enterprise was established to support primary care
transformation, initially through the Prime Minister’s GP Access Fund and later as part of the
new care models vanguard program.
They have developed and implemented a highly effective care navigation model that has
helped to signpost over 9500 patients and saved over 1685 hours in GP time across
Wakefield in just seven months. They have developed the country’s first Accredited
Certificate in Care Navigation training programme for frontline staff.

Training includes interactive guided learning, flexible online sessions and consultancy to
support the development of systems and processes. Each learner receives a certificate of
achievement and access to a progression pathway giving frontline staff chance to build on
their skills and competencies even further.
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Care co-navigator/health and social care navigators
Waltham Forest and East London (WELC)
Navigators are part of an integrated care pioneer programme and embedded within a care
coordination for high risk patients model (long term health conditions, older
people for example)
Navigators work within an integrated team, including other key workers such as GP, lead
nurse, social workers, acute trust geriatrician
Some of the key tasks of the navigator include:• supporting assessment and development of a personal care plan based on needs,
together with relatives, patient, health and social workers
•

being a point of contact for patients to help coordinate care across primary secondary
and community care

•

attending case conferences and multidisciplinary meetings

•

reaching out to providers for appointments and to clients to check the care plan is
followed

•

supporting people to access services from a range of statutory and non-statutory
sectors including arts, faith, voluntary, education.

•

being flexible, able to multi-task, prioritise jobs, cope with stress, deal with
challenging clients.

Greenwich Care Navigators
•

Greenwich Coordinated Care is made up of partners including CCG, acute trusts,
mental health trust and local Healthwatch

•

Care navigators were introduced to help co-ordinate multidisciplinary care planning,
scanning and integrating different sectors including health, social and community
sectors.

•

Navigators work to develop ‘I’ statements, personalised care plans which build
upon a person’s goals, desires and needs.

•

Key elements of the job include: speaking with people over the phone to determine
their individual needs, working closely with other agencies which may reach far and
wide including housing, voluntary organisations, using a motivational interviewing
style, acting as a main point of contact for the carer or client, take part in team
meetings and being able to communicate confidently and assertively when
necessary, to help champion the needs of a person. Education and training is inhouse.

Camden Care Navigators, Age UK
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•

Navigators work as a team of six with a team manager, who oversees and supports
the training and work of the navigators

•

Navigators focus on supporting people to access mainly community and voluntary
sector services in Camden

•

Navigators have a wide range of background in health social care e.g. Macmillan
nursing, substance misuse services.

•

They work across a network of services

•

A local directory is created and team members share information and
knowledge – it is important to meet with one another to learn together and
reflect on challenging cases

•

Key tasks include signposting people to services, provide advice, contribute to MDT
meetings, help coordinate care people e.g. to attend appointments at the hospital

•

Receive referrals from GP, and may involve speaking to clients over the phone or
arranging home access visits

•

They help set goals and develop individual personalised care plans

•

•

Important elements of the job include: understanding some basic medical
terminology, knowledge of impact of long term conditions on health, mental health
and capacity issues, confidence, excellent communication, presenting information at
a meeting, persistence
Education and training is usually in house, where the team leader seeks available online and other courses.
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Appendix two
Workflow Optimisation / Medical Assistants Summary

What is medical assistant/workflow optimisation?
A member of clerical staff (although this can be other staff groups such as Physician
Assistants, etc) in the practice is given additional training and relevant protocols in order to
support the GP in clinical administration tasks. These may include tasks such as to read,
code and action incoming clinical correspondence according to a standard protocol, ordering
tests, chasing results and outpatient referrals, liaising with other providers and explaining
care processes to patients. In some practices, the medical assistant works very closely with
the GP, sitting alongside them during telephone clinics.
The aim is to reduce the number of letters requiring processing by a GP.
The benefits are:
•
•
•
•

GPs typically save 30-60 minutes per day (e.g. mean of 45min in Brighton –see case
study below)
With training and a standard protocol, safety is very good (e.g. zero adverse events
in 15,000 letters, Brighton – see case study below)
Coding improves.
Staff satisfaction improves: enhanced role and greater contribution to the practice.

Managing clinical correspondence is an enhancement to typical administrative tasks of
handling correspondence, such as scanning, forwarding to GPs and filing. It requires the
staff member to be skilled and confident to make decisions about how to code a letter and its
contents in the patient record, how to use an approved protocol for deciding which letters
need to be sent to a GP and with what level of urgency, and when to ask for help. Training
should also support the practice in establishing its own internal systems including a safe and
appropriate protocol to guide staff, a system of supervision (especially for the early stages of
implementation) and regular audits of safety and effectiveness. Ideally a training experience
should provide opportunities for practice managers, GPs and staff to hear from others who
are already working in this way.
Other training needs for clerical and reception staff (for example, customer service,
information governance, understanding Read or Snomed codes, safeguarding) remain the
responsibility of the employer, and are not covered by this funding.

Areas to consider prior to training
•

Support for the practice to develop its own internal systems including a safe and
appropriate protocol to guide staff, a system of supervision (especially for the early
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•

stages of implementation) and regular audits of safety and effectiveness. This should
include the opportunity to learn from other practices’ examples.
Create opportunities for practice managers, GPs and staff to hear from others who
are already working in this way.

Examples of models/case studies from elsewhere
“Here”
Here is a not-for-profit social enterprise and primary care federation, bringing together GPs,
clinicians, staff and other health partners to improve services and patient care.
Training for document management
Workflow Optimisation was an approach to document management developed as part of
the Prime Minister’s GP Access Fund. It provides a proven framework giving practices the
confidence to redirect the flow of clinical administration work within the practice – releasing
GPs to spend a greater proportion of their time with their patients. Practices are assured that
clinical administration will be handled safely and accurately.
The outcome is that up to 80% of the patient correspondence is completed without the GP,
freeing up approximately 40 minutes of GP time each day. Patients and their clinicians can
then make informed decisions about their health which allows people to move onto the next
step in their health care journey safely and efficiently.
The Training Programme
The training programme consists of:
•

•

•

4-day training course for administrators. Administrators are trained to read, code and
action incoming clinical correspondence safely and accurately. Administrators are
trained on their practices own patients – ensuring that the training is as realistic as
possible. Training courses are taught in small groups of up to 16 trainees with a
maximum ratio of 4 trainees to every trainer.
Half-day training course for GP Champions. GP Champions attend a half-day training
course learning the key responsibilities of their role – the role is pivotal in ensuring
the practice achieves a safe, sustainable and full implementation of Workflow
Optimisation. The training includes; the principles and processes underpinning
Workflow Optimisation, the role of auditing and feedback in ensuring clinical
governance and assurance, the medication protocol and other key protocols.
Follow-up visits to support implementation. Follow-up visits can be provided to
support practices in implementing Workflow Optimisation, to provide a refresher on
any aspects the practice remains unsure of and to troubleshoot any issues
encountered by the practice.

In addition to the training programme, practices also benefit from:
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•
•
•
•
•
•

An e-learning platform
Training resources (including manuals, policies, protocols etc).
An online forum
Remote support from the Workflow Optimisation team for the duration of the contract.
Medical indemnity assurance for Workflow Optimisation as confirmed by the Medical
Defence Union (MDU) and the Medical Protection Society (MPS).
CPD accreditation for the GP Champion element of the training programme

Medical assistants processing letters, Brighton and Hove GP Access Fund
To reduce workload pressures and help practices improve access for patients, this GP
Access Fund scheme developed a new standard protocol to allow clerical staff to play an
active role in processing incoming clinical correspondence, rather than the GP having to deal
with every letter.
The idea
Members of the practice clerical team are trained to read, code and action incoming clinical
correspondence according to a standard protocol. The protocol was developed by local GPs
and refined through live testing in practice, using feedback about its safety and efficiency.
A standard process has been developed for training staff in undertaking this new work. It has
been found to be feasible for staff with no prior experience of general practice, as well as
very experienced secretaries and clinical coders. It has been found to be important to
include mentoring as well as information-giving in the training, and for a GP at the practice to
meet regularly with staff in the early days.
Impact
In the first 6 practices to trial this, this has saved an average of 45 minutes of each GPs time
each day, with no significant events having occurred in the first 15,000 letters to be
processed.
GPs report being satisfied with the safety of the approach, the improved quality of coding
and the release of their time. Clerical staff report that they are confident to run the new
process and describe renewed job satisfaction. Some of the most experienced staff describe
it as the best thing that has happened to their job.
Implementation tips
In the abstract, GPs often have concerns about the feasibility and clinical safety of this
approach. It is useful for them to speak to a GP from another practice who has done it, as
well as to reflect on the number of times currently that they feel it was not appropriate for
them to have received a letter.
Standard protocols are a very useful starting point, but can be adapted by a practice to
adjust to their own ways of working and preferences about workflows and thresholds for
insisting a GP handles a letter.
Link(s)
www.england.nhs.uk/ourwork/futurenhs/pm-ext-access/wave-one/pm-about/#pil5
AT Medics
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AT Medics is London’s largest primary care provider, serving 170,000 patients across 30
sites. The group provides innovative services and has a track record of innovation in training
and improving quality and productivity.
Training for document management
EZ DOC™ is a systemised approach to managing GP letters, safely enabling administrative
staff to handle most of the letters traditionally forwarded to GP’s. EZ DOC™ focuses on
managing incoming correspondence safely and efficiently, reducing the amount of time GPs
spend on administration, and building resilience and a well-connected practice team. The
benefits have been:
•
•
•
•

efficiency: an hour of GP administration time saved every day per GP
safety: significant improvement in clinical safety
cost saving: £11,000 worth of annual savings per practice per 1000 patients
satisfaction: huge increase in clinical and administration staff satisfaction

The training programme
EZ DOC™ was developed by GPs at AT Medics, and a standard training approach has been
developed, which has successfully rolled out the approach in over 25 GP practices to date.
The approach combines face to face training with the EZ DOC web-tool which enables
individual practice teams to easily access information, training, assessment to ensure
proficiency, and regular audits to ensure accurate and safe document management. We also
recognise the need to allow Federations and CCG’s the opportunity to localise systems and
this is built into our approach.
The standard process for introducing EZ Doc includes:
•
•
•
•
•

Understanding current practice identifying your complete document workflow process
Co-designing the new working model, with face-to-face workshops to develop a
localised solution, based on the EZ Doc model
Training – web training includes an assessment to ensure staff proficiency and
perpetual learning
Implementation – development of a guided strategy to ensure a sustained
improvement and change, step by step
Audit – measuring the effectiveness and accuracy of the new document management
process, periodically

Clerical staff processing letters, Wincanton Health Centre
The five GPs at this practice were feeling overwhelmed with burgeoning admin work, but
found the solution was in working smarter, not harder.
The idea
In autumn/winter 2015 Wincanton Health Centre in Somerset decided the long working
hours and administrative demands for GPs had to be addressed. Practice GPs receive about
200 pieces of paperwork every day which need to be processed. With each GP holding a list
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size of more than 2,000 patients and demands ever increasing during the day, the
paperwork was being pushed to the end of the day.
The practice handed over more administrative duties to admin staff and provided training to
help them take over more of the procedural tasks previously handled by the GPs. As new
processes were implemented, practice GPs found they could hand over an increasing
number of duties to their clerical colleagues.
GP Dr Fox says: “We started by identifying letters that we felt we never needed to see, such
as ‘did not attend’ letters and diabetic retinopathy screening notifications. We put in place
systems to make sure these were dealt with appropriately by a member of the admin staff.
This was a small help but didn’t make a sufficient dent in the workload so we pushed the
envelope further. We trained one of the admin staff to code diagnoses, procedures and
values in the letters and set the computer system so that on viewing the letters the GPs
could deal with actions that were required but not have to go to the trouble of doing the
coding - another improvement but still not enough.
“Finally we took the plunge and decided that a lot of the work being done by the GPs could
be done equally well and possibly better by a member of the admin staff. A senior member
of the admin team would then go through the post and weed out the letters that needed to
be seen by the GPs but send the remainder to the admin team for task completion, coding or
simply for scanning if no action was required. The initial letter reading was checked by a
second senior staff member to ensure there were checks in the system. The general rule of
thumb is if there is any doubt then the letter should be presented to the GP.”
Impact
The number of letters being sent to the GPs has dropped to about 10 to 20% of what was
previously being received. GPs are now feeling more in control of their workload and
regaining more of a sense of work-life balance. Working hours have been reduced –
something that will be attractive whenever the practice next needs to go to GP recruitment.
Implementation tips
Dr Fox says: “It has been a great process for us although it may not work for all as it does
require an amount of trust being placed in the senior staff on behalf of the GPs. I am aware
of GPs even in my area who feel uncomfortable with that but I would strongly encourage
them to consider how certain processes within their practice can be handled differently.”
Link(s)
naomi.witcomb@nhsiq.nhs.uk
www.wincantonhealth.co.uk

Local HEE support
Health Education England North also intends to commission a training provider to upskill the
workforce across the North Region. The training will provide 90 places across the Northwest
as a pilot and education model. Training will begin by September with two cohorts in spring
and autumn. There will be a 6-9 month program of work based learning. It will target existing
staff.
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