
Primary Care Contracts Sub-Committee 
17 September 2024; 13:00-14:30; Venue: MS teams 

AGENDA 

Item Time Lead Attached/ 
verbal 

Action 
required 

1.0 

1.1. 
1.2. 

1.3 

Welcome, introductions and 
apologies 
Declaration of conflicts of interest 
Minutes of the meeting held on 
16 July 2024 

Matters arising and actions log 

13:00 Chair 
Verbal 
Attached 

Attached 
Attached 

Note 
Note 

Approve 
Note 

2.0 Questions from members of the 
public 

13:05 Chair Verbal Note 

3.0 

3.1. 

Primary, Secondary, Community 
and Specialist Dentistry NEL ICB 
Update 2024/25 Q1/M4  
Roll out plan for dental CVD pilot 

13:20 Jeremy 
Wallman 

Fiona Erne 

Attached 

Attached 

Note 

Note 
4.0 Update on GP Collective Action 13:30 Sarah See Verbal Note 

5.0 Commissioning Intentions – 
Expiring Contracts with provision 
to extend for a further term 
• Francis Road
• Broad St
• E16 Health

13:35 Gohar 
Choudhury 

Attached Approve 

6.0 Future Commissioning of Primary 
Care Clinical Waste Services  

13:45 Alison Goodlad/ 
William 
Cunningham-
Davis 

Attached Discuss/ 
Endorse 

7.0 Framework & Assurance Process 
for the Recruitment to the Primary 
Care Networks Additional Roles 
Reimbursement Scheme 
Enhanced Nurse Role 

13:55 Mary Clarke Attached Approve 

8.0 Primary Care Performance 14:05 Alison Goodlad Attached Note 

9.0 
9.1. 

Havering Place 
Extension of Harlow Road Surgery 

14:15 Jordanna 
Hamberger / 
Amatullah Ali Attached Approve 

10.0 Primary Care Finance Report 14:25 Rob Dickenson  Attached Note 

11.0 Any other business 14:30 Chair Verbal Note 

12.0 
12.1. 

Items for information only 
Primary Care Risk Report Attached Info only 

Date of next meeting: 19 November 2024 
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- Declared Interests as at 30/08/2024

Name Position/Relationship
with ICB

Committees Declared Interest Name of the
organisation/business

Nature of
interest

Valid From Valid To Action taken to
mitigate risk

Alison Goodlad Deputy Director of Primary Care Primary care contracts sub-
committee

Indirect Interest Northamptonshire NHS
Foundation Trust

Sister is Mental
Health
Practitioner

2022-01-08 Declarations to be made at the
beginning of meetings

Benjamin Molyneux Associate Medical Director, NHS
North East London

Clinical Advisory Group
Community Health Collaborative
sub-committee
Primary Care Collaborative sub-
committee
Primary care contracts sub-
committee

Financial Interest Locum GP I work as an ad
hoc self-
employed GP at
GP practices in
NEL

2023-05-01

Non-Financial Professional
Interest

Royal College of Nursing (RCN) Professional
membership

2020-01-01 Declarations to be made at the
beginning of meetings

Non-Financial Professional
Interest

Royal College of Midwives
(RCM)

Professional
membership

1994-01-01 Declarations to be made at the
beginning of meetings

Non-Financial Professional
Interest

Nursing & Midwifery Council
(NMC)

Professional
membership

1992-01-01 Declarations to be made at the
beginning of meetings

Diane Jones Chief Nursing Officer Clinical Advisory Group
Community Health Collaborative
sub-committee
ICB Board
ICB Quality, Safety &
Improvement Committee
ICS Executive Committee
Primary Care Collaborative sub-
committee
Primary care contracts sub-
committee

Non-Financial Professional
Interest

London Clinical Senate Member 2017-01-01 Declarations to be made at the
beginning of meetings

Non-Financial Professional
Interest

Homerton Hospital Midwife
(honorary
contract)

2015-01-01 Declarations to be made at the
beginning of meetings

Non-Financial Personal Interest Group B Strep Support (GBSS) Director and
Trustee

2020-01-01 Declarations to be made at the
beginning of meetings

Non-Financial Personal Interest Sign Health I am a Trustee of
the charity

2023-05-01

Dr Paul Francis Gilluley Chief Medical Officer Clinical Advisory Group
ICB Board
ICB Population, Health &
Integration Committee
ICB Quality, Safety &
Improvement Committee
ICP Committee
ICS Executive Committee
Mental Health, Learning Disability

Non-Financial Professional
Interest

British Medical Association I am a member of
the organisation.

2022-07-01
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& Autism Collaborative sub-
committee
Primary care contracts sub-
committee

Non-Financial Professional
Interest

Royal College of Psychiatrists Fellow of the
College

2022-07-01

Non-Financial Professional
Interest

Medical Defence Union Member 2022-07-01

Non-Financial Professional
Interest

General Medical Council Member 2022-07-01

Non-Financial Personal Interest Stonewall Member 2022-07-01

Non-Financial Personal Interest National Opera Studio Trustee on the
Board

2023-08-01

Henry Black Chief Finance and Performance
Officer

ICB Audit and Risk Committee
ICB Board
ICB Finance, Performance &
Investment Committee
ICS Executive Committee
Mental Health, Learning Disability
& Autism Collaborative sub-
committee
Primary Care Collaborative sub-
committee
Primary care contracts sub-
committee

Indirect Interest BHRUT Wife is Assistant
Director of
Finance

2018-01-01 Declarations to be made at the
beginning of meetings

Indirect Interest GSTT NHS Trust Daughter
employed as a
graduate trainee

2023-09-01

Jignasa Joshi NEL ICS Optometry Lead Primary Care Collaborative sub-
committee
Primary care contracts sub-
committee

Non-Financial Personal Interest NE London LOC Chair of the NE
London Local
Optical
Committee.

2015-04-23

Non-Financial Professional
Interest

NE London Optometry Provider
Group.

I am a lead &
principal contact
for the NEL
Optometry
Provider Group,
formerly known
as the NEL /ELC
Optometry
Collaborative
Group.

2023-01-09

Non-Financial Professional
Interest

Primary Eyecare (East London &
City)

I am a director of
this company
which is a vehicle
for primary care
optometry
practices to be
commissioned to
provide services
outside the NHS
GOS contract.

2016-12-21
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Non-Financial Personal Interest Primary Care Optometrist I am a practicing
optometrist in
primary care in
the NE London
area.

2002-04-01

Raliat Onatade Chief Pharmacist and Director of
Medicines and Pharmacy

Clinical Advisory Group
Formulary & Pathways Group
(FPG)
Primary care contracts sub-
committee

Non-Financial Professional
Interest

North Thames Genomic Medicine
Service Alliance

I am also Chief
Pharmacist for
North Thames
Genomic
Medicine Service
Alliance, which is
an NHS
organisation
hosted by UCL
Partners. North
East London is
part of the North
Thames region
for Genomic
Medicines,
therefore the role
is
complementary,
rather than in
conflict.

2021-04-01

Sponsorship Merck Sharp Dohme Gave a talk on :
Vaccine
Confidence in
Ethnic Minority
Communities: A
Discussion' to
MSD staff as part
of MSD Black
History Month
activities, by
request of the
MSD diversity
and inclusion
group. The
webinar took
place on 19
October 2022.
Payment was
£840 for the 60
minute session. I
took half a day
annual leave in
order to do this.

2022-10-19 2022-10-19

Sponsorship PM Healthcare I contributed to a
High Cost
Medicines
Optimisation
Group
educational
event (webinar)
for pharmacy
professionals on
18 January 2023.
The webinar was
produced by PM
Healthcare, and
sponsored by

2023-01-18 2023-01-18
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Abbvie. I had no
conversations
with Abbvie. Title
of my session
was 'Managing
the immunothera
py/specialist
medicines
interface as
patients move
from secondary
to primary care'. I
also sat on a
panel
discussion/Q&A
with other
speakers from
the NHS.
Payment for my
time was £1000.
I booked AL for
this.

Indirect Interest Roche I have signed a
Consultancy
Agreement with
Roche to attend
a meeting
designed to
improve Roche’s
understanding of
the recent
changes to the
NHS in England,
the opportunities
and challenges
with the new
Integrated Care
System (ICS)
structure and the
delegation of
specialised
commissioning.
Roche will apply
these insights to
be a more
constructive
industry partner.
My role (in
accordance with
all applicable
clauses of the
ABPI Code of
Practice) will
entail a single 1
hour virtual
speaker session
at the Roche
Policy, Value and
Access Chapter
meeting on 15
November 2023.
I will be paid
£220 per hour,
and payment will
be for 1 hour

2002-10-24 0202-11-15
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preparation time
and 1 hour
meeting (the
actual session).

Sarah See Managing Director of Primary
Care

ICS Executive Committee
Primary Care Collaborative sub-
committee
Primary care contracts sub-
committee

Non-Financial Personal Interest GP - Waltham Forest Registered with a
GP practice in
Waltham Forest;
members of the
practice team
works with the
NHS NEL, LW
LMC and NHSE/I

2001-01-01 Declarations to be made at the
beginning of meetings

Indirect Interest Old Church Surgery (Chingford) Niece works for
GP practice

2022-06-05 Declarations to be made at the
beginning of meetings

- Nil Interests Declared as of 30/08/2024

Name Position/Relationship with ICB Committees Declared Interest

Gohar Choudhury Head of Primary Care Commissioning Primary care contracts sub-committee Indicated No Conflicts To Declare.

William Cunningham-Davis Director of Primary Care Delivery Newham Health and Care Partnership
Newham ICB Sub-committee
Primary care contracts sub-committee
Waltham Forest Health and Care Partnership
Board
Waltham Forest ICB Sub-committee

Indicated No Conflicts To Declare.

Lorna Hutchinson Assistant Head of Primary Care Primary care contracts sub-committee Indicated No Conflicts To Declare.

Anthony Curtis Senior Primary Care Commissioning Manager Primary care contracts sub-committee Indicated No Conflicts To Declare.

Abdul Rawkib Senior Primary Care Commissioning Manager Primary care contracts sub-committee Indicated No Conflicts To Declare.

Jeremy Wallman Head of Primary Care Commissioning; Dentistry,
Optometry and Pharmacy

ICB Finance, Performance & Investment
Committee
Primary care contracts sub-committee

Indicated No Conflicts To Declare.

Kate Hudson Observer of Primary Care Contracts Sub
Committee

Primary care contracts sub-committee Indicated No Conflicts To Declare.

Amy Wilkinson Director of Partnerships, Impact and Delivery City & Hackney ICB Sub-committee
City & Hackney Partnership Board
Primary care contracts sub-committee

Indicated No Conflicts To Declare.
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DRAFT 
Minutes of the Primary Care Contracts Sub-Committee  

Held on 16 July 2024; 13:00-15:00; Via MS teams 
 
 

Members: 
Sue Evans (SE) - Chair Associate Non-Executive Member, NHS North East London (NEL)  
Sarah See (SSe)  Managing Director of Primary Care, NHS NEL 
Amy Wilkinson (AW) Hackney Place Director, representing NEL Place Based 

Partnerships  
Ahmet Koray (AK) Interim Director of Finance, NHS NEL 
Diane Jones (DJ) Chief Nursing Officer, NHS NEL 
Paul Gilluley (PG) Chief Medical Officer, NHS NEL 
Attendees: 
William Cunningham-
Davis (WCD) 

Director of Primary Care Delivery, NHS NEL 

Alison Goodlad (AG) Deputy Director of Primary Care, NHS NEL 
Rob Nicholls (RN) Director of Nursing & Safeguarding, NHS NEL 
Lorna Hutchinson (LH) Senior Primary Care Commissioning Manager, NHS NEL 
Gohar Choudhury (GC) Head of Primary Care, NHS North East London 
Jeremy Wallman (JW)  Head of Primary Care Commissioning; Dentistry, Optometry and 

Pharmacy, NHS NEL 
Rob Dickenson (RD) Deputy Director of Finance – Primary Care and London Services, 

NHS NEL 
Raliat Onatade (RO) Chief Pharmacist and Director of Medicines and Pharmacy  
Jignasa Joshi (JJ) NEL Integrated Care System Optometry Lead 
Abdul Rawkib (AR) Primary Care Commissioning Manager, NHS NEL – item 4 
Benjamin Smith (BS) Primary Care Commissioning Manager, NHS NEL – item 4 
Ian Clay (IC) Deputy Director of Finance, NHS NEL – item 5 
Nicola Weaver (NE) Head of Health Improvement and Inclusion, NHS NEL – item 5 
Fiona Erne (FE) Deputy Director of Primary Care Development, NHS NEL – item 6 
Kelly Nizzer (KN) Regional Lead Primary Care Commissioning; Dentistry & 

Optometry Services, NHS NEL – item 7 
Keeley Chaplin (KC)  Governance Systems Lead, NHS NEL (minutes) 
Apologies: 
Henry Black (HB) Chief Finance and Performance Officer, NHS NEL 
Ben Molyneux (BM) Associate Medical Director for Primary Care, NHS NEL 
Shilpa Shah (SSh) CEO, NEL Pharmaceutical Committee  
Kate Hudson (KH) Londonwide Local Medical Committee, Director of Primary Care 

(for NEL, SEL & SWL) 
Tam Bekele (TB) East London and City Local Dental Committee  
Som Hirekodi (SH) Barking and Havering Local Dental Committee 
Asif Imran (AI) Barking, Dagenham and Havering Local Medical Committee 

 
 
 

Item 
No. Item title Action 

1.0  Welcome, introductions and apologies  
 The Chair welcomed everyone to the meeting, including members of the 

public.   
 
Apologies were noted as above.  
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1.1.  Declaration of conflicts of interest  
 The Chair reminded members of their obligation to declare any interest they 

may have on issues arising at the meeting which might conflict with the 
business of the committee. 
 
No additional conflicts were declared.  
 
Declarations made by members of the committee are listed on the register of 
interests. The register is included in the pack of papers and available from the 
secretary of the committee. 
 

 

1.2.  Minutes of the meeting held on 21 May 2024  
 The minutes of the meeting held on 21 May 2024 were accepted as an 

accurate record. 
 

 

1.3.  Matters arising/action log   
 There were no matters arising or actions outstanding from the last meeting.  

 
 

2.0  Questions from members of the public  
 The Chair advised that one question had been received from members of the 

public and the question was read.   
Q: Action following breach of contract for former AT Medics Practices 

In the light of the major breach of contract, as well as significant concerns 
raised about our GP Practices now being controlled by venture capitalists, 
will the PCCG follow the lead taken by North Central London, which has 
already decided not to renew the contract for St Ann’s Road in 
Haringey,(one of its former AT Medics surgeries), and terminate the 
contracts for all the former AT Medics Practices in NE London. 
Further, will the PCCG set out what action can be taken to either restore 
these surgeries as GP-led practices and/or develop an NHS-led bid to 
take over management of these practices. 

 
AG provided the answer below: 
A. Our proposed approach to the six APMS (Alternative Provider Medical 

Services) contracts held by AT Medics in north east London is outlined in 
the report to the Primary Care Contracts Sub Committee, published on 
our website (item 3).  Each contract will be considered on a case-by case 
basis as it reaches a review point for renewal or expiry, following a 
commissioning intentions review process, in the same way as we do for 
all APMS contracts.  As many of these decision points are coming up 
shortly, decisions on three of the six contracts can be made by 
September 2024, two being considered at this meeting.  Decisions on the 
remaining three contracts will be made within the next two years. 

 

 

3.0  AT Medics Change of Control  
 AG provided members with an update on the change of control of Operose 

Health which owns AT Medics, highlighting the following:  
• In November 2023 AT Medics asked for authorisation for a change of 

control to transfer ownership to Operose Health Ltd.  A due diligence 
exercise then commenced. 

• In March 2024 the ICB was notified that the change of control had 
occurred in December 2024 without receiving prior consent, and a breach 
notice was issued. 
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• The due diligence process concluded and shared with members at the 
meeting held in May. This will be used alongside other considerations to 
inform future decision making around next steps. 

• An extensive public and patient engagement on the proposed change of 
control was undertaken and both positive and negative responses were 
received such as concerns there may be a change in services offered and 
that profit would be prioritised over patient care. 

• There are six AT Medics practices within NEL and all are due for renewal 
or at contract end in the next two years.   

• All APMS contracts are subject to an annual review. No concerns or risks 
to patient care have been identified with any of the six AT Medics 
practices following their last reviews. 

• A review of options is offered, following the issuing of a breach notice for 
undergoing a change of control without seeking consent first. These are:  
o Take no further contractual action but review and take a decision on 

the future of each contract as it comes up for renewal or expiry on a 
case-by-case basis in the same way as we would do for any other 
APMS provider. 

o Terminate the contracts, with different options for notice periods. 
• Benefits and risks of each are set out in the report.  For example, a case-

by-case basis benefits include additional rigour to the commissioning 
intentions is being introduced and it will provide more stability to patients 
but there may be a risk of a future deterioration of performance or 
financial instability following a change of ownership. 

• To terminate the contracts the ICB would retain its contractual position 
regarding the breach of contract but there are several risks to this which 
could include disruption in continuity of patient care and services. There 
would need be an extensive procurement exercise. 

• Having considered the benefits and risks of each option to reach a 
balanced decision, the recommendation is that no further contractual 
action will be taken in respect of the unauthorised change of control in 
addition to the breach notice previously issued and that each contract will 
be considered on a case-by case basis as it reaches a review point for 
renewal or expiry following a commissioning intentions process.   
 

The primary care contracts sub-committee agreed the recommended option 
that no further contractual action will be taken in respect of the unauthorised 
change of control. Each contract will be considered on a case-by case basis 
as it reaches a review point for renewal or expiry.  The ICB will be seeking 
further assurance from AT Medics to ensure compliance with notification of 
future contractual changes. 
 
Amy Wilkinson joined the meeting 
 

4.0  Commissioning Intentions – Expiring Contracts with provision to extend 
for a further term 

 

4.1.  Newham Transitional Practice  
 AR provided members with an overview of the APMS commissioning 

intentions for the Newham Transitional Practice highlighting: 
• This is a specialist APMS contract for providing services for people 

experiencing homelessness and social exclusion. 
• The contract is approaching the expiry of its initial five-year term on 31 

March 2025 and is subject to extension by mutual agreement for a further 
five-year term pending its commissioning review. 

• The practice has maintained good performance, and the patient survey 
result has been positive.  
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• NEL ICB is currently developing a homeless health strategy and one of 
the pillars of this strategy is to develop plans to improve and maintain 
access to primary, community and mental health services.   

• There will be wide engagement with relevant groups and communities, 
and it is proposed that the strategy will be finalised in November 2024.  

• It is therefore recommended that the contract is extended for one year to 
allow the ICB to consider the recommendations from the NEL Homeless 
Strategy, once approved, before commissioning for the longer term. 

 
Members discussed the report and the following key points were raised and 
responded to: 
• This group of patients, including refugees and asylum seekers, have 

complex needs and require a wider service provision.  A review of all 
homeless health contracts has been undertaken and once the strategy is 
in place, it will provide what the future provision requirements are.  A 
paper will be brought back to the primary care contracts sub-committee 
on these commission intentions.   
 

The primary care contracts sub-committee approved the recommendation of 
extending the contract by one year until 31 March 2026, to allow the ICB to 
consider the recommendations from the NEL Homeless Strategy, currently 
under development, when considering the future commissioning of this 
service.  
 

4.2.  SMA Medical Centre (Waltham Forest)  
 BS gave a summary of the contract with SMA Medical Centre noting that:  

• Performance at the practice is above average for the Quality Outcomes 
Framework (QOF); access indicators (delivery of appointments per 1000 
patients and the percentage of appointments taking place within two 
weeks of booking). 

• The practice has a lower patient to GP ratio than local, regional and 
national comparators. They have been recruiting since the data was 
published and they also have four care coordinators plus other roles that 
provide additional support to their staff. 

• For 2023-24 the uptake of childhood immunisations, is below the 
Waltham Forest average. This is due to patient hesitancy but there has 
been increased engagement with local communities to improve uptake. 

• The practice partook in the Quality Improvement programme to enhance 
and expand the Community Pharmacy Consultation Service (CPCS) and 
the Pharmacy referral service that have shown significant potential in 
improving patient outcomes  

 
The primary care contracts sub-committee approved the recommendation to 
extend the contract for a further five years 31 March 2030. 
 

 

4.3.  Allerton Road Surgery (City and Hackney)  
 AR highlighted the following to members: 

• The practice has a patient list size of under 6k.   
• Performance against contract is reviewed annually and it has maintained 

good performance against a range of indicators and in some areas 
performed above average particularly with QOF, access and GP patient 
survey.   

• Power performance is in childhood immunisations and there has been 
increased outreach work with local communities to encourage uptake. 
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The primary care contracts sub-committee approved the recommendation to 
extend the contract for a further five years 31 March 2030. 
 

4.4.  Carpenters Practice (Newham)  
 BS presented the report to members noting the following: 

• The contract is held by AT Medics and delivers services to over 24,900 
patients across three sites.  

• The practice is delivering a satisfactory performance across a range of 
indicators and performing above average notably in QOF and access 
indicators. 

• A full comprehensive CQC inspection was published in March 2022 which 
provided an overall rating of Good. 

• There are some challenges with childhood immunisations with a high 
number that did not attend (DNA).  Different approaches have been taken 
to improve uptake and the ICB are satisfied with the efforts being made. 

• There has been a substantial amount of population growth in the area 
over the past five years. 

• The number of GPs per 1000 patients is slightly lower than average but 
nursing workforce is above the ICB and London average.  There are other 
support practitioners and pharmacists on site. 

 
The primary care contracts sub-committee approved the recommendation to 
extend the contract for a further five years 30 June 2030. 
 

 

4.5.  Goodman’s Fields Medical Practice (Tower Hamlets)  
 AR summarised the report to members noting the following: 

• The contract is held by AT Medics. 
• The practice list size has grown significantly over the last three years to 

just under 35,000 patients. 
• It was originally commissioned in two sites and consolidated into one in 

2022. 
• There are no significant concerns, and it is performing well. 
• Areas that are slightly below average are in the GP patient survey, but it 

is not classified as an outlier and improvement plans are being monitored. 
• They are engaged in the primary care access recovery programme. 
• Members noted that the CQC inspection was last held in 2016. It was 

clarified that the CQC has since undertaken a desktop review, and a full 
inspection is now due. No issues have been raised on quality. 

• There is a higher proportion of male patients to female patients and some 
work may need to be done to understand this such as there a high male 
workforce at the practice that may deter female patients. 

• As this is an equalised contract there are no key performance indicators 
(KPI) payments applicable to this contract, but they do take part in local 
incentive schemes.     

• All APMS contracts being procured in London are for 15 years with a five-
year break clause.   

 
The primary care contracts sub-committee approved the recommendation of 
extending the contract by a further five years until 8 August 2030.  
 

 

5.0  Specialist support for the ongoing review of primary care business 
rates 

 

 Ian Clay (IC) presented the report to the sub-committee noting the following: 
• A regular review of business rates is undertaken nationally and primary 

care providers operate from a range of facilities. Those outside of NHS 
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premises are subject to a reciprocal review to ensure they are paying the 
right business rates.   

• NHS England use GL Hearn to undertake cyclical reviews of assessed 
rateable value of primary care premises and appeals them with the 
Valuation Office Agency. 

• A two-year programme of reviews from 2021 and 2023 has commenced 
and have identified those they believe are rated too high.  They have 
asked the ICB to provide a vast amount of information to GL Hearn to 
help them progress the challenges.  

• The ICB would like to restart engagement with Integrated Healthcare 
Properties (IHP) to support recovery from practices of any funds that have 
already been reimbursed to them and to support GL Hearn with the data 
collection. 

• The main risk is the level of historical information being sought and 
practices understanding the need to provide this.  City and Hackney did 
not sign up to the process until late and the majority of income would 
relate to them which could go back up to 10 years. 

• The previous service provided did not migrate to the ICB but £7.5m had 
been recovered over a decade for the six CCGs prior to migration. 

• NHSE fund the surveyor and hold an independent bank account which 
receives payments from GP practices and Local Authority business rate 
departments and is self financing.  The return should be greater than the 
request. 

 
Action:  AK will arrange to circulate some of the successes made in the past. 
 
The primary care contracts sub-committee agreed in principle to restart the 
ongoing review of primary care business rates in line with national 
expectation and the need to secure the benefit of lower assessments. This 
will be to engage support from IHP at a cost of £84k per annum, subject to 
appropriate procurement processes being undertaken. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AK 

6.0  NEL ICB Policy for Management of Additional Roles Reimbursement 
Scheme (ARRS) Flexibility 

 

 FE briefed the sub-committee noting the following:  
• A new process is required for approving requests to create locally 

approved Direct Patient Care (DPC) roles funded under the ARRS 
scheme with the ICB.   

• The ARRS scheme is part of the PCN Directed Enhanced Service offer to 
GP practices and is part of the delegated responsibilities the ICB holds for 
the management and administration of delegated Primary Care Medical 
Services contracts. As such responsibility for approving new DPC roles 
sits with the primary care contracts sub-committee. 

• This money can only be claimed by PCNs. 
• Support will be given to PCNs to help them in areas such as writing job 

descriptions and job evaluations. 
• The process has been developed with engagement from LMCs, the GP 

provider group and transformation groups. 
• In order to facilitate and manage the development of new reimbursable 

roles a three-stage process is proposed: 
o Stage 1: Local development of the case for change, job description 

and person specification 
o Stage 2: Assurance by the Primary Care Development team  
o Stage 3: Approval by the primary care contracts sub-committee of 

assured proposal. 
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Members discussed the proposal and noted the following: 
• The roles for the job descriptions are aligned to the NHS Agenda for 

Change (A4C) but they are employed by the lead provider.  ARRS roles 
differ to other roles in general practice eg the enhanced nurse role has 
been looked at by professional leads and set against the A4C role and will 
be reimbursed at that rate. 

• There was some concern raised with using job descriptions that have 
been evaluated by another organisation as they may not be fully 
evaluated.  FE clarified that for roles that are similar in other London ICBs 
there will be work to create and evaluate these job descriptions jointly.  

 
The primary care contracts sub-committee:  
• Agreed the management assurance process led by the Primary Care 

Development Team that will ensure all proposals meet the ICB’s People 
Standards for recruitment and that roles have been properly evaluated.  

• Agreed to adopt powers to approve requests to approve new roles that 
can be claimed against the scheme within the ICB.  

 
7.0  Dental, Optometry & Pharmacy Report   

 JW provided sub-committee members with an update on the 2023/24 quarter 
four position which mainly focussed on dental performance. 
• The final position for NEL dentistry provided an overall contract delivery of 

over 95% and has delivered the highest in London. 
• This reflects the additional investment made last year, with dentists able 

to keep their books open and it is now back to pre-pandemic levels of 
activity. 

• There are ongoing issues with waiting lists in secondary care.  An 
improvement plan is in place with excessive work taking place to bring 
these numbers down. Barts Health however remains challenged.  

• Community dental services (CDS) will be extending domiciliary care into 
care homes. 

• At month two the level of delivery from last year to this year has 
continued. 

• Changes in the NHS dental recovery plan mean London can now be part 
of the ‘golden hello’ scheme to encourage dentists into under served 
areas and will support recruitment and retention.  An area difficult to 
recruit to is in Tower Hamlets and there have been four expressions of 
interest from that area. The new patient premium is included for dentists 
to increase capacity to register new patients. 

 
Kelly Nizzer (KN) provided the sub-committee with an update on the 
commissioning of additional units of dental activity (UDA) to further improve 
access to Primary Care Dental Services: 
• This will be through the investment of funds from the ICBs recurrent ‘ring-

fenced’ dental allocation on a non-recurrent basis during 2024-25 with the 
potential to extend into 2025-26. 

• The patient premium is only available for the current financial year. 
• Funding is made available from the ICBs recurrent dental allocation. 
• The volume of expressions of interest received exceeds the available 

funding therefore the team have reviewed each application to remove 
duplications or underperforming practices and have weighted allocations 
by areas of need. 

• Backlog has increased due to deteriorating oral health care exacerbated 
by the pandemic and unhealthy diets. 
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The primary care contracts sub-committee noted the contents of the report 
and endorsed the approach to commission additional dental activity during 
2024/25.  
 

8.0  Primary Care Finance Report   
 RD briefed the sub-committee on the month 2 position: 

• The 2023-24 audit has now finished, and the accounts have been signed-
off.     

• The delegated primary medical services budget remains the largest area 
of funding and the allocation has seen a recurrent increase of c.£13.5m of 
funding growth based on planning assumptions, core contractual price 
increases and demographic growth. 

• The annual prescribing budget has been set with an increase compared 
to 2023-24 levels, net of a £13.7m efficiency target.  Prescribing remains 
a risk. 

• The primary care budget has been set specifically for demographic 
growth based upon an estimated level however this is at a risk as levels 
of growth can quickly change. 

 
The primary care contracts sub-committee noted the primary care finance 
report from month 2.  
 

 

9.0  Primary Care Risk Report  
 AG presented the report noting the key risk is that of potential collective 

action by GPs.   Any planned action could take place from August 2024, 
following the outcome of a ballot which is due to end on 29 July.  Practices 
may choose to take different actions from a list of 12 proposed by the British 
Medical Association (BMA).  The ICB is liaising closely with the LMC and the 
ICB will contact practices to ascertain what action they may take.  The 
potential collective action will be managed through to the existing NEL 
Industrial Action Forum.   
 
The primary care contracts sub-committee noted the update.  
 

 

10.0  Any other business  
 This is the last meeting chaired by Sue Evans whose tenure is ending at end 

July 2024.  Members thanked Sue for her guidance and support over the 
years and for championing improvements in patient care and quality for 
services. 
 

 

11.0  Items for information only  
11.1.  NEL bid for funding for dental and optometry hypertension case finding pilots  
 This item was presented for information, and it was further noted that NEL 

ICB was successful in the bid to partake in the Dental Pilot. 
 

 

 Date of next meeting – 17 September 2024  
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Primary Care Contracts Sub-Committee – Actions Log  
 

OPEN ACTIONS 
Action 
ref: 

Date of 
meeting Action required Lead When Status 

ACT008 16/07/24 5.0 Specialist support for the ongoing review of primary care 
business rates 
The previous service provided did not migrate to the ICB but £7.5m 
had been recovered over a decade for the six CCGs prior to 
migration. AK will send some of the successes made in the past to 
the chair for information. 

AK Sept Completed 
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Primary Care Contracts sub-committee 
17 September 2024 
 
Title of report Primary, Secondary, Community and Specialist Dentistry NEL 

ICB Update 2024/25 Q1/M4 

Author Jeremy Wallman, Head of Primary Care Commissioning, 
Dentistry, Optometry and Pharmacy  
Andrew Biggadike; Regional Lead, Acute and Specialised 
Dental Contracts 

Presented by Jeremy Wallman, Head of Primary Care Commissioning, 
Dentistry, Optometry and Pharmacy 

Contact for further information jeremy.wallman@nhs.net 

Executive summary This report provides members with an update on for primary, 
secondary, community and specialist dentistry at month 4, as 
well as an update on the primary care dental recovery plan.  

Action / recommendation The primary care contracts sub-committee is asked to note 
the contents of the report. 

Previous reporting Commissioning Oversight Group (COG) 

Next steps/ onward reporting FPIC 

Conflicts of interest None 

Strategic fit To enhance productivity and value for money  

Impact on local people, health 
inequalities and sustainability 

To improve and stabilise the oral health of patients treated. 
To extend and increase the availability of NHS dentistry. 

Impact on finance, performance 
and quality 

As detailed in the report 

Risks On going risks, identified in the report.  Under delivery of 
Primary Care contracts previously referenced 
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Primary, Secondary, Community and Specialist Dentistry  
NEL ICB Update 2024/25 Q1/M4 

 

Primary Care 

At month 4, Primary care contract delivery is maintaining the delivery seen during 2023/24 and the forecast 
outturn is projected to exceed last years contract delivery across London. As in previous years the delivery 
across both North East and North West London is at similar levels and reflects the highest level of contract 
delivery in London. The main drivers for this are that practices have good levels of clinical capacity to meet 
patients demand and this has been largely as a result of the additional, non-recurrent resource invested in 
practices during 2023/24, which has subsequently been rolled forward into the 2024/25 contracting year. 

 

  
ICB 
  

UDA Percentage 
Delivery @MO4 

24/25 Projected UDA 
contract delivery based 

on MO4 activity 
  

2023/24 Actual 
Delivery % 

  

   

   

   

NCL 83.48% 94.61% 93.8% 
   

NEL 87.86% 96.76% 96.5% 
   

NWL 86.26% 97.21% 96.3% 
   

SEL 82.55% 93.31% 94.3% 
   

SWL 84.59% 94.96% 95.2% 
   

London Wide  84.95% 95.37% 95.2% 
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Secondary Care 

The move to new software for London North West University Healthcare, Guy’s & St Thomas’ and 
King’s College has had an impact on patient waiting times as was expected. Clinicians and 
administrative staff must be released from normal activities for training and this reduces capacity.  
GSTT and KCH were well placed before the software implementation, LNWU less so. GSTT has 
recovered well, there is still some work to do for LNWUH and KCH. 

Barts remains an outlier for patients waiting over 52 and 65 weeks and is in a challenging position 
for all dental specialties, mutual aid by University College London Hospitals is being arranged with 
a provisional start date of Saturday 21st September. 

Due to the retention of medically simple paediatric patients by Community Dental Services (CDS) 
the mix of patients has altered for secondary care providers. Our neurodiverse paediatric patients 
often take longer to treat than neurotypical patients, meaning that productivity as defined by 
patient numbers will appear to reduce. Where six patients may have been seen per list previously, 
this number may have halved due to the complex needs of the patient and delays to treatment 
which have increased acuity. It must be remembered that when contracted activity is monitored a 
reduction in patient numbers does not necessarily equate to a reduction in clinical time and 
associated overheads. Chelsea and Westminster, UCLH, GSTT, KCH and Barts have all reported 
this trend. A workstream for the five largest dental providers will begin shortly to review this trend, 
All findings and recommendations will be reported to the ICBs. 

Continued concern from multiple trusts that there is an increase in the number of patients from 
surrounding regions being referred into London. London has always been a net importer of 
patients but an increase will have a detrimental affect on the PTL as capacity cannot easily be 
increased. This is particularly unfair as the patients which belong to other regions will affect our 
recovery rather that their home ICBs. Andrew Biggadike is working with the Association of Dental 
Hospital Chair and the Chief Dental Officer to explore this issue on behalf of the ICBs. 
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Barts Health 

Ther is now a sustained downward trajectory of patient waiting over 65 weeks and it is envisaged 
this will continue. With mutual aid provided by UCLH colleagues the pace of recovery should 
quicken. 

As the PTL is a concern, rather than providing April, May and June data, May, June and July have 
been supplied to evidence improvement. 

• Oral Surgery, 263 patients waiting over 65 weeks of which 81% have an appointment 
booked. Significant number of PAs are currently lost to long-term sickness and 10 PAs 
remain vacant. The undelivered PAs are between maxillofacial and oral surgery clinicians. 
Oral surgery is a very challenging specialty at a national level. NHSE is assisting with the 
mutual aid from UCLH and meetings to achieve this are weekly. 

• Restorative, 16 patients over 65 weeks the majority of which are special care and therefore 
more complex. Of the 16, 50% have an appointment booked. The department is struggling 
with the consultant led triage for Level 2 Complexity Endodontic Services, this replicated 
across other trusts and the Restorative MCN is working on a proposal to remedy this. 

• Paediatric, 110 patients waiting over 65 weeks of which 40% have an appointment booked. 
Due to the complexity of patients they cannot be treated under DGAS. Two vacancies 
which are to be filled. 

• Orthodontic, 7 patients over 65 weeks of which 86% have an appointment booked. 
Workforce continues to be highly challenging with the two new orthodontic trainees on 
maternity leave. 

• Dental Medicine, 4 patients waiting over 65 weeks, 50% of which have appointments 
booked. All four patients have Bechet’s disease for which Barts is a centre. The only clinical 
consultant is now on maternity leave. Academics have been asked to deliver clinical time 
and requests for mutual aid have been unsuccessful as other trusts are also in a 
challenging position. 

• Maxillofacial, 3 patients over 65 weeks, all of which have appointments booked. Some 
maxillofacial patients will be sitting under the oral surgery PTL. St George’s are providing 
mutual aid for Temporomandibular Joint (TMJ) patients. 

Barts Health 

Specialty Admitted / 
Non-admitted 

May  June July 

52-64 
weeks 

65 
weeks 

and over 
52-64 
weeks 

65 
weeks 

and over 
52-64 
weeks 

65 
weeks 

and over 

Oral Surgery Admitted 66 74 50 76 54 72 
Non-admitted 529 281 482 225 449 191 

Restorative Admitted 21 9 17 9 11 11 
Non-admitted 60 8 51 7 81 3 

Paediatric Admitted 111 90 111 95 97 107 
Non-admitted 19 3 23 4 24 3 

Orthodontic Admitted 9 8 11 8 12 6 
Non-admitted 20 2 14 0 13 1 

Dental 
Medicine 

Admitted 0 0 0 0 0 0 
Non-admitted 16 0 18 5 142 4 

Maxillofacial Admitted 2 6 1 4 2 3 
Non-admitted 10 2 5 3 0 0 

Total   863 483 783 436 885 401 
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Barking, Havering & Redbridge University Trust 

One patient waiting over 65 weeks. Reduction in patients waiting over 52 weeks but increase in 
patients waiting between 41 and 51 weeks. 

• Orthodontic, 1 waiting patient over 52 weeks, currently without an appointment. BHRUT is 
receiving an increasing number of referrals from outside London as evidenced by the 
upwards trajectory of patient waiting between 41 and 51 weeks. Where possible, referrals 
are rejected due to low complexity but those meeting criteria have to be accepted. There is 
limited provision for orthodontics in surrounding regions. 

• Maxillofacial, 1 patient waiting over 65 weeks with an appointment booked. Nine patients 
waiting between 52 and 64 weeks, 44% of which have an appointment booked. Theatre 
lists regularly cancelled for higher priority / more profitable cases. 

 

Barking, Havering & Redbridge University Trust 

Specialty Admitted / Non-
admitted 

May  June July 
 

41-51 
weeks 

52 
weeks 

and over 

 
41-51 
weeks 

52 
weeks 

and over 

 
41-51 
weeks 

52 
weeks 

and over 

Orthodontic Admitted 1 0 0 0 0 0 
Non-admitted 61 4 68 3 78 1 

Maxillofacial Admitted 80 23 59 17 66 7 
Non-admitted 24 5 20 4 25 3 

Total  166 32 147 24 169 11 
 

Homerton University Hospital 

Six patients waiting over 65 weeks all with appointments booked. Trust is assisting Barts with long 
waiting oral surgery patients. 

• Maxillofacial, 6 patients waiting over 65 weeks all of which have appointments booked. 13 
patients waiting between 52 and 64 weeks, 85% with appointments booked. Trust faces 
challenges with increasing referral numbers requiring in patient treatment and the inability 
to match the overtime payments made by competing trusts. 

• Paediatric Maxillofacial, zero patients over 52 weeks, 5 patients waiting between 41 and 
51weeks, all with appointments booked. 

 

Homerton 

Specialty Admitted / Non-
admitted 

May June July 
 

41-51 
weeks 

52 
weeks 

and over 

 
41-51 
weeks 

52 
weeks 

and over 

 
41-51 
weeks 

52 
weeks 

and over 

Maxillofacial Admitted 31 13 28 15 27 17 
Non-admitted 16 8 5 3 5 2 

Paediatric 
Maxillofacial 

Admitted 1 0 2 0 5 0 
Non-admitted 0 0 0 0 0 0 

Total  48 21 35 18 37 19 
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• 24,138 NEL patient attendances at Barts, 6,250 NEL patient attendances at BHRUT, 5,376 NEL patient attendances at Homerton, 35,764 in total 
• 2,615 attendances for NCL patients 
• 1,693 attendances for Mid and South Essex patients 
• 1,321 attendances for Hertfordshire and West Essex 
• Total of 8,014 attendances for patients outside NEL ICB  
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Due to KCH and GSTT implimenting Epic software, the figures below may be slightly inaccurate. 
• 46,717 attendances for NEL patients 
• 35,764 of which delivered in ICB (77%) 
• 10,953 delivered in alternative ICBs (23%) 
• 149 attendences provided by ICBs outside London Region
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Community Dental Services 

• CDS serves the following patient groups, paediatric, special care, elderly and rough 
sleeping homeless it also provides oral health promotion (OHP) on behalf of the local 
authorities that commission it. 

• Number of referrals increasing, particularly paediatric. 
• Paediatrics, referrals into CDS are 40% higher than pre-pandemic levels, this is driven in 

part by a deterioration in the oral health of the population due to the pandemic. It would also 
indicate that children are able to access primary care dentistry due to the strong recovery of 
primary care services in London and the continued commitment of the ICBs to increase 
access in primary care. To combat the increase in referrals and prevent onwards referrals 
to secondary care oral health promotion is a focus for local authorities and the DOP team is 
liaising with them and CDS providers.  

• Special care, referral volumes are increasing after a significant reduction during and 
immediately after the pandemic. A new IV sedation drug, remimazolam, is being trialed in 
various settings and with its shorter recovery time creates the possibility of increased 
capacity. Public Health working on a needs assessment to review the demands of this 
patient cohort 

• Elderly, care and nursing home residents oral health needs have evolved since the 
creation of domiciliary services which are no longer the most suitable method of treatment. 
National review of domiciliary due to start shortly with a local review already underway.  

• Rough sleeping homeless numbers have increased and the location of rough sleepers 
has changed since the procurement of CDS. DOP team is working with local authorities and 
advocates to review need and service provision. Pilot proposed for Bromley and a service 
for Haringey and Barnet is now live. 

DGAS 

Dental GA Suites (DGAS) is the Project Tooth Fairy legacy to utilise one of the three GA 
procedure rooms at The Royal London. DGAS continues to relieve pressure in the system but with 
increased referral rates it is challenging to evidence this. It should be remembered that paediatric 
patients from outside London continue to be referred into secondary care, but not CDS. 
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Intermediate Oral Surgery Services and Level 2 Complexity Endodontics 

• Increase in demand for both services and workforce and funding is restricting capacity. 
• To increase workforce we have worked with Managed Clinical Networks, Local 

Accreditation Panels and the Office of the Chief Dental Officer to create accreditation of 
performers with conditions. While the number of accrediatations with conditions is small it is 
working well. 

• Some regions have stopped accrediting entirely or have reduced the robustness of the 
process. London Region maintains its high standards in this process. 

• There are challenges in the endodontic pathway and the Restorative MCN is reviewing 
possible temporary changes to alleviate pressure in the system. 

• Current review into the movement of low complexity oral surgery patients into trusts 
undergraduate programmes as trainee dentists are not currently exposed to an appropriate 
volume of extractions prior to qualification. 

 
 
Current waiting list for NEL ICB IMOS providers 1,145. As a service, IMOS is well balanced.   

 
Current waiting list for NEL ICB L2 Endo providers approximately 500. The spike shown in the 
graph above is caused by an incorrect provider submission. 
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Primary Care Dental Recovery Plan – Update 
 
1. Introduction 
 
The Governments Dental Recovery plan; Faster, simpler and fairer: our plan to recover and reform NHS 
dentistry, was published on 7th February 2024 and the key strategic commitments made in the plan are: 
 

a) In 2024, significantly expand access so that everyone who needs to see a dentist will be able to. 
This will begin with measures to ensure those who have been unable to access care in the past 2 
years will be able to do so - by offering a significant incentive to dentists to deliver this valuable NHS 
care. Introduction of mobile dental vans to take dentists and surgeries to isolated under-served 
communities. 

b) Launch ‘Smile for Life’ - a major new focus on prevention and good oral health in young children, to 
be delivered via nurseries and other settings providing Start for Life services and promoted by 
Family Hubs. The introduction of dental outreach to primary schools in under-served areas in 
addition to taking forward a consultation on expanding fluoridation of water to the north-east of 
England - a highly effective public health measure. 

c) Ramp up the level of dental provision in the medium and longer term by supporting and developing 
the whole dental workforce, increasing workforce capacity as committed to in the NHS Long Term 
Workforce Plan, reducing bureaucracy and setting the trajectory for longer-term reforms of the NHS 
dental contract. 

 
2. Summary of Key NHS Commissioning Commitments 
 

The significant NHS aspects of the plan in respect of dental commissioning are: 
 
a) Increase in the minimum UDA value to £28.00.  

ACTIONED 
b) Introduction of a new patient premium for 2024/25. This will pay an additional £50 for a new patient 

receiving a band 2 or 3, and an extra £15 for a new patient receiving a Band 1 in addition to the 
funding the practice would already receive.  
ACTIONED 

c) Roll out of dental vans in certain underserved ICBs. This is focused on isolated rural and coastal 
communities *NOT APPLICABLE IN LONDON* 

d) Introduction of a ‘golden hello’ scheme (£20k per dentists, split over 3 years, available for posts 
agreed by regions / ICBs to be priorities for access) to encourage dentists into under-served areas 
and supporting those practices with the lowest rates of payment for their work.  
CURRENTLY BEING IMPLEMENTED; A maximum of 8 posts have been allocated to the London 
region, therefore following discussions with Public Health colleagues and using commissioning 
intelligence regarding areas where it is known that recruitment is challenging, the following areas 
have been prioritised with expressions of interest (EOIs) received, to date, as indicated in the table 
below 

 
NCL NEL NWL SEL SWL 

 
Tower 

Hamlets 
Waltham 
Forest 

   

2 4 1 5 3 5 

 
EOIs were not forthcoming in the priority areas, within SWL and NWL, therefore additional boroughs 
over, and above, the initial list have now been considered.  A prioritisation exercise is now 
underway to identify the 8 successful applications across London. 
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Primary Care Contracts sub-committee 
17 September 2024 
 
Title of report North East London Cardio Vascular Disease Pilot in Dental Practices 

Author Fiona Erne 

Presented by Fiona Erne, Deputy Director or Primary Care 
Jeremy Wallman, Deputy Director of Primary Care 

Contact for further 
information 

Fiona Erne, Deputy Director of Primary Care  
f.erne@nhs.net  

Executive 
summary 

The report sets out the development of a Cardio Vascular Disease (CVD) 
pilot in dental practices across North East London (NEL) and confirms the 
progress made by a joint working group towards implementation, monitoring 
and evaluation.  
 
NHSEI approved an NEL bid for a limited pilot to offer blood pressure (BP) 
monitoring and atrial fibrillation (AF) testing in dental practices across NEL 
in June 2024. Following this NEL established a working group that reports 
to the Primary Care Delivery Group and LTC Delivery Group. The members 
include: 
• General Dental Practice (GDP) leaders from across NEL 
• A Local Pharmacy Committee representative  
• LTC programme and directorate leaders 
• Primary Care programme and directorate leaders 
• NCL colleagues who are also working on a similar pilot 
 
The working group has developed an implementation plan and the following 
deliverables are now in place: 
 
• Confirmed governance and an implementation plan 
• Communications to primary care provider groups 
• Agreed commencement date 
• Development of a NEL Specification which includes a standard 

operating model and pathway  
• Development of selection criteria and a process for selecting 

participants 
• Equality Impact Assessment 
• Data collection requirements for pilot monitoring and evaluation 
 

Action / 
recommendation 

The sub-committee is asked to note the approach to development of the 
pilot in NEL and provide feedback. 
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Previous 
reporting 

• GP Provider Group 
• Community Pharmacy Provider Group 
• Primary Care Collaborative 
• Primary Care Delivery Group 
• LTC Delivery Group 

Next steps/ 
onward reporting 

Local Place and network teams 
Patient Groups and representatives 
Healthwatch 

Conflicts of 
interest 

There are none 

Strategic fit • To improve outcomes in population health and healthcare 
• To tackle inequalities in outcomes, experience and access 

Impact on local 
people, health 
inequalities and 
sustainability 

The pilot is aimed at people who are over 40 and who have not received 
blood pressure monitoring in the past 2 years. 
The pilot will aim to select participating practices in areas with high 
prevalence of disease and where there are low rates of case findings in 
general practice. The selection criteria is intended to prioritise areas and 
populations most at risk of undiagnosed hypertension. 

Has an Equalities 
Impact 
Assessment been 
carried out?  

This will be completed as part of the delivery plan 

Impact on finance, 
performance and 
quality 

Funding: 

  
Dental 

Number Cost Total 
Equipment       £            5,000  
Practice Training Fees 10  £       200   £            2,000  
Integrated working 10  £       200   £            2,000  
Incentive Fees      £          33,000  
Direct Service Costs      £          42,000  
Management and 
Evaluation      £            8,000  

  
Risks There is a risk that the people using NEL Dental practices may not live in 

the area and may not have access to our BP monitoring pathways in 
community pharmacy and general practice. This will be mitigated by asking 
practices to target people with a local postcode and to help people who live 
outside the borough and system to access BP monitoring in their home 
area. 
There is a risk that practices in the areas of most need may not apply to 
participate and therefore we will not be able target populations and 
communities most at risk of undiagnosed hypertension. We are mitigating 
this through our communications and work with the Local Dental Committee 
leads. 
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North East London Integrated Care Board 
Primary Care and Long Term Care Delivery 

 
Piloting of CVD Case Finding in Dental Practices 

 
 
 
1.0 Introduction/ Context/ Background/ Purpose of the report 
 
1.1 The report sets out the development of a Cardio Vascular Disease (CVD) pilot in 

dental practices across North East London (NEL) and confirms the progress made by 
a joint working group towards implementation, monitoring and evaluation.  
 

1.2 NHSEI approved an NEL bid for a limited pilot to offer blood pressure (BP) 
monitoring and atrial fibrillation (AF) testing in dental practices across NEL in June 
2024. Following this NEL established a working group that reports to the Primary 
Care Delivery Group and LTC Delivery Group. The members include: 

o General Dental Practice (GDP) leaders from across NEL 
o A Local Pharmacy Committee representative  
o LTC programme and directorate leaders 
o Primary Care programme and directorate leaders 
o NCL colleagues who are also working on a similar pilot 

 
1.3 The sub-committee is asked to note and comment on the progress with the pilot 

development and implementation  
 
 
2.0 Key messages  
2.1 The working group has developed an implementation plan and the following 

deliverables are now in place: 
 
o Confirmed governance and an implementation plan 
o Communications to primary care provider groups 
o Agreed commencement date – October 24 
o Development of a NEL Specification which includes a standard operating 

model and pathway  
o Development of selection criteria and a process for selecting participants 
o Draft Equality Impact Assessment 
o Data collection requirements for pilot monitoring and evaluation 

 
 
3.0 Background  
 
3.1 NHSEI have agreed to fund a pilot scheme in North East London (NEL) for blood 

pressure (BP) and atrial fibrillation (AF) case finding in our general dental practices. 
The funding is for a 12 month pilot and is set at £50K for the dental pilots. There will 
be limited participation which will be determined following submission of Expressions 
of Interest (EOI) by interested practices using selection criteria. The draft EOI pack is 
in appendix 2.  

. 
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3.2 The scheme will be piloted in each practice for 1 year with the potential to extend the 
scheme subject to NHSEI or ICB funding. NEL has developed a draft specification 
which is in appendix 1.  
 

3.3 The pilot is aimed at identifying people who have not had checks in the past 2 years 
and will be offered to NEL residents only. Details of the pilot scheme and the standard 
operating procedure (SOP), which includes outline pathways, can be found on the 
NHS Futures site Hypertension - National Cardiovascular Disease Prevention - 
FutureNHS Collaboration Platform.  

 
3.4 The working group is working towards a start date in October following the EOI invite 

going out to NEL practices. 
 

 
4.0 Risks and mitigations  
4.1  There is a risk that the people using NEL Dental practices may not live in the area 

and may not have access to our BP monitoring pathways in community pharmacy 
and general practice. This will be mitigated by asking practices to target people with 
a local postcode and to help people who live outside the borough and system to 
access BP monitoring in their home area. 

4.2 There is a risk that practices in the areas of most need may not apply to participate 
and therefore we will not be able target populations and communities most at risk of 
undiagnosed hypertension. We are mitigating this through our communications and 
work with the Local Dental Committee leads. 

 
5.0 Conclusion / Recommendations  
5.1 The Committee is asked to note the progress with implementation and to comment 

on the approach of the working group. 
 
6.0 Attachments 
6.1 Available upon request from the Governance Team via nelondonicb.corporate@nhs.net 

• Appendix 1 Draft Specification  
• Appendix 2 Draft Expression of Interest Pack 

 
 
 
Fiona Erne 
Deputy Director of Primary Care Development 
1 September 2024  
 

29

https://future.nhs.uk/NationalCVDPrevention/view?objectID=40683792
https://future.nhs.uk/NationalCVDPrevention/view?objectID=40683792
https://future.nhs.uk/NationalCVDPrevention/view?objectID=40683792
https://future.nhs.uk/NationalCVDPrevention/view?objectID=40683792
mailto:nelondonicb.corporate@nhs.net


 

 

1 

 

 
Primary Care Contracts sub-committee 
17 September 2024 
 
Title of report North East London Commissioning Intentions  

APMS procurement Tranche 2 
Author Gohar Choudhury, Head of Primary Care Commissioning 

Presented by Gohar Choudhury, Head of Primary Care Commissioning 

Contact for further information Gohar Choudhury, Head of Primary Care Commissioning 
gohar.choudhury@nhs.net    

Executive summary At the meeting of 21 May 2024 the report titled “NEL 
Approach to Expiring APMS GP Contracts” was agreed by 
the Sub-Committee. This report outlined Alternative Primary 
Medical Services (APMS) contracts in North East London 
(NEL) that were coming to end in the next 12 months and 
the approach to be taken to ensure continuity of primary 
medical services to registered patients of these practices.  
 
To allow sufficient time to develop commissioning intentions 
and secure new contractual arrangements for these 
contracts approaching their final end date, contract 
variations to extend these contracts up to 30 September 
2025 were agreed by the Sub-Committee.   
 
The purpose of this paper is to put forward 
recommendations for the commissioning intentions for these 
contracts and consideration of the most appropriate route to 
be used under the new Provider Selection Regime (PSR) 
which came into force from 1 January 2024. 
 

Action / recommendation The Sub-Committee is asked to approve the procurement of 
APMS contracts identified in Table 1 under the PSR 
competitive process in one procurement programme, 
“Tranche 2” -  
1. Francis Road Medical Centre, Waltham Forest – 

Additional site of an existing GMS/PMS practice 
2. Broad Street Medical, Barking & Dagenham – New 

APMS contract 
3. E16 Health & Pontoon Dock, Newham – New APMS 

contract 
Previous reporting The commissioning intentions have been endorsed by the 

local primary care fora as the relevant Places. 
Conflicts of interest Any GP attendees would be conflicted.  To be managed 

through the process in place for the committee. 
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Strategic fit The APMS procurement Tranche 2 align with the ICS 
strategic aims including  
• To improve outcomes in population health and 

healthcare 
• To tackle inequalities in outcomes, experience and 

access 
• To enhance productivity and value for money 
• To support broader social and economic development 

Impact on local people, health 
inequalities and sustainability 

Securing contractual arrangements to ensure continuity of 
primary medical services and reduction in health inequalities.   

Impact on finance, 
performance and quality 

The contract values of the new APMS contracts are shown 
in Table 3. These costs will be met within the existing 
primary care delegated budget. 
There will be savings of up to £400k per annum generated 
by these procurements due to the transition from the 
Londonwide APMS price to the new equalised price and the 
ending of care-taking fees for Francis Road Medical Centre. 
The procurement programme will require additional 
resources to cover patient communication and specialist 
support (project management, external Subject Matter 
Experts). The cost is estimated at £35k and can be met from 
the savings generated by moving to equalised APMS 
contract prices. 

Risks The potential risks identified are  
Delays to procurement timeline.  All the contracts have been 
extended up to 30 September 2025 to mitigate against any 
potential unforeseen delays. The Task & Finish Groups will 
be required to keep the programme within deadlines. 
Lack of interest from suitable bidders. The recent APMS 
NEL Tranche 1 (T1) procurement has shown that there is 
good interest from primary care providers. 
Risk of challenge. The PSR process is new and untested. 
Challenges from any interested parties are possible. We 
have ensured that PSR process has been followed and are 
taking advice from the Procurement Team and in-house 
legal advisor. 

 
 
 
1.0 Introduction 
1.1 At the meeting of 21 May 2024 the report titled “NEL Approach to Expiring APMS 

GP Contracts” was agreed by the Sub-Committee. This report outlined Alternative 
Primary Medical Services (APMS) contracts in North east London (NEL) that were 
coming to end in the next 12 months and the approach to be taken to ensure 
continuity of primary medical services to registered patients of these practices.  
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1.2 To allow sufficient time to develop commissioning intentions and secure new 
contractual arrangements for these contracts approaching their final end date, 
contract variations to extend these contracts up to 30 September 2025 were agreed 
by the Sub-Committee.   

 
1.3 This paper puts forward recommendations for commissioning intentions for these 

contracts and consideration of the most appropriate route to be used under the new 
Provider Selection Regime (PSR) which came into force from 1 January 2024. 

 
1.4 The Sub-Committee is asked to approve a competitive process for these practices 

as follows:  
Table 1  

Borough  Contract Recommended PSR  
Contract Award Process  

1 Waltham Forest Francis Road Medical 
(under caretaking)  

Competitive process – limited to NEL 
GMS/PMS practices as an additional 
site     

2 Barking & 
Dagenham 

Broad Street Medical  Competitive process 

3 Newham  E16 Health & Pontoon 
Dock 

Competitive process  

 
1.5 The Sub-Committee is also asked to approve the identified procurements above to be 

commissioned in one procurement programme; “Tranche 2”. 
 

1.6 In the previous report to the Sub-Committee in May two more practices were 
identified for Tranche 2; the Sub-Committee is asked to note -  
a) Island Medical and Wood Wharf APMS Practice in Tower Hamlets.  Due to 

the complexities of this practice and its unique circumstances, the commissioning 
intentions have not been completed in time. We expect these to be presented to 
the Sub-Committee at the next available opportunity for inclusion in Tranche 2 if 
possible. 

b) Aldersbrook Medical Centre in Redbridge.  This is already approved and the 
competitive process will be published for tender in the next two weeks to keep in 
line with the current contract end date of 31 March 2025. 

 
2.0 Provider Selection Regime 
2.1 The new Provider Selection Regime (PSR) regulations came into force from 

1 January 2024. This replaced the old procurement regulations, and the new 
processes and frameworks are untested locally and potentially will set precedents. 

 
2.2 The new regulations allow challenges from any interested party and processes 

must be paused while the challenge is addressed. 
 
2.3 All commissioning/procurements requires the ICB to act with a view to meet four 

core principles 
- Secure the needs of the people who use the service 
- Improve the quality of services 
- Improve the efficiency of services 
- Transparently, fairly and proportionately 
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Overview of the provider selection processes 
 
2.4 Relevant authorities, in our case North East London Integrated Care Board (NEL 

ICB), can follow the below provider selection processes to award contracts for 
health care services: 
 
• Direct award process A where there is an existing provider for the services 

and that provider is the only capable provider.  
• Direct award process B where people have a choice of providers, and the 

number of providers is not restricted by the relevant authority. 
• Direct award process C where there is an existing provider for the services 

and that existing provider is satisfying the original contract and will likely satisfy 
the proposed new contract, and the services are not changing considerably. 

• Most suitable provider process where the relevant authority is able to identify 
the most suitable provider without running a competitive process. 

• Competitive process where the relevant authority wishes to run a competitive 
exercise, or if they wish to conclude a framework agreement. 

 
2.5 There is a published PSR decision Tree, Appendix 1, that guides authorities 

through the selection route to use. For GP practice contracts:  
 
• Direct award process A cannot be used as there is more than one provider of 

the services 
• Direct award process B cannot be used as the number of providers is restricted 

i.e. a new practice cannot open unless approved first 
• Direct award process C is not recommended as there is a very high risk of 

challenge from other GP practices/providers. It should be noted that PSR is 
untested nationally  

• Most Suitable Provider should not be used as there is normally more than one 
provider capable of providing these services 

 
2.6 PSR also has transparency requirements, where notices have to be published 

making intentions clear in advance, communicating and confirmation of decisions. 
 

2.7 Any changes to a contract over £500,000 or more than 25% of the original contract 
value (lifetime of the contract) or changes that make the contract materially different 
in character, meant that the contract cannot be modified and must go through the 
appropriate PSR route. 
 

2.8 Therefore, the recommended and less risky route is the competitive process under 
PSR.  

 
2.9 There are five key criteria that must be considered when assessing providers under 

direct award process C, the most suitable provider process, or the competitive 
process: 
• Quality and innovation 
• Value 
• Integration, collaboration and service sustainability 
• Improving access, reducing health inequalities and facilitating choice 
• Social value 

 
2.10 All these criteria are built into the bidding and evaluation process. 
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3.0 Commissioning Intentions 
 
3.1 The current options for the commissioning of Primary Care services are as follows:  

a) Do nothing –  This is an unlikely scenario where a strategic review 
is required 

b) Extend current contract – This is only available if the relevant clause (2.3) is 
available  

c) List Dispersal         – Impact on patients and surrounding practices must 
be considered 

d) Recommission         – PSR provides a number of options and routes to 
procure services 

3.2 The above options have been considered in the case of this strategic review as 
being applicable. The appropriate PSR pathway is included. The recommendations 
of the preferred options from the commissioning intentions for the 3 practices are 
shown in table 2 below: 

Table 2 
  Borough  Contract Recommendation  
1 Waltham 

Forest 
Francis Road 
Medical 
(under 
caretaking)  

The preferred option is to procure as an additional site under an 
existing NEL GMS/PMS contract based on the following 
rationale: 
• Primary medical service provision will be maintained in an 

area that has high areas of deprivation 
• Financial benefit for the ICB as contract will be included 

within GMS/PMS contract price and ICB will no longer be 
paying APMS risk premium (see Figure 6.0) 

• Long-term security of the contract, as GMS/PMS contracts 
are held in perpetuity, unlike APMS contracts.  

• Inclusion of contract as an additional site provides stability 
while decisions on the long-term future of the premises are 
made. 

• Will ensure continuity of care for patients with minimum 
disruption to services 

2 Barking & 
Dagenham 

Broad Street 
Medical  

The preferred option is to procure a new APMS contract based 
on the following rationale: 
• Minimal impact to patient care as service delivery will 

continue to operate, under a substantive provider 
• Primary medical service provision will be maintained in an 

area that is currently under-doctored 
• The viability of the PCN will be assured as the patient 

population will remain within the local geography 
• Patient satisfaction in the assurance of continuity of care 

3 Newham  E16 Health & 
Pontoon Dock 

The preferred option is to procure a new APMS contract based 
on the following rationale: 
• Minimal impact to patient care as service delivery will 

continue to operate, under a substantive provider 
• Primary medical service provision will be maintained in an 

area that is expecting high-population growth 
• There will be a financial benefit as the new APMS contract 

will be on financially equalised terms to other APMS 
contracts (see Figure 7.0) 

• Patient satisfaction in the assurance of continuity of care 
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3.3 The Commissioning Intentions reviews are enclosed as follows:  
 

1. Francis Road Medical, Waltham Forest – Attachment 1 
2. Broad Street Medical, Barking & Dagenham – Attachment 2 
3. E16 Health & Pontoon Dock, Newham – Attachment 3 

 
3.4 The draft overall timeline for Tranche 2 and individual detailed timelines for each 

contract are being developed and will overseen by the APMS Procurement Steering 
Group. 

 
 
4.0 Finance / Resource 

 
4.1 All Standard APMS contracts are now commissioned at GMS Global Sum prices 

(£109.46 pwp, 24/25 prices) plus the standard London APMS premium (£5 pwp).  
 
4.2 The annual contract values and the lifetime contract value (15 years) are shown 

below in Table 3: 
Table 3 

  Borough  Contract Annual Contract 
value 

Life time (15yrs) 
Contract value 

1 Waltham 
Forest 

Francis Road Medical 
(under caretaking)  

£670,741 £10,061,115 

2 Barking & 
Dagenham 

Broad Street Medical  £920,762 £13,811,430 

3 Newham  E16 Health & 
Pontoon Dock 

£2,433,939 £36,509,085 

 
4.3 Table 4 below shows the financial impact of the current price against the APMS 

equalised price:  
Table 4 

  Borough  Contract Financial impact (per year)  
1 Waltham 

Forest 
Francis Road 
Medical 
(under caretaking)  

On equalised price plus care-taking fee.  
Saving on care-taking fee of £127,000 pa 

2 Barking & 
Dagenham 

Broad Street 
Medical  

No impact. 
Already on equalised contact 

3 Newham  E16 Health & 
Pontoon Dock 

Currently on London premium price and 
KPIs. 
New APMS will be equalised 
Saving of £286,900 pa 

(See Section 8 of Commissioning Intentions for contract values) 
 
4.4 The above values, for all the practices, do not include QOF, rent and rates and 

enhanced services. 
 

4.5 Taking the learning from the recently concluded APMS procurement programme 
(NEL T1) where six contracts were tendered, the importance was highlighted of 
allocating sufficient time and resources to complete pre-procurement activities, 
including stakeholder engagement and having sufficient programme and project 
support in place. 

 
4.6 The Delivery Support Unit (DSU) has already allocated programme management 

support for tranche 2. In order to oversee the governance of the programme, a 
Steering Group and Task and Finish Groups are being setup to oversee and drive 
the programme forward.  
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4.7 There will be a cost implication for running a procurement programme process. This 
will include costs, for example, for external clinical and lay assessors, moderation 
and interview panels, patient letters etc. However, cost efficiencies can be gained 
by grouping together the procurements in one tranche. We would estimate this may 
cost about £35,000. 

5.0 Risks and mitigations 

5.1 The potential risks identified are: 

5.1.1 Delays to procurement timeline.  All the contracts have been extended up to 
30 September 2025 to mitigate against any potential unforeseen delays. The 
Task & Finish Groups will be required to keep the programme within 
deadlines. 

5.1.2 Lack of interest from suitable bidders. The recent APMS NEL T1 
procurement has shown that there is good interest from primary care 
providers. 

5.1.3 Risk of challenge. The PSR process is new and untested. Challenges from 
any interested parties are possible (see 2.2 above). We have ensured that 
PSR process has been followed and are taking advice from the Procurement 
Team and in-house legal advisor. 

5.2 A local risk register will be developed by the Task & Finish Groups which will be 
accountable to the Steering Group. 

6.0 Recommendations 

6.1 The Sub-Committee is asked to note the contents of this report and the 
commissioning intentions attached. 

6.2 The Sub-Committee is asked to approve the procurement of APMS contracts 
identified in Table 1 under the PSR competitive process in one procurement 
programme, “Tranche 2”:   

1. Francis Road Medical, Waltham Forest – Additional site of an existing
GMS/PMS practice

2. Broad Street Medical, Barking & Dagenham – New APMS contract
3. E16 Health & Pontoon Dock, Newham – New APMS contract

6.3 The Sub-Committee is asked to approve the costs for running the procurement 
programme including patient letter and external assessors, estimated to be 
approximately £30,000. These one-off costs can be offset against the savings from 
the equalised APMS contracts.  

7.0 Attachments and Appendices 
Available upon request from the Governance Team via nelondonicb.corporate@nhs.net  

1. Francis Road Medical, Waltham Forest – Attachment 1
2. Broad Street Medical, Barking & Dagenham – Attachment 2
3. E16 Health & Pontoon Dock, Newham – Attachment 3
4. PSR Decision Tree – Appendix 1

Gohar Choudhury, Head of Primary Care Commissioning 
4 September 2024 
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Primary Care Contracts Sub-Committee 
17 September 2024 
 
Title of report Future Commissioning of Primary Care Clinical Waste 

Services 
Author William Cunningham-Davis, Director of Primary Care Delivery 

Alison Goodlad, Deputy Director of Primary Care 
Commissioning 

Presented by William Cunningham-Davis, Director of Primary Care Delivery 
Alison Goodlad, Deputy Director of Primary Care 
Commissioning 

Contact for further information william.cunningham-davis@hns.net 
alison.goodlad@nhs.net  

Executive summary In December 2022, all ICBs had endorsed their participation 
in an NHS England-led national re-procurement programme 
for clinical waste services in primary care. However, in 
January 2024 NHS England announced that this would no 
longer take place and that ICBs should consider alternative 
options: 
• Managing Agent (Anenta) led Open Procedure  
• Crown Commercial Services (CCS) led Framework 

Agreement call-off 
• ICB led procurement procedure 

In NEL, contracts for our three providers of waste collection 
have all been extended to March 2025. 
 
This paper considers the options and recommends the option 
to participate in the national open led procedure led by 
Anenta in order to secure a new provider of clinical waste 
collection in NEL from April 2025 and a new managing agent 
role.   
 

Action / recommendation The Sub-Committee is asked to note and approve: 
 
• the recommendation to participate in the national open 

led procedure led by Anenta in order to secure a new 
provider of clinical waste collection in NEL from April 2025 

 
• and the recommendation that NEL participate in the 

national ICS led procedure led by the London 
Procurement Partnership (LPP) who are developing a 
Managing Agent framework in parallel to the above 
Clinical waste providers procurement 

Previous reporting - 

Next steps/ onward reporting NEL Procurement Group 
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Conflicts of interest No 

Strategic fit • To enhance productivity and value for money 

Impact on local people, health 
inequalities and sustainability 

Providers will need to demonstrate a commitment to 
sustainability as part of their bid.    

Has an Equalities Impact 
Assessment been carried out?  

No 

Impact on finance, performance 
and quality 

Expenditure per annum is circa £1 million for all clinical waste 
expenditure (funded from the delegated budget) 
 
There are also some limited time resource implications within 
the local ICB primary care team linked to overseeing the 
process and assisting with the implementation of the new 
contract. 
 

Risks This is a challenging market, with a moderate risk that the 
contract award could be challenged if not managed in the 
correct manner. 
 
If new contracts were not awarded waste could build up 
leading to a clinical risk, stopping service provision and 
causing reputational damage to the ICB.    
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Future Commissioning of Primary Care Clinical Waste Services 
 
 
1.0 Background 
 
1.1 Under paragraph 46 “Payments in respect of running costs” of the NHS (general 

medical services - premises costs) directions 2013 (PCDs), practices can apply for 
financial assistance for charges associated with the collection and disposal of clinical 
waste.  In the vast majority of cases (estimated c.99%), NHS commissioners and 
property services (e.g., NHSPS, CHP) appoint clinical waste services on behalf of 
GPs rather than reimburse costs incurred as this is more economically appropriate.   

 
1.2 Under Essential Service 3 – Disposal of Unwanted Medicines, all community 

pharmacies are required to accept returned medicines from the public.  NHS 
commissioners are responsible for commissioning clinical waste services for this 
medicine waste to be collected and disposed of. 

 
1.3 Clinical waste services are funded through the delegated primary care budget and 

include the collection, disposal and replenishment of associated consumables of 
waste (e.g. waste receptacles), which is essential for ensuing primary care services 
can provide clinical services in a safe and legally compliant way. 
 

1.4 In North East London, clinical waste has been collected by a number of waste 
collection providers: Initial, Grundon and Medisort overseen by Anenta (the 
managing agent).  Anenta act on behalf of the Commissioner to ensure the proper 
and effective management of waste, acting as the interface between GP and 
pharmacy and the waste collection provider to ensure a high quality of service and 
value for money, undertaking the following functions: 
• a single point of contact for clinical waste issues for waste producers, 

commissioners and clinical waste services, managing all customer enquiries. (i.e 
missed collections, additional deliveries or frequency changes) 

• Contract and operational management of clinical waste services on 
commissioners and waste producer’s behalf  

• Invoice validation to ensure invoices match clinical waste services provided and 
the contracted rates.  

• Complete legal Duty of Care obligations set out by applicable environmental and 
waste regulations on commissioners and waste producers’ behalf.  

• Access to data ‘dashboard’ which presents accurate record of waste producer 
sites, waste production activity, clinical waste services performance and issues 
reporting  

 
2.0 Re-procurement of clinical waste  
 
2.1 In December 2022, all ICBs had endorsed their participation in an NHS England-led 

national re-procurement programme for clinical waste services in primary care. 
However, in January 2024, following significant delays arising from internal 
discussions on NHS England’s ongoing role in supporting ICB’s re-procurement and 
the route to market this should take, NHS England announced that this would no 
longer take place and that ICBs should consider alternative options. 

 
• Managing Agent (Anenta) led Open Procedure 
• Crown Commercial Services (CCS) led Framework Agreement call-off 
• ICB led procurement procedure 
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2.2 Arrangements have been put in place by all ICBs to extend existing contracts until 1 

April 2025.  In NEL, contracts for our three providers of waste collection have all 
been extended to this date.  

 
3.0 Consideration of options 
 
3.1 Option 1  Anenta working in partnership with Procurement Partner  

 
Anenta would perform the re-procurement on the ICB behalf, using their knowledge, 
skills and the relationship that is already established with the waste collection 
providers nationally as they are the Managing Agent for 36 out of 42 ICBs nationally 
and have been working with NHSE and London ICBs for over five years.  This option 
would require minimal input from the ICB Primary Care Team as they already hold 
some of the information on primary care clinical waste as the Managing Agent.  This 
is the recommended option and the preferred option of ICBs nationally  

 
3.2 Option 2  Crown Commercial Services – under the national NHSE Framework 

agreement 
 
This would be the second-choice option.  There is concern that this is a new 
framework with limited market providers approved to the framework who are very 
focused the acute providers. (Currently four approved providers for primary care 
waste management compared to 17 providers nationally that are providing clinical 
waste services to primary care).  This option would also require resource input from 
the ICB primary care team to review and choose providers from the framework.   

 
3.3 Option 3  Procuring as an inhouse tender  

 
This option is discounted as there is no expertise or capacity to perform this, in 
addition to larger cost implications. 

 
4.0 Taking forward an Anenta led Procurement 
 
4.1 Anenta currently provides the managing agent function in NEL and will be working 

with a procurement partner (Ecovate) would lead an open procedure inviting the 
market to bid for contracts for waste collection. 
 

4.2 Anenta have indicated they would facilitate a single process coordinating the majority 
of the procedure as a single process (e.g., evaluation process completed once on 
behalf of all participating ICBs) and result in generating each ICB specific contract.  
They recommend applying a restriction to how many contracts suppliers can win in 
each region, to ensure some diversity of suppliers across neighbouring ICBs.  
Anenta working with their procurement partner (Ecovate) would manage a 
programme board overseeing the procurement and prepare all final award reports, 
draft contracts for signing and take forward implementation on behalf of ICBs.   

 
5.0 Recommendation 
 
5.1 It is recommended that NEL participate in the national open led procedure led by 

Anenta in order to secure a new provider of clinical waste collection in NEL from April 
25, once the current contracts expire. 
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5.2 It is also recommended that NEL participate in the national ICS led procedure led by 
the London procurement partnership (LPP) who are developing a Managing agent 
framework in parallel to the above.  This would also follow the same sign off route as 
waste collection provider procurement and we would take the documentation and 
framework when it has been completed for agreement.   

 
6.0 Next Steps 
 
6.1 It is proposed that this recommended way forward is agreed through the NEL 

Procurement Group, using a tender pack for final sign off produced by Anenta’s 
procurement partner, Ecovate.  As the service is funded through delegated funding 
from NHS England, it is exempt from requiring sign off through the Investment 
Review Group as it is a statutory payment under the Statement of Financial 
Entitlements.   
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Primary Care Contracts Sub-Committee 
17th September 2024 
 
Title of report Framework and Assurance Process for the Recruitment to the 

Primary Care Networks (PCNs) Additional Roles 
Reimbursement Scheme (ARRS) Enhanced Nurse Role 

Author Mary Clarke – NEL ICB Head of Primary Care Nursing 

Presented by Mary Clarke – NEL ICB Head of Primary Care Nursing 
mary.clarke13@nhs.net   

Contact for further information Mary Clarke – NEL ICB Head of Primary Care Nursing 

Executive summary NEL and London Lead Nurses have identified a need to 
develop a job description for the ARRS role of Enhanced 
Nurse. This will ensure: 
• Professional and quality standards are secured and 

maintained  
• PCN recruitment to the role is supported by a defined job 

description and person specification  
• PCNs have clarity on the role and how it can be optimised 

within their skill mix 
• ARRS resources are effectively and appropriately 

managed by PCNs and the ICB  
The role was introduced by NHSEI in 2024-25 as part of the 
national ARRS programme. It is distinct from the non ARRS 
role of General Practice Nurse and the claimable ARRS role of 
Advanced Nurse Practitioner and Trainee Nurse Associate.  
The approval of the job description and associated person 
specification and competency framework provides clarity on 
the functions of this role and the qualifications, experience and 
competency required for the role.  
It has been adopted as a “Once for London Approach” and 
adopted by other London ICS’s. The national NHSEI Primary 
Care Nursing Lead has also raised this work as good practice 
for potential adoption nationally. 
The job description has been proposed by the NEL Primary 
Care Nursing Strategic Leadership Delivery Group and 
socialised across place teams. It has been assured by the 
Primary Care Development Team to ensure it complies with 
the requirements of an ICB approved ARRS Role. 

Action / recommendation The PCC is asked to: 
o Approve the use of the two assured job descriptions 

attached as appendix 1. 
o Support the recommendation that PCNs include the Head 

of Primary Care Nursing in the recruitment process to 
ensure the appropriate selection of qualified candidates. 

o Support the need to only approve claims for posts that are 
working across PCN footprints and are additional to core 
practice workforce; 
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Previous reporting • NEL Primary Care Nursing Strategic Leadership Delivery 
Group 

• NEL Primary Care Enablement and Transformation Group 
• Primary Care SMT 
• NEL & Place Based Training Hubs 

Next steps/ onward reporting The approved roles will be used by the primary care 
contracting team and finance team responsible for processing 
ARRS claims. 
The primary care SMT and place based primary care nursing 
leads will socialise the job descriptions across place and PCNs 
in NEL. 

Conflicts of interest There are no noted conflicts of interest related to this report 

Strategic fit The report aligns and fits in with the following ICS aims: 
• To improve outcomes in population health and healthcare; 
• To tackle inequalities in outcomes, experience and access; 
• To enhance productivity and value for money. 

Impact on local people, health 
inequalities and sustainability 

The Enhanced Nurse role will work alongside and as part of a 
multi-disciplinary team (including GP support) within the PCN 
to consult with patients and their family to undertake 
assessments of patient need and devise and evaluate complex 
care plans, providing clinical triage when required, in 
accordance with clinically based evidence, NICE guidance, the 
Direct Enhanced Services contract of the Network. They will 
also provide leadership and clinical supervision to nurses 
within the PCN therefore improving quality and continuity of 
care to the PCN population. They will form the bridge between 
system partners ensuring that the patient’s pathway is robust 
and patient outcomes improve. 

Has an Equalities Impact 
Assessment been carried out?  

An Equalities Impact Assessment has not been undertaken in 
relation to this report. It is expected that as part of the 
introduction of these roles in each PCN and equalities impact 
assessment would be undertaken 

Impact on finance, performance 
and quality 

There are no additional resource implications/revenue or 
capitals costs arising from this report. The cost of the 
Enhanced Nurse roles will be supported through the ARRS. 
The role will be funded within existing PCN ARRS budgets.  

Risks There are risks associated with the recruitment of these roles 
as this is a role introduced nationally. PCNs will be recruiting 
potentially from the same pool of staff so recruitment may 
prove challenging. In additional there is a national shortage of 
qualified experienced Practice Nurses who have studied at 
Masters level. 
In addition there is no additional ARRS funding available to 
fund these posts. PCNs have to use their existing budgets to 
fund these posts so where a PCN has utilised or are near to 
utilising the available ARRS funding they will have to review 
the PCN skills mix and when a vacancy arises they will need to 
consider which role they intend to recruit to.  
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Primary Care Contracts Sub-Committee 
17th September 2024 

 
Framework and Assurance Process for the  

Recruitment to the PCN ARRS Enhanced Nurse Role Report 
 
1.0 Introduction and Background 
1.1 This report asks the Primary Care Contracts Sub-Committee to approve two job 

descriptions in accordance with the process for approving ICB ARRS roles. These 
job descriptions will ensure: 

o Professional and quality standards are secured and maintained across 
nursing roles in NEL 

o PCN recruitment to the role is supported by a defined job description and 
person specification  

o PCNs have clarity on the role and how it can be optimised within their skill 
mix 

o ARRS resources are effectively and appropriately managed by PCNs and the 
ICB  

 
1.2 The role was introduced by NHSEI in 2024-25 as part of the national ARRS 

programme. It is distinct from the non ARRS role of General Practice Nurse and the  
claimable ARRS role of Advanced Nurse.  Candidates appointed to the role must 
meet the professional qualifications for the role and be additional to the existing 
workforce.  
 

1.3 Following the introduction of the Advanced Nurse role within the ARRS scheme it 
was found that a number of nurses were appointed without the required qualifications 
and experience of that role. Consequently regional workforce and nursing leads have 
identified the need to develop appropriate job descriptions and person specifications 
for the role.  

 
1.4 The approval of the Job description and associated person specification and 

competency framework provides clarity on the functions of this role and the 
qualifications, experience and competency required for the role. It allows PCNs to 
address and focus on the clinical needs of their network practice populations by 
introducing a nurse with enhanced skills who has undertaken master level study in 
an area of care that has been identified by the PCN that needs to focus on. 

 
1.5 It has been adopted as a “Once for London Approach” and adopted by other London 

ICS’s. The national NHSE Primary Care Nursing Lead has also raised this work as 
good practice for potential adoption nationally.  

 
1.6 The Job Description has been proposed by the NEL Primary Care Nursing Strategic 

Leadership Delivery Group and socialised across place teams. It has been assured 
by the Primary Care Development Team to ensure it complies with the requirements 
of an ICB approved ARRS Role. 

 
1.2 The Primary Care Contracts Sub-Committee is asked to approve the job descriptions 

attached in appendix 1 on the basis that they have been assured in line with the ICB 
process for approving ARRS roles for reimbursement. This includes: 
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o Review by the appropriate professional leads across NEL and London to ensure 

that the job description meets the professional requirements of the role and is 
equivalent to other nursing roles across NEL and the profession. 

o Review by the PC Enablement and Transformation Group to ensure that the job 
descriptions are a PCN role and have been evaluated against agenda for change 
criteria. 

o The job descriptions have been graded at the right level for the roles and 
responsibilities associated with the role. 

o The additional role would be working at a network level and will provide additional 
clinical capacity. 

 
2.0 Key messages  
 
2.1 The Enhanced Nurse role will work alongside and as part of a multi-disciplinary team 

(including GP support) within the PCN to consult with patients and their family to 
undertake assessments of patient need and devise and evaluate complex care 
plans, providing clinical triage when required, in accordance with clinically based 
evidence, NICE guidance, the Direct Enhanced Services contract of the Network. 

 
2.2 They will also provide leadership and clinical supervision to nurses within the PCN 

therefore improving quality and continuity of care to the PCN population. They will 
form the bridge between system partners ensuring that the patient’s pathway is 
robust and patient outcomes improve. 

 
3.0 Context 
 
3.1 The National Primary Care contract (PCN DES) approved the inclusion of an 

enhanced level nurse through the Additional Reimbursable Roles Scheme 
(ARRS). This provides PCNS with the option to address and focus on the clinical 
needs of practice populations by introducing a nurse with enhanced skills who has 
undertaken master level study in a defined area of care. The core capabilities 
Framework and other work around the enhanced role of the nurse clearly articulates 
that this role should also address the other pillars of practice including leadership, 
clinical advice and support and not just focus on clinical care delivery.  
 

3.2 Learning from how other ARRS roles have been introduced the London region NHSE 
GPN Clinical and Expert Steering groups have reviewed the draft NHSEI job 
description and identified the need to develop further clarity and definition for the role 
that addresses issues of non-qualified nurses being appointed to enhanced and 
advanced nurse posts. 

 
3.3 Regional Nurse leads have developed the attached London region job descriptions 

and assurance framework to support PCNs to approach and recruit consistently to 
this role.  

 
• provide and develop a consistent role descriptor regardless of where people 

access primary care services within the region; 
• support the clinical leadership capability required of this role 
• provide assurance that this role is a PCN role and is additional to the existing 

core practice workforce. 
 
3.4 To support PCNs in the recruitment of the role the Primary Care Development team 

will provide professional support as part of the interview process where needed. 
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4.0 Risks and Mitigations  
 
4.1 There are risks associated with the recruitment of these roles as this is a role 

introduced nationally. All PCNs will be recruiting potentially from the same pool of 
staff so recruitment may prove challenging. In additional there is a national shortage 
of qualified experienced Practice Nurses who have studied at Masters level.  

 
Mitigation: We have been working with the local training hubs and training providers 
to commission programmes of study that allow those who want to advance their 
clinical career to study at level 7 as well as undertaking additional clinical skills 
training i.e. Non-Medical prescribing as an example as well as encouraging staff to 
undertake Advance Clinical practices training. 

 
In addition there is no additional ARRS funding available to fund these posts. PCNs 
have to use their existing budgets to fund these posts so where a PCN has utilised or 
are near to utilising the available ARRS funding they will have to review the PCN 
skills mix and when a vacancy arises they will need to consider which role they 
intend to recruit to. 
 
Mitigation: As part of the NEL Primary Care Nursing Workforce Delivery Plan we 
have been working with practices and PCNs to introduce workforce initiatives to 
address the skill mix of the current workforce. We have been focusing on the areas 
that have the biggest challenges in terms of recruitment and retention and how they 
can look innovately at how they use the current workforce to address the gaps they 
have whilst we work on implementing the strategies that have been development in 
partnership with the place based teams. 
 
There are risks that PCNs may not have the knowledge and understanding of the 
role to ensure that only appropriately qualified staff are appointed and that this will 
result in inequity of nursing roles across primary care and the ICS. 
 
Mitigation: The proposed job descriptions and person specification clarify the 
qualifications, experience and competency required for the post. The inclusion of the 
Head of PC Nursing will support PCN recruitment. 

 
5.0 Recommendations 
 
5.1 The Primary Care Contracts Sub-Committee is asked to: 

o approve the assured job descriptions included in appendix 1 to be used by the 
contracts and finance team to approve claims for enhanced nurses under the 
ARRS scheme 

o support the recommended inclusion of the Head of PC nursing in the recruitment 
process for enhanced nurses in NEL  

o support that any deviation from the job descriptions referred in above is 
discussed with the NEL Head of Primary Care Nursing. 

o confirm the need that enhanced nurse roles should work across network 
footprints and be in additional to core practice workforce as part of the claims 
approval process 

 
6.0 References 
 

The Principles of Enhanced Level Practice (hee.nhs.uk) 
 

Primary Care and General Practice Nursing Career and Core Capabilities Framework 
(skillsforhealth.org.uk) 
 
Network Contract DES (england.nhs.uk) 
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7.0 Appendices 

 
Appendix 1 
 
Generic PCN Enhanced Nurse Job description  
 

Template Generic 
Job Description (JD) fo       
 
PCN Enhanced Nurse Job description with specific focus on population health 
 

 
Template Job 

Description for a PCN         
 
8.0  Author 
 

Mary Clarke 
NEL ICB Head of Primary Care Nursing 
30th August 2024 
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Template Generic Job Description (JD) for a PCN Enhanced Nurse Post 

 
A note: 

This is a template Job Description (JD) for a PCN Enhanced Nurse role employed under ARRS role 
contract DES 2024-2025, drafted by the London network of ICS Training Hub Primary Care Nurse 
Leads. 

The purpose of the template JD is to: 

• Support PCN leadership in the design of, and recruitment into, the newly available role; 
• Promote best practice and ensure compliance with the regulatory framework and 

requirements. 

The JD covers all mandatory criteria set out by Network Contract DES – contract specification 
2024/25 – PCN requirements and entitlements, published on 1 April 2024. It also aligns with the 
Enhanced level descriptor from the Primary Care & General Practice Nursing Career & Core 
Capabilities Framework, and the pillars of practice as described in The Principles of Enhanced Level 
Practice.  

The JD template is recommended as a tool for PCNs looking to recruit Enhanced Nurses into the 
newly funded ARRS role and can be adapted to align with PCN-specific needs, provided that key 
Network Contract DES criteria are met at minimum.  

To maximise the potential of this new role, it is recommended that PCNs work strategically on a 
borough and ICS-wide footprint, to recruit a team of PCN-level Enhanced Nurses whose practice and 
experience is complimentary and addresses the range of local health population needs. 

 

JOB DESCRIPTION 

JOB TITLE PCN Enhanced Nurse  
CONTRACT TYPE Permanent 
SALARY Depends on experience 
LOCATION PCN-specific 
ACCOUNTABLE TO Practice Manager/other – PCN-specific 
PROFESSIONALLY 
ACCOUNTABLE TO 

Nursing and Midwifery Council  
 

HOURS OF WORK Part time/full time   
START DATE PCN-specific 
 

JOB SUMMARY: 

As an Enhanced Nurse, you will work as part of a multi-disciplinary team to deliver safe and high-
quality personalised care to patients at the Primary Care Network level, with a population of 
approximately X patients. 

You will have a Level 7 Post Graduate Certificate in Clinical Practice and experience of working in 
primary care. 

You will be experienced in carrying out clinical nursing practice at an enhanced level, using clinical 
skills, critical judgements, enhanced techniques, as well as a comprehensive, specialised, factual, 
and theoretical knowledge within a field of work <this can be made more explicit at individual 
PCN level, based on local needs>.  

You will contribute specific knowledge of an area of practice, a population, or a setting/context - 
evaluating and analysing clinical problems and complex care plans and interventions, using your 
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clinical knowledge, seeking out and applying relevant evidence, enhanced techniques, interventions, 
and equipment to make clinical decisions. You will have a strong awareness of the boundaries of that 
knowledge, to deliver appropriate and safe care and use evidence-based strategies to manage 
clinical risk and influence. Independent prescribing is desirable but not essential. 

The post holder will support service development, the safe delivery of policy and procedures, and 
demonstrate effective professional nurse standards, advocacy, and performance, working across the 
PCN, in services that enhance the core general practice offer. 

You will also take a responsibility for providing clinical and educational leadership, mentorship, and 
supporting the development of the wider PCN nursing team, as well as assisting the development of 
other members of the multidisciplinary team, and students. This might be in the form of offering 
clinical supervision, providing opportunities for peer-learning, delivering training, as well as through 
managing a team or a service. 

You will also engage in, or lead, Quality Improvement initiatives at PCN level, contributing to 
improving services and improving access and quality of care for our patient population. 

MAIN DUTIES AND RESPONSIBILITIES:    

CLINICAL 

• Work alongside and as part of a multi-disciplinary team (including GP support) within the PCN 
to consult with patients and their family to undertake assessments of patient need and devise 
and evaluate complex care plans, providing clinical triage when required, in accordance with 
clinically based evidence, NICE guidance, the Direct Enhanced Services contract of the 
Network. 

• Carry out clinical nursing practice at an enhanced level using clinical skills, critical 
judgements, and knowledge to deliver appropriate and safe care within their level of 
competence. 

• Evaluate and analyse clinical problems using their clinical knowledge, seeking out and 
applying relevant evidence, enhanced techniques, interventions, and equipment to make 
clinical decisions. 

• Deliver enhanced clinical care in the context of continual change, challenging environments, 
different models of care delivery, innovation and rapidly evolving technologies using analysis 
and their underpinning knowledge to manage complex interventions. 

• Be responsible for and deliver proactive care in chronic disease, QoF, and Enhanced Service 
management. 

• If Enhanced Nurse is an independent prescriber, be able to prescribe within their scope of 
practice. Using your knowledge, you will provide information and advice on prescribed or 
over-the-counter medication on medication regimens, side-effects, and interactions. 

• Collaborate with other members of the PCN including doctors, nurses and AHPs, accepting 
referrals, using clinical reasoning skills to recognise when referral to them for specialist care 
may be required. 

• Maintain accurate and contemporaneous health records appropriate to the consultation, 
ensuring accurate completion of all necessary documentation associate with patient health 
care and registration with the practice. 
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• Participate in the review of significant and near-miss events. 

• Teach and advise patients and their families on how to manage their condition or support the 
multi-disciplinary team to do so.  

• Support patients to adopt health promotion strategies that promote healthy lifestyles and 
apply principles of self-care. 

LEADERSHIP 

• Provide professional and clinical leadership and mentorship, acting as a clinical role model on 
the delivery of evidence-based practice. 

• Join all/any PCN-level and borough-specific leadership boards/working groups to feed into 
business planning and the strategic development of multidisciplinary teams. 

• Advise and support on the development and delivery of workstreams and services that 
enhance the core general practice offer, relating to area of expertise, as part of the PCN’s 
strategy, where appropriate. 

• Provide service level leadership for own service or area of practice, holding responsibility for 
team performance and service delivery. 

• Communicate proactively and effectively with all colleagues across the multi-disciplinary 
team, attending and contributing to PCN and practice-level meetings, as required. 

• Work in partnership with other clinical teams to collaborate on improving the quality of health 
care by responding to local and national policies and initiatives as appropriate. 

• Liaise and work with professionals from community services, community MDTs and 
specialists to ensure they are delivering effective care to patients requiring this, as required. 

• Participate in clinical audits, research projects, and implement changes as required, including 
the development, and updating of practice protocols / guidelines and procedures locally. 

• Work proactively with key local and national stakeholders to develop more integrated care 
pathways and holistic models of care, through dissemination of specialist skills and 
knowledge. 

• Contribute to the delivery of local policy, procedures, and protocols for the PCN to improve 
identification, assessment, ongoing support for patients and their family carers. 

• To understand current and future plans for General Practice Nursing and Health Care 
Assistants (HCAs) through discussion with GP practices and Primary Care Networks, and to 
contribute to the development of PCN-based workforce plans. 

• Advocate for, and ensure that, the nursing voice is represented in PCN-level decision making 
and that the nursing teams are kept informed of the work of their PCN and how they might be 
involved. 
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• Support work aimed at developing the PCN-based primary care nursing workforce and 
identify approaches to support succession planning and retention work. 

EDUCATION 

• Enhance their own performance through continuous professional development, keep up to 
date with current evidence-based practice, impart own knowledge and skills to PCN 
colleagues to meet the needs of the service. 

• Facilitate and support the development and delivery of innovative training and education to 
staff, to improve competence and confidence, in line with best practice and guidance related 
to area of expertise. 

• Participate in and/or lead formal training events. promoting best practice in area of expertise. 

• Provide professional and clinical leadership and mentorship, acting as a clinical role model on 
the delivery of evidence-based practice. 

• Work with local Training Hub(s) to ensure maximisation of training and education 
opportunities as well as facilitating placements, helping inform the wider learning needs 
analysis to support the delivery of appropriate CPD. 

• Support the building of nurse education capacity to enable learning in practice settings in 
close alignment with the local Support the building of nurse education capacity to enable 
learning in practice settings in close alignment with the nationally agreed “quality through 
training hubs recognition processes” for educators and environments ratified by the regional 
primary care schools and any relevant Subject Expert Groups and Communities of Practice 

KEY WORKING RELATIONSHIPS 

<Insert PCN-relevant bullet point list; may include Primary Care Network Clinical Director, PCN 
Manager, PCN workforce, local Federation, local Training Hub, local community services etc.> 

CONFIDENTIALITY / DATA PROTECTION / FREEDOM OF INFORMATION  

The post holder will have access to confidential information relating to patients, their carers, practice 
staff and other healthcare workers. They may also have access to information relating to the 
Federation as a business organisation. All such information from any source is to be regarded as 
strictly confidential. 
 
Post holders must maintain the confidentiality of information about patients, staff, and other health 
service business in accordance with the Data Protection Act 2018. Post holders must not, without 
prior permission, disclose any information regarding patients or staff. Moreover, The Data Protection 
Act 2018 also renders an individual liable for prosecution in the event of unauthorised disclosure of 
information.  
 
EQUAL OPPORTUNITIES  

The post holder will support the equality, diversity and rights of patients, carers, and colleagues to 
include: 
• Acting in a way that recognises the importance of people’s rights, interpreting them in a way that 

is consistent with the practice procedures and policies and current legislation. 
• Respecting the privacy, dignity, needs and beliefs of patients, carers and colleagues. 
 
HEALTH AND SAFETY 
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Employees must be aware of the responsibilities placed on them under the Health and Safety at Work 
Act (1974), and to ensure that agreed safety procedures are carried out to maintain a safe 
environment for employees, patients, and visitors. 
 
 

RISK MANAGEMENT  

All post holders have a responsibility to report risks such as clinical and non-clinical accidents or 
incidents promptly. They are expected to be familiar with the risk management strategy and 
emergency procedures and attendance at training as required. 
 
INFECTION CONTROL 

Infection Control is everyone’s responsibility. All staff, both clinical and non-clinical, are required to 
adhere to the Code of Practice on the prevention and control of infections and related guidance 
(2015) and make every effort to maintain high standards of infection control at all times thereby 
reducing the burden of Healthcare Associated Infections and complying with Government Directives, 
including COVID-19 regulations. 
 
SAFEGUARDING 

Within their sphere of competence, each member of staff is responsible for promoting and 
safeguarding the welfare of the children, young people and / or vulnerable adults for whom they are 
responsible or may come into contact with, in the job role. 

JOB DESCRIPTION AGREEMENT 

This job description is intended to provide an outline of the key tasks and responsibilities only. 
There may be other duties required of the post-holder commensurate with the position. This 
description will be open to regular review and may be amended to consider development within 
the Primary Care Network. All members of staff should be prepared to take on additional duties 
or relinquish existing duties to maintain the efficient running of the Practice and Network. 
 
This job description is intended as a basic guide to the scope and responsibilities of the post and 
is not exhaustive. It will be subject to regular review and amendment as necessary in 
consultation with the post holder. 
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PERSON SPECIFICATION 

NB *** Indicates a non-negotiable competency which determines eligibility for ARRS funding based on 
Network Contract DES criteria. 

Criteria Description  Essential/ 
Desirable 

Source 

Qualifications Professional qualification (RGN) *** E  

Full, active NMC registration with no restrictions*** E  

Level 7 Post qualifying/Graduate 
certificate/Diploma or above, relevant to their area 
of enhanced practice, for example in wound care, 
diabetes plus respiratory and CVD, dementia, 
women’s health and public health and population 
health management*** 

E Career Framework: 
Level Descriptor 
Enhanced Practice 

Network Contract 
DES  

Evidence of on-going professional 
development that enables the delivery of general 
practice nursing at an enhanced level that is 
aligned to scope of practice*** 

E Report template 
(skillsforhealth.org.
uk) p.15 – 
indicative 
requirements to 
work at this level 

Independent/Supplementary Nurse Prescribing 
(V300) 

D Comparable JDs 

Educator qualification/diploma or relevant 
experience 

D PCN NL JD 

Evidence of ongoing professional development 
focused on education and supervision of other 
members of the nursing/MDT team 

D Comparable JDs 

Knowledge Detailed understanding and knowledge of Primary 
Care practice and Primary Care Networks (PCNs/ 
Neighbourhoods) 

E Comparable JDs 

Knowledge of the NMC’s Standards of Student 
Supervision and Assessment (SSSA) and 
professional accountability arising from the NMC 
Code (2015, updated 2018) 

E Comparable JDs 

Understanding of the NHS Workforce Race 
Equality Standard 

E Comparable JDs 

A full and clear understanding of the needs and 
issues impacting Primary Care and General 
Practice Nursing 

D Comparable JDs 

Knowledge of health promotion strategies D Comparable JDs 

Knowledge of public health issues in the local area 
and within the wider health arena 

D Comparable JDs 

Experience Experience of working at enhanced level 
practice as described in the Primary Care and 

E Career Framework: 
Level Descriptor 
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General Practice Nursing Career and Core 
Capabilities Framework*** 

Enhanced Practice 

Network Contract 
DES  

Experience and/or interest in working as part of 
a MDT within the PCN, in services that enhance 
the core general practice offer*** 

E Network Contract 
DES  

Experienced in the management of Long term 
conditions 

E Comparable JDs 

Experienced in patient health promotion*** E Career Framework: 
Level Descriptor 
Enhanced Practice 

Experience with supporting education and 
training of nursing students, trainees, and 
colleagues*** 

E Career Framework: 
Level Descriptor 
Enhanced Practice 

Experience of working with the IT clinical system 
EMIS 

E Comparable JDs 

Experience in supporting practice development 
by acting as a mentor, supervisor, and/or clinical 
assessor to nursing associate trainees, nurse 
associates, and general practice nurses, as 
appropriate*** 

E Career Framework: 
Level Descriptor 
Enhanced Practice 

Network Contract 
DES 

Experience in participating in and/or supporting 
or delivering formal training events*** 

E Career Framework: 
Level Descriptor 
Enhanced Practice 

Experience with team/line management and/or 
assuming team leadership responsibilities 

D Comparable JDs 

Experienced in supporting/initiating/leading Quality 
Improvement projects and initiatives on a practice 
or PCN footprint 

D PCN NL JD 

Skills and 
abilities 

Excellent verbal and written communication skills E Comparable JDs 

Able to communicate with colleagues at all levels 
and engage with patients and residents to 
ensure their voice is heard 

E Comparable JDs 

Excellent negotiation, analytical and reflection 
skills 

E Comparable JDs 

Demonstrated initiative and are creative in 
finding solutions to problems*** 

E Network Contract 
DES  

Ability to prioritise own workload and that of 
others in the face of competing pressures 

E Comparable JDs 

Ability to delegate work to other members of the 
multidisciplinary team*** 

E Network Contract 
DES  

Excellent presentation skills, both written and 
verbal. 

E Comparable JDs 
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Ability to advise and support on the development 
and delivery of workstreams relating to area of 
expertise as part of the PCN’s strategy, where 
appropriate*** 

E Career Framework: 
Level Descriptor 
Enhanced Practice 

Network Contract 
DES  

Ability to undertake appropriate management 
duties of a team/teams which could include first 
line management*** 

E Career Framework: 
Level Descriptor 
Enhanced Practice 

Ability to travel across practices within the PCN 
to deliver services and/or attend meetings*** 

E Network Contract 
DES  

Ability to actively promote equality, diversity, and 
inclusion within all areas of responsibility. 

E Comparable JDs 

 

Disclosure and Barring Service Check 
This post is subject to the Rehabilitation of Offenders Act (Exceptions Order) 1975 and as such it will 
be necessary for a submission for Disclosure to be made to the Disclosure and Barring Service 
(formerly known as CRB) to check for any previous criminal convictions. 

UK Registration 
Applicants must have current UK professional registration. For further information please see NHS 
Careers website (opens in a new window). 
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Template Job Description for a PCN Enhanced Nurse Post – Population Health 

Examples of Job Description. 

 

Enhanced Nurse Role PCN Population Health  

Immunisation and Vaccination PCN Lead (Aligned to mid-point Band 7) 

 

Description 

A PCN enhanced level practice nursing role will work with a range of stakeholders to collaborate at 
scale for the development and delivery of services to a local Primary Care network, with a specific 
focus on Population health management. 

The post holder will undertake a clinical supervisory role, overseeing a team of immunisers 
delivering a service within a primary care network to general practice teams care homes and 
for patients that are housebound. 
 
 
Duties and responsibilities 
 
Support the Clinical Directors in enabling nursing workforce development, maximising 
immunisation and vaccination uptake, workforce capacity, and service improvement across 
a Primary Care Network. 
 
 

a) works as part of an MDT within the PCN. 

b) consults with patients, their family, and the multi-professional team to undertake 
assessments of patient need, devise, and evaluate complex care plans. 

c) evaluates and analyses clinical problems using their clinical knowledge, seeking out 
and applying relevant evidence, enhanced techniques, interventions, and equipment 
to make clinical decisions. 

d) delivers enhanced clinical care in the context of continual change, challenging 
environments, different models of care delivery, innovation and rapidly evolving 
technologies using analysis and their underpinning knowledge to manage complex 
interventions. 
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e) teaches and advises patients and their families on how to manage their condition or 
support the multi-disciplinary team to do so. 

f) participates in clinical audits and research projects and implements changes as 
required, including the development, and updating of practice protocols / guidelines 
and procedures locally. 

g) works within national and local protocols where these exist. 

h) recognises boundaries of their practice and know when and to whom patients 
should be referred. 

i) using the principles of delegation, delegates work to other members of the MDT and 
take responsibility for the delegated activity as appropriate. 

j) demonstrates initiative and are creative in finding solutions to problems. 

k) holds responsibility for team performance and service delivery; and 

l) provides supervision to trainee nurse associate, nurse associates and general 

practice nurses. 

 

Clinical Leadership 

 
• Supervise clinical assessments and consent agreements and consult on the provision 

of enhanced practice advice on vaccines and immunisations across a primary care 
network.  

• Address any concerns that may arise regarding vaccine hesitancy and contra-
indications in partnership with a wide range of stakeholders. 

• Supervise the review of patients’ medical history and address any potential adverse 
reaction risks; provide patients with information on what to do in the event of 
adverse reactions.  

• Supervise vaccination delivery (oversee paperwork and vaccine confirmation activity, 
ensure national guidelines are respected regarding PPE, clinical and non-clinical 
waste, sanitisation).  

• Assess and sign-off competence and capability training of new vaccinators.  
• Coordinate the infection control and waste disposal, ensuring that all activities are 

adhered to the highest H&S standards. 
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Work Approach 
 

• Manage and prioritise own workload.  
• Work as an effective team member, demonstrate good personal communication 

skills, and actively promote excellent team and interdisciplinary relationships. 
• Demonstrate appropriate assertiveness and ability to challenge others when the 

rights of patients and others may be infringed. 
• Display robust analytical ability and sound decision making in changing clinical 

situations. Develop insight into evidence underpinning care. 
• Demonstrate ability to comprehensively assess, plan, implement and evaluate the 

needs of patients, families, and carers across a population. 
• Demonstrate concise, accurate, timely record keeping and ensure that all work 

carried out is recorded accurately.  
• Be a confident and competent computer user with good IT skills and experience of 

using applications such as Outlook, Word, Excel 
• Provide skilled, evidence-based care which adheres to agreed policies and 

procedures. 
 
Responsibilities for policy and service development implementation 

• Observe infection control procedures.  
• Adheres to Professional Code of conduct and maintains own professional 

development ensuring fit for practice.  
• Ensures that all NHS statutory & mandatory training is kept up to date. Attends all 

mandatory training as needed. This includes Basic Life Support, Anaphylaxis, and 
Immunisation training.  

• Follow local and national policy making comments on proposals for change.  
• Act as a mentor or respond to any escalations or queries from more junior staff.  
• Support staff in the provision of care including training in the use of site protocols for 

implementing safe delivery of the service. 
 

Quality 
 

• Use clinical judgement and risk assessments to ensure patient safety. 
• Follow Organisational and national policies including Patient Group Directions 

(PGD’s) and national protocols or standard operating procedures (SOPs). These 
include SOPs on the safe storage, administration, and disposal of the vaccine.  

• Assist in the monitoring and maintenance of the health, safety and security of self 
and others in the work area.  

• Assist in the identification and assessment risks in work activities.  
• Practise in accordance with the professional, ethical, and legal codes. 
• Work with team to maintain high standards of infection control in all vaccination 

settings. 
• Actively promote diversity and sustain relationships that promote dignity, rights, and 

responsibilities. Identify and take action to address discrimination and oppression. 
• Ensure that the service complies with Data Protection/ Confidentiality/ Caldicott 

principles in addition to Statutory and Regulatory guidelines of Professional Bodies 
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• Safeguard people by recognising and responding when an adult or child might be at 
risk from abuse but also recognising their own limits and asking for help and escalate 
concerns when necessary.   

• Reflect on everyday practice to identify areas where improvements in safety or 
quality can be made. 

• Maintain compliance and adherence with staff mandatory training. 

 

 

 

Key Requirements of Role 

• Qualified Registered Nurse from a degree in nursing or from a registered nurse degree 
apprenticeship (RNDA). 

• Registered with the Nursing & Midwifery Council. 
• A post graduate qualification at level 7 or above relevant to their area of enhanced 

practice, public health, and population health management.  
• Working at an enhanced level of practice as described in the Primary Care and General 

Practice Nursing Career and Core Capabilities Framework; and 
• Works across the PCN, in services that enhance the core general practice offer to 

deliver the key responsibilities outlined. 

A non-medical prescribing qualification would be beneficial to this role. 
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Primary Care Contracts sub-committee 
17 September 2024 
 
Title of report Performance Report  

Author Alison Goodlad, Deputy Director of Primary Care 
Commissioning 

Presented by Alison Goodlad, Deputy Director of Primary Care 
Commissioning 

Contact for further information Alison Goodlad  
alison.goodlad@nhs.net 

Executive summary The data provided in this report shows that despite increased 
appointment numbers, the GP survey results indicate that 
there is still progress to be made in improving patients’ 
experience of making an appointment.  In time, we should 
see improvements following the successful roll out of digital 
telephony across NEL, progress in making best use of digital 
access to reduce call volume and the move towards a 
‘modern general practice’ model, where patients will know on 
the day how their request will be dealt with, rather than asked 
to call back.  GP survey results show considerable variation 
across NEL and there will be focussed support on those 
practices/PCNs that are outliers to make the greatest impact. 
Utilisation of ARRS roles has increased but varies across 
NEL. Support is being focussed on those PCNs with lower 
levels of recruitment and retention.  These PCNs should 
benefit from increased flexibilities in types of posts of used 
and the introduction of the ability to recruit newly qualified 
GPs through the ARRS scheme from this autumn.    
For the next report it is planned to focus on vaccination, 
immunisation and screening. 
NHS England are also planning to launch a GP 
Commissioning Dashboard later this year.  This will provide 
each ICB with an at-a-glance view of variation across 
domains of access, workforce, and clinical quality. The 
intention is for the dashboard to support local benchmarking 
and complement other local monitoring arrangements.  A 
prototype has been produced which is at the reviewing and 
testing stage.  Once this becomes available, we will share the 
findings for NEL. 
 

Action / recommendation The Sub-Committee is asked to note the findings of the report 
and consider types of information on aspects of primary care 
that  it would find useful alongside the GP Commissioning 
Dashboard  due to be launched by NHSE later this year. 
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Previous reporting N/A 

Next steps/ onward reporting N/A 

Conflicts of interest N/A 

Strategic fit • To improve outcomes in population health and healthcare 
• To tackle inequalities in outcomes, experience and 

access 
• To enhance productivity and value for money 

 
Impact on local people, health 
inequalities and sustainability 

North East London ICS has an ambition of working with and 
for the local people to create meaningful improvements in 
health, wellbeing and equity to the local population. 
Improvements to general practice in terms of access, 
experience and outcomes for patients is central to this 
ambition. 

Has an Equalities Impact 
Assessment been carried out?  

An Equalities Impact Assessment has been undertaken for 
the Delivery Plan for Recovery To Access to Primary Care. 

Impact on finance, performance 
and quality 

National funding sources have been made available to the 
ICB to support general practices and PCNs to commence the 
2 early changes required to move towards modern general 
practice. 

Risks • Risk of insufficient capacity to deliver wide-ranging 
complex programmes. Projects and actions are broken 
down into blocks with different leadership and ownership 
across the system, working to a timeline. 

• There are wider risks to the sustainability of primary care 
services which may impact on delivery at a practice level, 
caused by factors such as variations in funding, patient 
access, quality, performance, challenges in the recruitment 
and retention of staff, increasing rent and service charges, 
together with poor quality estate.  

• System changes take time to embed and there have been 
some unintended consequences such as more information 
is requested at the point of booking an appointment to 
support triage and care navigation. This process takes 
more time and is contributing to the current challenges with 
managing telephone call demand 

• The potential impact of Collective Action (e.g reducing the 
number of patient contacts per clinician to 25) on access to 
patient care and patient experience.   
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Purpose

The purpose of this paper is to provide a performance update with a key focus upon access to appointments, 
patient experience and recruitment to ARRS roles.

The paper covers:

• The national and local context for Primary Care transformation (slide 3)
• Access to appointments  (slides 4 – 7) 
• Patient experience and recent patient survey information (slides 8-12)
• GP Connect 111 Appointment Slots (slide 13) 
• CQC ratings (slide 14)
• QOF (slide 15)
• ARRS roles in NEL (Slide 16)
• Summary and points to consider (Slide 17)
• Appendices with further detail on appointments in NEL (Slides 18 – 22)

The Primary Care Contracting Sub-Committee are asked to note the content report and consider types of 
information on aspects of primary care that  it would find useful for future reports and to note the launch a nationally 
GP Commissioning Dashboard  later this year
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National and Local Context 
• Key national policy developments: The Fuller Stocktake, Delivery Plan for 

Recovering Access To Primary Care, NHS Long Term Workforce Plan and the Hewitt 
Review on ICSs

• Key NEL Plans and developments: The ICB Strategy 2023, The Big Conversation 
Patient Engagement Exercise, NEL Joint Forward Plan 2023

• Key NEL primary care challenges in NEL: Patient satisfaction, population growth, 
significant levels of activity and increasing population growth, workforce gaps, poor 
quality estate and challenging financial position

• NEL’s Primary Care Transformation Programmes: INT/PCN Development, Same 
Day Access, Same Day Access, Primary Care Access Recovery Plan, Workforce 
Recruitment & Retention, Estates, Service Reviews & Procurements

• A new vision statement for primary care in NEL is being developed and engaged 
on to provide an overall framework for primary care development

• Actions to address issues not on covered by current work programmes are 
being considered to develop a plan for prioritisation and taking forwards.  

.    
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General Practice Appointments

Appointments per 1000 
patients per week

Percentage Change

Period Apr 2022 - Mar '23 Apr 2023 - Mar 
'24

Borough

Newham 82 85 3.73%

Tower Hamlets 98 95 -3.60%

City and Hackney 102 106 4.37%

Redbridge 88 92 4.88%

Waltham Forest 82 85 2.89%

Havering 81 84 3.54%

Barking and Dagenham 84 92 8.92%

NEL 88 91 3.40%

• Comparing 22/23 to 23/24, 6 out of 7 Place’s booked appointments 
increased*. The total number of appointments in 23/24 was 11,643,714. 
The average growth in total appointments was 5.58% Year-on-Year.

• Weekly Appointments per 1000 Patients: all boroughs had an increase 
except for Tower Hamlets, which decreased 3.6%. The average number of 
appointments per 1000 patients per week was 91. This is a 3.4% increase 
YoY.

• The number of Same Day appointments grew from 38 per 1000 to 41 
(8.58%). 47.7% of Appointments were Same Day.
• Barking and Dagenham had the greatest growth in Same Day 

appointments (25,41%)

• The number of appointments by GPs decreased slightly from 50 per-1k-
per-week to 48, while the amount by ‘Other Practice Staff’ grew from 37 to 
42 per-1k-per-week. 53% of appointments were with GPs
• City and Hackney had the highest GP appointments rate : 58 per-1k-

per-wk
• Barking and Dagenham had the most growth in appointments by 

Other Practice Staff: 22.76%

• Face-to-Face appointments increased slightly from 57 to 58 per-1k-per-
week and accounted for 64% of appointments
• Face-to-Face appointments in Barking and Dagenham, Waltham 

Forest and Redbridge all increased by 3 per-1k-per-wk
• Face-to-Face appointments decreased in Newham and Tower 

Hamlets by 1 per-1k-per-wk

• Further detailed info can be viewed in appendix A

Number of 
Appointments

Percentage Change

Period Apr 2022 - Mar '23 Apr 2023 - Mar '24

Borough

Newham 1,916,401 2,053,274 7.14%

Tower Hamlets 1,955,364 1,919,283 -1.85%

City and Hackney 1,794,205 1,914,288 6.69%

Redbridge 1,615,712 1,748,003 8.19%

Waltham Forest 1,395,809 1,457,183 4.40%

Havering 1,223,831 1,291,793 5.55%

Barking and Dagenham 1,126,586 1,259,890 11.83%

NEL 11,027,908 11,643,714 5.58%

* All figures are booked appointments. Attended and Not 
Attended is not reported in GPAD until December 2024
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Number of appointments per month per borough (The plot above shows the Total Monthly 
Appointments over time by Place.  The dashed line shows the average for the Financial Year)
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Winter Peak Comparison
• The Figure and Table show the Total 

Appointments for October through 
January. 

• In both 2022 and 2023, 35% of 
appointments in the year occurred in 
these 4 months.

• Across NEL there was a 5.59% 
increase in appointments over this 
period Year on Year.

• The percentage change for each 
borough is roughly the same as the 
change for total appointments across 
the year (see slide 2)

• i.e. Barking and Dagenham’s YoY 
change was highest (1.36%) and Tower 
Hamlets was lowest (-2.4%)

Percentage Change
Winter 2022 Winter 2023

Borough

Newham 669,267 722,212 7.91%

Tower Hamlets 678,434 662,167 -2.40%

City and Hackney 620,783 660,259 6.36%

Redbridge 567,371 615,446 8.47%

Waltham Forest 490,342 520,697 6.19%

Havering 434,477 450,604 3.71%

Barking and Dagenham 395,250 440,170 11.36%

NEL 3,855,924 4,071,555 5.59%
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Primary Care Appointment Provision across NEL - 7 days a week 
• Core primary medical services  - 8.00 – 6.30 Monday to Friday 

• Enhanced Access – Pre-booked routine primary medical services provided by PCNs at 
scale from 6.30 to 8.00 Monday to Friday and Saturdays 9.00 to 5.00.  This service has 
been operating since October 2022/3, providing approximately 30,000 appointments per 
month. Appointments can be booked up to two weeks in advance and  an increased 
number of appointments are delivered by the new workforce roles such as pharmacists 
and Health Care assistants (HCA’s).  In 23/24,no NEL PCNs significantly underperformed 
in relation to the number of appointments they were required to deliver over the year. 

• Same Day Access Hubs – This is locally commissioned by PCNs in NEL and provides 
same day urgent primary care access provided at scale evenings, weekends and bank 
holidays.  This service provides approximately 19,000 appointments per month and can 
respond quickly to system need if required. 

• Pharmacy First - 97% (359) pharmacies are signed up to deliver Pharmacy First. In May, 
NEL had the highest number of pharmacy consultations in London for the seven Pharmacy 
First pathways.  It also had the highest number of blood pressure consultations in 
community pharmacy and the second highest number of  contraceptive consultations. 

• Access and patient satisfaction: despite appointment numbers increasing, the 2024 GP 
Patient survey shows overall that although patient experience overall is improving, patients 
have the have least positive experience when making an appointment.
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GP Patient Survey 2024 - Key Highlights
• The GP Patient Survey (GPPS) is an annual England-wide survey about patients’ experiences of their GP practice 

and is administered by Ipsos on behalf of NHS England.  There was a response rate of 18% and response rates at 
practice level are relatively small. 

• The 2024 results are not comparable with previous years because of changes which have been made to the survey 
in relation to methodology (i.e moving to an online survey with a paper survey being sent to non-responders) and 
changes to the questions and the wording.  This means that we can’t measure improvement compared to previous 
years

• The results show that Patients have a more positive experience with the care they receive from their practice than the 
experience of getting access to their GP Practice. This suggests the main challenge rather than the experience of 
care received

• When focusing on questions about patient access, the question with a positive response that is closest to the national 
result was ‘ease of getting through on the phone’ - 48% (NEL) 50% (Eng), although this is lower than the London 
result (53%).   This question also had the widest range of positive responses between PCNs (29% to 73%) 

• The  question with the positive response rate that is lowest compared to the national result is how people felt about 
how long they had to wait for an appointment.   57% (NEL) 66% (Eng).  There is however, considerable variation 
between PCNs (41% to 82%).   Current data shows that 90% of NEL patients get an appointment within 2 weeks.

.
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• City and Hackney PCNs consistently get the most positive results for all questions 

• Looking at the PCNs with the lowest positive results,  these are all predominantly in three places.  Redbridge, 
Newham and Tower Hamlets

Places with PCNs with the lowest positive results on particular questions are outlined below.  These are being looked 
at in more detail by the primary care place leads to try and understand the reasons behind  this and how this can be 
addressed 

• Overall experience –Tower Hamlets PCNs

• Phone access – Redbridge and to a lesser extent Tower Hamlets

• Ease of use of Websites – Network One (TH) and North West (B&D) – real outliers

• Ease of use of contacting practice via NHS app (Tower Hamlets)

• Knowing next steps after contacting practice (Redbridge and B&D)

• Time taken to know next step - Newham PCNs

• Overall experience of contacting practice – Redbridge but also B&D and Havering 

• How people felt about wait for an appointment – Tower Hamlets, Redbridge, B&D, Newham

GP Patient Survey 2024 – Addressing variation
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Overall experience of general practice
NEL 68%
NCL 72%
NWL 74%
SWL 80%
SEL 71%
London 73%
England 74%

The majority of patients had a good 
overall experience of general practice 
(68%) although this was 
lower compared to England and all other 
London ICBs.

How we are working to improve patient experience:
In 23/24, all  PCNs produced action plans to improve patient experience and undertake a patient survey 
to measure progress against one of the GP survey questions.  PCNs then received a final payment in 
August 24, following assessment of delivery against their plans.  All practices are now on modern digital 
telephony systems to improve the caller experience and support call management at the practice, 
Programmes of training and QI have supported practices in providing a more user-friendly streamlined 
service.  Website audit undertaken to support practices in improving the interface with patients via their 
websites.  PCNs required to put plans in place to made best use of digital routes of access via Capacity 
and Access Improvement Plans. 

Variation by NEL PCNs
56% - 85%
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Ease of getting through on the 
telephone

.

NEL 48%
NCL 52%
NWL 58%
SWL 60%
SEL 47%
London 53%
England 50%

How we are working to ensure that patients can get through on the phone:
 All 61 practices that were on digital systems are now on analogue systems and all practices requiring improved 
functionality are being upgraded. As at Aug 24, 99.6% of NEL practices were on digital systems. Digital telephony 
means easy access to live operational data for planning and monitoring.  All practices will need to have the 
‘callback’ function enabled in order for PCNs to receive Capacity and Access Improvement Funding in 24/25.  
Practices have been supported with access To Edenbridge Apex and are using transitional funding to undertake 
organisational development activities to  improve call management processes  within the practice. 

NEL is only 2% lower than the national 
score on this question, although London 
ICBs perform relatively better on this and 
all score above the national average on 
this, apart from NEL and SEL.

Variation by NEL PCNs:
29% - 73%
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Were patients told what the next step 
would be on contacting the practice? 

.

NEL 78%
NCL 80%
NWL 82%
SWL 85%
SEL 81%
England 83%

This is a new question to reflect the 
fact that new contractual changes 
currently being phased in across 
practices mean that patients will not 
be asked to phone the practice back 
but will know on the day how their 
request will be handled, based on 
clinical need

How we are working to ensure that patients will know on the day how their 
request will be handled 
All practices have been given transitional funding for them to support them in moving 
towards a modern general practice model. 30 practices are participating in national 
improvement programmes and a similar number are taking up local support offers  
working with the EQUIP team.  Over 200 practices have participated in national and  
local signposting training.

Variation by NEL PCN:
65% - 91%
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GP Connect - 111 Appointment slots
Practices are required to make available 1 slot per 3000 pts for 111 direct booking facilitated by GP Connect.  The table below 
shows the % of slots that were booked out of the total number of slots that should be made available.   

.

ICB May June July
NEL 39.92% 41.93% 39.85%
NCL 28.42% 29.87% 28.82%
NWL 40.7% 41.85% 39.22%
SEL 38.19% 38.05% 34.98%
SWL 31.04% 34.73% 32.68%

Place May June July
B&D 49% 46% 49%
C&H 35% 26% 32%
Hav 39% 34% 39%
New 46% 43% 43%
Red 32% 29% 36%
TH 51% 45% 53%
WF 33% 28% 32%

There are bi-monthly meetings with NHSE and ICB urgent and primary care reps where data on booking 
slot utilisation is reviewed and discussed, together with any action that might be necessary to increase 
uptake.  Place team follow up with practices where there have been no successful bookings over the past 
month. 
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GP Practice CQC Ratings in NEL
Current CQC ratings (August 24) are outlined below 

Good - Under the current CQC inspection regime, unless there is sufficient evidence gathered via assessment of performance data and 

concerns/complaints, no re-inspections are being scheduled

Requires Improvement -Practices have carried out their improvement plans and satisfied contractual remedial breaches issued.  The 

ratings remain pending CQC re-inspections now overdue

Inadequate- Practices have carried out their improvement plans and satisfied contractual remedial breaches issued. The ratings remain 

pending CQC re-inspections overdue

Not rated - These are new CQC registrations due to contract changes such as mergers, relocations, new Providers

Place Outstanding Good R.I. Inadequate Unrated

Barking & Dagenham 0 19 6 3 3

Havering 0 36 2 0 1

Redbridge 0 38 3 0 0

Waltham Forest 0 33 2 1 3

Newham 1 40 1 1 0

Tower Hamlets 2 24 1 1 2

City & Hackney 1 36 0 0 0

Total 4 226 15 6 9
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Quality and Outcomes Framework 

Quality and Outcomes Framework (QOF)
The most recently available QOF data is for 22/23.  Average achievement in NEL, compared to London and England is outlined below.  
23/24 data will be available in Sept 24.  QOF is currently under national review with a view to making it more streamlined and focussed 
and GPs, patients and the wider system have been consulted on this as part of this process.

% achievement 
21/22

% achievement
22/23

England 91.7% 90.4%

London 88.7% 89.3%

NEL 88.3% 88.6%
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ARRS Roles in NEL @ March 2024

.

Data on ARRS roles is extracted from the NHSE claims portal on a quarterly basis. The above is based on approved claims.
Data is also provided on the utilisation by Place of ARRS funding in 2023/24.  Total NEL utilisation is 89% compared to 81% the year before and 
varies by place from 74% in Havering to 100% in Newham.  

Mar-24 Barking & 
Dagenham  

City and 
Hackney  

Havering  Newham  Redbridge  Tower 
Hamlets  

Waltham 
Forest  

Grand Total

Advanced Clinical Practitioner Nurse 3.1 2.6 1.0 7.4 4.9 4.0 2.6 25.6 
Advanced Dietician Practitioner 0.6 0.6 
Advanced Paramedic Practitioner 0.3 1.0 1.3 
Advanced Pharmacist Practitioner 6.4 1.0 1.0 10.1 0.8 1.0 4.0 24.2 
Advanced Physiotherapist Practitioner 2.0 1.0 3.0 
Advanced Podiatrist Practitioner 1.0 1.0 
Care Coordinator 25.3 31.1 10.9 42.6 32.4 32.1 57.4 231.8 
Clinical Pharmacist 20.8 42.4 24.9 45.8 37.8 50.3 34.3 256.2 
Dietician 2.0 8.7 3.0 1.1 14.8 
Digital and Transformation Lead 3.3 5.4 3.9 5.1 3.5 2.7 1.8 25.7 
Enhanced Practice Nurse 0.8 0.8 
First Contact Physiotherapist 12.0 13.2 14.0 13.1 16.6 17.1 7.3 93.2 
General Practice Assistant 27.6 0.8 21.3 20.7 55.0 3.8 19.0 148.2 
Health and Wellbeing Coach 1.0 8.8 6.3 7.6 2.2 7.6 2.3 35.8 
Mental Health Practitioner Band 7 4.0 3.0 4.0 4.0 5.0 20.0 
Mental Health Practitioner Band 8a 8.0 2.0 10.0 
Nursing associate 2.0 3.4 1.5 6.9 
Occupational therapist 1.0 1.0 1.6 3.6 
Paramedic 1.6 4.5 1.0 3.6 4.0 0.8 1.4 16.9 
Pharmacy Technician 2.8 9.5 5.3 11.5 5.8 4.1 38.9 
Physician Associate 1.0 13.0 2.0 31.9 5.8 17.3 5.2 76.3 
Podiatrist 1.0 3.0 4.0 
Social Prescribing Link Worker 9.0 18.5 15.1 21.1 11.5 11.9 6.5 93.7 
Trainee nursing associate 4.0 1.9 5.1 10.9 

Grand Total 117.9 168.3 122.6 231.5 187.2 161.2 154.7 1,143.4 

Utilisation 
% of allocation

Barking & Dagenham 85%
City & Hackney 96%

Havering 74%
Newham 100%

Redbridge 94%
Tower Hamlets 86%
Waltham Forest 95%

NEL 89%
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Summary and points to consider
Summary

The data provided in this report shows that despite increased appointments numbers, the GP survey results indicate that there is 
still progress to be made in improving patients’ experience of making an appointment.  In time, we should see improvements 
following the successful roll out of digital telephony across NEL, progress in making best use of digital access to reduce call volume 
and practices’ transition towards a ‘modern general practice’ model, where patients will know on the day how their request will be 
dealt with, rather than be asked to call back.  GP survey results show considerable variation across NEL and there will be focussed 
support on those practices/PCNs that are outliers in to make the greatest impact.

Utilisation of ARRS roles has increased significantly but varies across NEL places. Support is being focussed on those PCNs with 
lower levels of recruitment and retention.  These PCNs should benefit from increased flexibilities in the types of posts that can be 
recruited to and the introduction of the ability to recruit newly qualified GPs through the ARRS scheme from this autumn.   

Points to consider

• The Committee is asked to consider types of information on aspects of primary care that  it would find useful for future reports

• For the next report it is planned to focus on vaccination, immunisation and screening.

• NHS England are also planning to launch a GP Commissioning Dashboard  later this year.   This will provide each ICB with an  
at-a-glance view of variation across domains of access, workforce, and clinical quality. The intention is for the dashboard to 
support local benchmarking and complement other local monitoring arrangements.  A prototype has been produced which is at 
the reviewing and testing stage.  Once this become available, we will share the findings from the dashboard with the Committee 
and explore how we can make best use of it in performance monitoring and improvement of GP services.
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APPENDIX A: 
FURTHER DETAILED TABLES ON GP 
APPOINTMENTS IN NEL

(NUMBERS ARE APPOINTMENTS PER 1000 PATIENTS PER 
WEEK)
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Time Between Booking and Appointment
Period Apr 2022 - Mar 

'23
Apr 2023 - Mar 
'24

Percentage 
Change

Time Between 
Booking and 
Appointment

Same Day 38 41 8.58%

1 to 14 Days 41 41 -0.66%

14 Days+ 4 4 -1.25%

Period Apr 2022 - Mar 
'23

Apr 2023 - Mar '24 Percentage Change

Borough Time Between 
Booking and 
Appointment

Newham Same Day 30 34 14.26%

1 to 14 Days 44 44 -1.16%

14 Days+ 3 3 4.52%

Tower Hamlets Same Day 41 40 -2.08%

1 to 14 Days 48 46 -4.41%

14 Days+ 4 4 -7.13%

City and Hackney Same Day 54 57 6.47%

1 to 14 Days 41 41 1.02%

14 Days+ 3 3 11.99%

Redbridge Same Day 40 43 6.37%

1 to 14 Days 41 42 3.06%

14 Days+ 3 3 6.77%

Waltham Forest Same Day 39 41 4.45%

1 to 14 Days 36 36 1.29%

14 Days+ 3 3 21.24%

Havering Same Day 30 35 16.01%

1 to 14 Days 35 35 0.94%

14 Days+ 9 7 -18.18%

Barking and Dagenham Same Day 35 43 25.41%

1 to 14 Days 41 39 -4.39%

14 Days+ 4 4 4.38%
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By Healthcare Professional:
Period Apr 2022 -

Mar '23
Apr 2023 -
Mar '24

Percentage 
Change

Health Care 
Professional

GP 50 48 -2.99%

Other 
Practice staff

37 42 12.43%

Period Apr 2022 - Mar 
'23

Apr 2023 - Mar 
'24

Percentage 
Change

Borough Health Care 
Professional

Newham GP 45 45 0.12%

Other Practice staff 37 40 9.28%

Tower Hamlets GP 52 48 -8.38%

Other Practice staff 43 45 4.43%

City and Hackney GP 58 58 0.26%

Other Practice staff 42 47 11.43%

Redbridge GP 52 49 -5.44%

Other Practice staff 35 42 20.20%

Waltham Forest GP 49 47 -3.47%

Other Practice staff 33 37 12.87%

Havering GP 48 48 -0.84%

Other Practice staff 32 36 11.56%

Barking and 
Dagenham

GP 45 44 -2.58%

Other Practice staff 39 48 22.76% 81



Appointment Mode (continued next slide)
Period Apr 2022 - Mar '23 Apr 2023 - Mar '24 Percentage Change

Appointment Mode

Face-to-Face 57 58 2.29%

Home Visit 0 1 34.08%

Telephone 31 29 -4.69%

Video 
Conference/
Online

0 2 960.01%
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Period Apr 2022 - Mar '23 Apr 2023 - Mar '24 Percentage Change

Borough Appointment_Mode

Newham Face-to-Face 48 47 -1.53%

Home Visit 0 0 123.36%

Telephone 33 33 -1.44%

Video Conference/Online 0 3 6951.25%

Tower Hamlets Face-to-Face 57 56 -2.40%

Home Visit 1 1 31.46%

Telephone 41 37 -10.04%

Video Conference/Online 0 1 573840.42%

City and Hackney Face-to-Face 75 77 2.57%

Home Visit 0 1 22.59%

Telephone 26 26 0.90%

Video Conference/Online 0 2 inf%

Redbridge Face-to-Face 57 60 5.29%

Home Visit 0 0 16.35%

Telephone 29 28 -3.35%

Video Conference/Online 0 2 1349.13%

Waltham Forest Face-to-Face 43 46 7.08%

Home Visit 0 0 52.57%

Telephone 38 36 -4.31%

Video Conference/Online 1 1 73.44%

Havering Face-to-Face 58 59 2.54%

Home Visit 1 1 14.62%

Telephone 22 19 -12.96%

Video Conference/Online 0 3 2168.70%

Barking and Dagenham Face-to-Face 61 64 5.23%

Home Visit 0 0 68.08%

Telephone 23 22 -1.16%

Video Conference/Online 1 2 250.64%
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Primary Care Contracts sub-committee 
17 September 2024 
 
Title of report Extension of Harlow Road Surgery, Havering 

Author Jordanna Hamberger, Head of Primary Care Transformation 

Presented by Jordanna Hamberger, Head of Primary Care Transformation 

Contact for further information jordanna@nhs.net  

Executive summary The purpose of this business case is to seek approval from 
the Sub Committee for Harlow Road Surgery to undertake an 
extension of their premises which would add two consulting 
rooms and increase administrative space. Harlow Road 
Surgery operate from a converted residential home and is GP 
Owned.  
Drivers for change 
• Harlow Road Surgery is currently working from a 

premises with two consulting rooms and is unable to offer 
adequate access to its patients due to the list size 
increase over recent years.  

• The practice has maximised its current capacity and are 
struggling to meet the needs of its patients.  

• Currently there are no alternative options for the practice 
to relocate to. The nearest practice is Beam Park – this is 
1.4 miles away and 31 mins walk  

 
Recommendations  
• The recommendation is to approve the extension of 

Harlow Road Surgery. 
• The extension allows the practice to address the clinical 

risk associated with a growing list size and not having 
enough capacity  

• Increased appointments availability and patient 
experience – additional consultation rooms will allow the 
practice to handle more patients and reduce waiting 
times for appointments.  

• Support for growing patient population – as the local 
population grows, the extension allows the practice to 
scale up its services to meet increasing demands 
effectively.  

• In March 2021, the practice had submitted a business 
case to extend the premises. This was rejected by the 
NEL Primary Care Commissioning Committee (PCCC) as 
there were concerns about equalities assessment and 

84

mailto:jordanna@nhs.net


 

2 

meeting of local estate strategy. Since then, the practice 
has made changes to its plans and have ensured all the 
concerns raised are answered. The paper has been to 
the Havering Local Infrastructure Forum where the 
extension was discussed in detail and opportunities like 
Beam Park and South Hornchurch Health Centre were 
discussed. Both are not viable options for the practice. 
However, special consideration needs to be given as the 
practice list size as it has doubled – and as there are no 
alternative premises for the surgery to relocate into – 
Primary Care Contracts Sub-Committee Group should 
approve the business case. 

Action / recommendation The sub-committee is asked to approve the recommendations 

Previous reporting • Original business case submitted to PCCC meeting in 
March 2021 

• Havering Local Infrastructure Forum August 2024 - 
endorsed 

• Borough Partnership - endorsed 
• Primary Care Management Group – approved  
 

Next steps/ onward reporting • Upon approval from Primary Care Contracts Sub-
Committee this will be confirmed to the practice formally 
to advise and start the extension. 

• Monthly updates will be taken from the practice by the 
Havering place teams to monitor the progress and 
updates will be provided to Local Infrastructure Forum – 
Havering.  

• Upon completion a site visit will be conducted to ensure 
works have been completed as planned and Primary care 
contracting team will be advised. 

• This will be reflected on the DV assessment report when 
the rent review is next due.  

• Via the patient feedback improved access will be 
monitored in addition to the GPAD data reflecting the 
additional appointments available post completion of 
work.  

• Quarterly growth in list sizes will also be monitored 
Conflicts of interest None 

Strategic fit The ICS aims this report aligns with are:  
• To improve outcomes in population health and healthcare 
• To tackle inequalities in outcomes, experience and 

access 
• To enhance productivity and value for money 
• To support broader social and economic development 
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Impact on local people, health 
inequalities and sustainability 

Overall, by extending Harlow Road Surgery, it will have a 
positive impact on patients. The practice will complete an 
equalities impact assessment as part of the requirements for 
delivering the extension.  
• Appointment availability – more slots, reduced wait times 
• Patient Experience – improved access for patients  
• Operational efficiency – improved patient flow, reduced 

delays  
• Adapting to growth – ability to handle more patients 

effectively 
Has an Equalities Impact 
Assessment been carried out?  

Equalities Impact Assessment was completed in November 
2021 in response to BHR Primary Care Commissioning 
Committee recommendation provided in March 2021. Based 
on the Equality Impact Assessment changes were made to 
the plans and Business Case was reviewed and edited to 
reflect these changes.  The Equalities Impact Assessment 
report is in Appendix 3. 
 
The assessment highlighted few issues and mitigations are 
detailed out: 
• The proposed new clinical rooms do not meet the 

minimum size requirements and are significantly smaller 
in size. The new plans shows that this has been changed 
and rooms sizes now reflect the accurate size 
requirements. 

• There is no provision of lift in the building thus negatively 
impacting disabled patients and staff. Currently the 
practice has 1 consulting room on the first floor and has 
been managing patients with lift requirements to be seen 
on the ground floor. With the proposed changes all the 
consulting rooms will be on the ground floor. Any staff 
member requiring lift access will be based in the offices 
on the ground floor, as has been happening currently. 
This includes the accessible toilets on the ground floor.  

• There is no proposed rectification of the front entrance to 
allow for a flush threshold into the building, no mention of 
external improvements for setting down points, introduction 
of a compliant handrail with edge protection and no 
indication of introducing a push pad. The front door will be 
fitted with a two meter wide door improving the access to 
patients, including hand rails.   
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Impact on finance, performance 
and quality 

Financial Impact  
• There is no impact on NEL ICB for any capital – as this is 

fully funded by Harlow Road Surgery  
• However, the rent would increase from £14k to £26k. This 

is an increase of nearly £12k to Primary Care Delegate 
Budget. 

Risks The risks to delivery are: 
• Going over budget than planned – The practice 

management team will monitor spend very closely and 
weekly reports will be created. Should the project go 
through overspend Dr Tariq has committed to fund the 
overspend.  

• Continuation of patient care whilst building works are 
carried out: patient flow will be altered to ensure that 
patients are not impacted due to the works. Various 
communications will be released to advise patients of the 
works. Where there is a need to reduce footfall virtual 
model will be used and close working with the primary 
care network (PCN) will be carried out. South PCN are 
due to take occupation in St George’s Health and 
Wellbeing hub where the patients can be redirected 
should there be a need. Practice management team will 
be onsite continuously to monitor the progress.  

• Non completion or non approval of the business case will 
lead to the practice unable to manage their demand as 
the capacity will not allow. This will impact the future 
provision of the practice and can lead to the practice 
either closing their list to new patients or the lead GP 
handing the contract back.  

 
 
1.0 Introduction/ Context/ Background/ Purpose of the report 
 The purpose of this business case is to seek approval from the Sub Committee to 

increase clinical and admin capacity at Harlow Road Surgery – the extension would 
add two consulting rooms and increase administrative space. Harlow Road Surgery 
operate from a converted residential home and is GP Owned.  

 
 
1.1  Drivers for change  
1.1.1 With only two clinical rooms, the practice struggle to offer sufficient appointment 

slots, leading to long wait times for patients. This can delay access to necessary care 
and potentially worsen health outcomes.  

1.1.2 As the patient list grows, the demand for appointments will exceed the available 
slots, making it challenging to provide timely care, particularly for urgent cases  

1.1.3 Clinicians may face increased pressure to see more patients in a limited time, leading 
to burnout and potential errors due to rushed consultations.  

1.1.4 Patients can become frustrated with long waiting lists and delayed access to 
appointments, impacting their overall satisfaction with the practice.  

1.1.5 Harlow Road Surgery is currently working from a premises with two consulting rooms 
and is unable to offer adequate access to its patients due to the list size increase 
over recent years.  
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1.1.6 The practice has maximised its current capacity and are struggling to meet the needs 
of its patients.  

1.1.7 Currently there are no alternative options for the practice to relocate to. The nearest 
practice is Beam Park – this is 1.4miles away and 31mins walk  

1.1.8 With only two rooms, the practice can experience bottlenecks, where patients and 
clinicians are left waiting due to the limited number of available consulting spaces.  

 
1.2 Practice list size  
1.2.1 The practice list size has almost doubled in the last four years by 2166 additional 

patients which is having a significant negative impact on staff moral and patient 
access. 

1.2.2 The lack of clinical rooms is impacting on practices’ ability to serve its growing 
population  
 
Date Raw List Size  
01/01/2020 2171 
01/01/2021  3078 
01/01/2022 3276 
01/01/2023 3752 
01/01/2024 4337 
 

1.3 Proposal  
1.3.1 The practice has been given planning permission by London Borough of Havering 

(LBH) to self-fund and build the following – Construction of a two-storey side 
extension; part single-storey, part first-floor extension; detached outbuilding. The 
purpose of these works is to improve consulting capacity and all ancillary support 
facilities required to run a modern and efficient health service facility.  

1.3.2 This will enable the practice to have:  
• Two additional consultation rooms.  
• A larger waiting area for patients with improved seating.  
• An additional office for their business manager.  
• An extra outbuilding in the rear of the garden which will act as a meeting 

room/staff room.  
• Improved storage area for non-essential items e.g., printer paper, printer 

cartridges and other non-medical surgery use items.  
1.3.3 The practice would remain operational during the building works and continue to see 

patients as normal. 
 
 
1.4 Alternative premises 

At Havering Local Infrastructure Forum and with the practice other premises has 
been considered  
 
1. Beam Park Health Centre  

• Is a purpose-built health centre. However, this is considered too far away 
from their current catchment. The distance will significantly impact on patients  

• The health centre is 1.4 miles away from their current premises.  
• Patients would need to walk 31mins. 
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2. South Hornchurch Health Centre  

• At the time it was felt that the practice could be moved into the previously 
existing void at South Hornchurch Health Centre.  

• This is now not a viable option as the space has been allocated to other 
providers, and the expansion of another practice in the building. 

 
1.5 Alignment with the Local Estate's Strategy  
1.5.1 Though investment in the premises does not fit the Local Estate Strategy – this is an 

exceptional circumstance as there are no alternative premises and the growth in the 
practice list size, has forced the practice to need additional clinical rooms to serve its 
population.  

1.5.2 Any work undertaken, will be delivered to HBN and CQC requirements 
 
 

1.6 Financial Impact  
1.6.1 Current annual rent reimbursement at current site is £14k  
1.6.2 The District Valuer report (October 2021) states that the current notional rent would 

increase from £14,050 per annum to £25,750 per annum. This would represent an 
increase of £11,700 per annum funded by the ICB.  

1.6.3 Please note – the District Valuer assessment was carried out in October 2021. The 
next rent review will become due in October 2024.  

1.6.4 The non-recurrent costs for the move will be funded up by practice 
 

Cost Category 
Recurrent / 
non-
recurrent 

Current 
Cost 

£ 

Estimated 
Cost at 

New Site   £ 

Recurrent 
Impact       

£ 
N/R Impact 
      £ 

Rent Recurrent £14,050 £25,750 £11,700  

All work 
(including 
building and IT) 

Recurrent  £135,000  £0 
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2.0 Risks and mitigations  
 

RISK MITIGATION 
Clinical risk – there is not enough 
consultation and treatment rooms to meet 
the needs of the patients – especially one 
that has doubled in size recently 

This extension will allow the practice 
to provide health care service to its 
growing patients 

 
 
3.0 Conclusion / Recommendations  
3.1 The recommendation is to approve the extension of Harlow Road Practice.  

 
Overall, a small extension to Harlow Road Practice can enhance the quality, 
accessibility, and efficiency of healthcare services, directly benefiting patients. A 
small extension to Harlow Road Practice could provide significant benefits to patients 
in various ways:  
• The extension allows the practice to address the clinical risk associated with a 

growing list size and not enough capacity  
• Increased appointments availability and patient experience – additional 

consultation rooms will allow the practice to handle more patients and reduce 
waiting times for appointments.  

• Improved operational efficiency – more space allows for better organisation of 
staff and improving the efficiency of clinical operations. With a larger practice 
area, staff can have more functional workspaces, contributing to higher job 
satisfaction and better patient care. 

• Support for growing patient population – as the local population grows, the 
extension allows the practice to scale up its services to meet increasing demands 
effectively. 

 
In March 2021, the practice had submitted a business case to extend the premises. 
This was rejected by PCCC as this did not fit the local estate strategy. However, 
special consideration needs to be given as the practice list size has doubled – and as 
there are no alternative premises for the surgery to relocate into – Primary Care 
Contract Sub-Committee Group should approve the business case. 

 
4.0 Attachments 

 
Available upon request from the Governance Team via nelondonicb.corporate@nhs.net  
• Appendix 1: Business Case 
• Appendix 2: DV assessment 
• Appendix 3: Equalities Impact Assessment November 2021 

 
 
 
5.0 End  
5.1 Jordanna Hamberger 5.08.2024  
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Primary Care Contracts sub-committee 
17 September 2024 
 
Title of report Month 4 Primary Care Finance Report 

Author Rob Dickenson – Deputy Director of Finance 

Presented by Rob Dickenson – Deputy Director of Finance 

Contact for further information r.dickenson@nhs.net  

Executive summary • Summary of the Month 4 reported financial position. 

Action / recommendation • Note the content of the report 

Previous reporting N/A 

Next steps/ onward reporting N/A 

Conflicts of interest No decisions required therefore no conflicts to manage 

Strategic fit • To improve outcomes in population health and healthcare 
• To tackle inequalities in outcomes, experience and 

access 
• To enhance productivity and value for money 

Impact on local people, health 
inequalities and sustainability 

Continual assessment of Value for Money (VfM) of current 
and future investments in order to reduce inequalities and 
provide a valuable service to the local people. 

Impact on finance, performance 
and quality 

Ongoing review of financial commitments against available 
resources. 
The total Primary Care budget, including Prescribing and 
DOPs is £996.6m. 
The Month 4 YTD position is £0.4m overspend with a FOT of 
£0.8m overspend. 

Risks The main risks to the position are Prescribing, Demographic 
Growth, ARRS, estates developments and SDF. 
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1.0 Introduction/ Context/ Background/ Purpose of the report 
1.1. This report provides the Primary Care Contracts Sub-Committee with a summary of 

the financial position and associated risks, both at a high-level (NHS NEL) but also 
providing some information at a Place level. 

 
1.2. The report is being presented to the Sub-Committee for information only. 
 
 
2.0 Annual Budget and Month 2 Financial Overview 
2.1. At Month 4, NHS NEL reported a YTD overspend of £0.4m and FOT overspend of 

£0.8m (as per the following table). 
 

 
 
2.2. The ICB submitted an operating plan with a small surplus of £0.6m, which was 

predicated on delivering c.£69m of efficiencies. 
 

2.3. The annual budget of £996.6m is net of a total contribution to ICB efficiencies of 
£19.0m (efficiency targets of c.£13.7m (Prescribing), c.£0.3m (SDF) as well as an 
overall convergence factor of c.£4.4m and a Commissioning Review target of 
c.£0.6m).  A break-even outturn would therefore mean all efficiencies have been 
delivered. 
 

2.4. At month 4, the YTD overspend of £0.4m is made up of £0.1m slippage on 
efficiencies and £0.3m additional pressures.  The FOT position of £0.8m overspend 
assumes all efficiencies will be delivered but a continuation of the pressures seen 
YTD. 
 

2.5. More information is provided in subsequent sections of the paper.  
 
 
3.0 Month 4 Detailed Financial Position 
3.1. The Primary Care budgets are funded from four sources.  The first is the Delegated 

Primary Medical Services (Co-Commissioning) allocation.  The second is from the 
overall ICB baseline allocation.  The third is the System Development Fund (SDF) 
which includes Primary Care Transformation (PCT) funds.  The fourth is the 
Delegated Dentistry, Optometry and Pharmacy allocation. 

 
  

Month 4 Budget Actual Variance Budget FOT Variance
Area of spend £m £m £m £m £m £m
Delegated Primary Medical Services 138.0 138.1 0.1 413.9 414.4 0.5

Prescribing 99.5 99.6 0.1 298.5 298.7 0.2
Other ICB Funded Primary Care Services 16.2 16.4 0.2 48.4 48.6 0.2
Total ICB Funded Primary Care Services 115.7 116.0 0.2 346.9 347.3 0.4

SDF and other PC allocations 2.1 2.1 0.0 6.2 6.2 0.0
Total Primary Care Position (excl. DOPs) 255.8 256.2 0.4 767.1 767.9 0.8

Delegated Dentristry, Optometry and Pharmacy (DOPs) 76.7 76.7 0.0 229.6 229.6 0.0
Total Primary Care Position (incl. DOPs) 332.6 332.9 0.4 996.6 997.5 0.8

YTD Annual/Forecast
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3.2. Delegated Funding 
 

3.2.1. At Month 4, the Delegated Primary Care position is a YTD overspend of c.£0.1m 
overspend with a FOT overspend of c.£0.5m.  The table below provides a breakdown 
of the main categories of spend: 

 
 

3.2.2. The YTD and FOT overspends reflected above are predominantly driven by 
Premises related pressures where run rate spend is exceeding previous trends and 
expected uplifts. 
 

3.2.3. All other areas of spend are currently tracking more or less in line with budget. 
 

3.2.4. The ARRS element of the Network DES is forecast to break-even at a value of 
c.£53.2m.  NHSE has directed that this fund can be used to accommodate newly 
qualified GPs this year.  We are awaiting guidance regarding the ability to access 
further funding for this. 
 

3.2.5. YTD claims for ARRS staff would indicate a number of PCNs will exceed their 
population driven allocation.  NHSE have been very clear this year that PCNs cannot 
access any underspends from other PCNs.  Any overspends on ARRS staff will be 
the responsibility of the PCN. 
 
 

3.3. ICB Baseline Funding (Incl. Prescribing and SDF) 
 

3.3.1. At Month 4, the ICB Funded Primary Care position is c.£0.2m underspend with a 
FOT overspend of c.£0.4m.  The table below provides a breakdown of the relative 
categories of spend: 

 
 

Month 4 Budget Actual Variance Budget FOT Variance
Spend Category £m £m £m £m £m £m
GMS/PMS/APMS Specific
GP Contractual Service 83.2 83.2 0.0 249.6 249.7 0.1
Enhanced Services 0.7 0.7 0.0 2.0 2.0 0.0
Quality Outcomes Framework (QOF) 8.3 8.3 (0.0) 24.8 24.8 (0.0)
Premises Reimbursements 14.0 14.1 0.1 42.0 42.3 0.3
Other Administered Funds 1.2 1.2 0.0 3.5 3.5 0.0
Personally Administered Drugs 0.3 0.3 0.0 0.9 0.9 0.0
GMS/PMS/APMS Specific Total 107.6 107.7 0.2 322.8 323.2 0.5
Primary Care Networks (PCN) 24.9 24.9 (0.0) 74.8 74.8 (0.0)
Other 5.5 5.5 (0.0) 16.4 16.4 0.0
Total Delegated Primary Care Position 138.0 138.1 0.1 413.9 414.4 0.5

YTD Annual/Forecast

Month 4 Budget Actual Variance Budget FOT Variance
Spend Category £m £m £m £m £m £m
Prescribing 98.7 98.8 0.1 296.2 296.4 0.2
Oxygen 0.8 0.8 0.0 2.3 2.3 0.0
Out of hours 0.6 0.6 (0.0) 1.7 1.7 (0.0)
LES and Other 12.8 13.0 0.2 38.2 38.4 0.2
SDF - Primary Care Transformation 2.1 2.1 (0.0) 6.2 6.2 0.0
Access Hubs / Same Day Access 2.9 2.9 0.0 8.6 8.6 0.0
ICB Funded Primary Care Services 117.8 118.0 0.2 353.1 353.5 0.4

YTD Annual/Forecast
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3.3.2. Prescribing budgets are clearly the most significant within this section.  The annual 
budget at £296.4m includes activity and price inflation.  It also includes an efficiency 
target of c.£13.7m.  The net result is flat cash compared to 23-24 outturn. 
 

3.3.3. The Prescribing data is always received 2 months in arrears, therefore we have only 
seen 2 months of data.  To this point, the efficiency plans in place have marginally 
overachieved.  For prudency this is assumed to be non-recurrent within the forecast. 
 

3.3.4. The Prescribing overspend is predominantly due to dressings spend in the early 
months being in excess of the 23-24 run rate.  We have assumed this will not 
continue for the whole of the year, but we’ll closely monitor this. 

 
3.3.5. LES and Other YTD overspend of £0.2m is related to a number of services including 

Gynaecology and Safeguarding. 
 
 
3.4. Delegated Dentistry, Optometry and Pharmacy Services 

 
3.4.1. At month 4, the DOPs position is break-even YTD and FOT. The table below 

provides a breakdown of the relative categories of spend: 
 

 
 
3.4.2. The Dental budget of c.£165m is ringfenced.  As such, any underspend in-year will 

be reclaimed by NHSE at some point towards the end of the year. 
 

3.4.3. Dental underspends in 24-25 however appear to be less likely.  Data submitted post-
year end (providers have until the end of May to submit final activity claims for the 
previous year) suggests an overall performance against contracts of 96.5%.  Activity 
recorded in the first 4 months is already c.4% higher than for the same period in 23-
24. 

 
3.4.4. The performance may not peak as much towards the end of the year, but the 

contracting team are forecasting delivery in excess of 97%.  Given the ability to carry 
forward activity not delivered in year, it would not currently be prudent to forecast an 
underspend. 
 

3.4.5. Pharmacy is forecast to break-even and assumes that additional allocations for 
Pharmacy First will match corresponding spend.  NHSE has confirmed this will be the 
case but allocations are retrospective so there will have to be an estimate at year-
end. 

 
3.4.6. Optometry is forecast to break-even but there are risks of overspend starting to 

materialise.  We will continue to monitor and reflect any pressures as they arise in 
later reports. 

 
  

Month 4 Budget Actual Variance Budget FOT Variance
Spend Category £m £m £m £m £m £m
Delegated Dental 55.2 55.2 0.0 165.0 165.0 0.0
Delegated Optometry 7.7 7.7 0.0 23.2 23.2 0.0
Delegated Pharmacy 13.7 13.7 0.0 41.0 41.0 0.0
Delegated Property Costs 0.1 0.1 0.0 0.3 0.3 0.0
DOPs Total 76.7 76.7 0.0 229.6 229.6 0.0

YTD Annual/Forecast
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4.0 Risks 
4.1. There are a number of inherent risks associated with the Primary Care budgets.  

Most of which have been covered in previous reports, but worth including again. 
 
4.2. Demographic Growth 

 
4.2.1. The opening Delegated budgets for the year have been set based upon the April 

2024 core contractual payments, which are already based upon 1st April 2024 list 
sizes. This caters for c.£7.5m of the £9m referred to earlier in the report. 
 

4.2.2. A budget has been set specifically for demographic growth (£1.48m).  This is based 
upon an estimated level of demographic growth of c.1.21% for the remaining 3 
quarters to 1st January 2025 (equates to c.1.7% per annum).  This is in line with 
growth seen in the previous 12 months. 
 

4.2.3. The updated list sizes for 1st July are available and indicated a moderate level of 
growth.  The next update after 1st September will be more helpful in predicting the 
year-end position. 

 
4.3. Additional Roles Reimbursement Scheme (ARRS) 
 
4.3.1. The annual Delegated budgets for the year, as set by NHSE include c.63% of the 

total available funding for ARRS.  This is consistent with previous years and requires 
evidence of spend by Networks in order to access any of the remaining c.37% being 
withheld by NHSE. 
 

4.3.2. The total funding available for ARRS is increased this year to £53.2m (an increase of 
c.£1m in totality, or £0.22 per weighted patient).  This represents less than 1% 
increase. 
 

4.3.3. £33.5m is included within the baseline allocation received by the ICB, with a further 
£19.7m available by way of drawdown. 
 

4.3.4. In 23-24 the forecast outturn was £46.6m out of a maximum £52.3m (c.89% 
utilisation).  The data presented by NHSE in August indicates that the claims now 
received for 23-24 total £46.5m.  We would assume this is the final figure, but there is 
a risk that further claims will still come in. 

 
4.3.5. The claims received and validated up to June totalled £12.9m against a comparative 

allocation of £13.3m.  This equates to c.97% utilisation.  There is normally an upward 
trend of claims throughout the year.  This poses a risk that more than 100% will be 
claimed by PCNs.  This is more a risk for PCNs than the ICB, but it’s one we will 
need to manage carefully to ensure PCNs do not unexpectedly find themselves in 
financial difficulty. 

 
4.3.6. The other risk is associated with the new announcement that the ARRS allocation 

can be utilised to recruit newly qualified GPs, who in the past have struggled to find 
recruitment due to affordability. 
 

4.3.7. The finer details about this are not yet known.  There is a suggestion of c.£82m being 
made available nationally, but the concerns are that this won’t be enough to cover 
recruitment, but also that the future of the ARRS funding in its current guise are not 
yet known.  If GPs are recruited, there will need to be some assurance that the 
funding is recurrent, otherwise it exposes the ICB to further risk. 
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4.4. Prescribing 
 

4.4.1. As has been the case over the last 15-18 months, prescribing spend has seen an 
increase. 
 

4.4.2. We have two months of data so far.  Spend and progress against the efficiency plan 
are in line with budgets so far.  The forecast has a small degree of prudency built in 
to accommodate a moderate degree of price inflation from current rates, and a 
moderate increase in volumes dispensed.  However we cannot rule out a more 
significant increase in price or volume, as has been seen in the recent past. 

 
4.4.3. There are also risks associated with the upcoming collective action, which could 

impact on the deliverability of the efficiency programme. 
 
 
5.0 Conclusion / Recommendations 
5.1. The Primary Care Contracts Sub-Committee is asked to note the content of the 

report. 
 
 

6.0 Attachments 
6.1. Appendix 1 – Total Primary Care forecast by Place 
6.2. Appendix 2 – Delegated Primary Care forecast by key spend category and by Place 
6.3. Appendix 3 – ICB funded forecast by key spend category and by Place 
6.4. Appendix 4 – Funding per patient 
6.5. Appendix 5 – Overview of ICS financial position – Operating Plan 
6.6. Appendix 6 – ICB financial overview – Month 4 Savings Impact for Primary Care 
 
 
Author:  Rob Dickenson, Deputy Director of Finance 
Date:   23rd August 2024 
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Appendix 1 – Total Primary Care forecast by Place 
 
  
 

 
 
 

 
 
 
 
 
  

Month 4 Budget Actual Variance Budget FOT Variance
Spend Category £m £m £m £m £m £m
Barking & Dagenham 15.4 15.4 0.0 46.2 46.2 0.0
City & Hackney 24.4 24.5 0.1 73.3 73.6 0.3
Havering 17.7 17.8 0.0 53.2 53.3 0.1
Newham 31.3 31.4 0.1 93.9 94.1 0.2
Redbridge 19.8 19.9 0.1 59.5 59.7 0.2
Tower Hamlets 26.1 26.1 0.0 78.2 78.2 0.1
Waltham Forest 20.4 20.4 (0.1) 61.3 61.1 (0.2)
Prescribing and other NEL-wide programmes 177.4 177.5 0.1 531.1 531.1 0.1
Total Primary Care Position 332.6 332.9 0.4 996.6 997.5 0.8

YTD Annual/Forecast
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Appendix 2 – NEL Delegated forecast by key spend category and by Place 
 
 
 

 
 
 

- The ‘Other’ category predominantly covers Local Commissioning Intentions in each of the boroughs, such as the schemes funded by 
the recycling of PMS Premium a number of years ago, as well as services such as Care Home LIS, Phlebotomy, Homelessness, 
Interpreting and Practice Based Pro-active Care, to name a few. 

 
 
  

Month 4 FOT Variance FOT Variance FOT Variance FOT Variance FOT Variance FOT Variance FOT Variance
Spend Category £m £m £m £m £m £m £m £m £m £m £m £m £m £m
GMS/PMS/APMS Specific
GP Contractual Service 26.0 (0.1) 30.1 (0.0) 34.1 0.0 40.5 0.0 49.7 (0.0) 32.1 0.0 37.3 0.1
Enhanced Services 0.2 (0.0) 0.4 (0.0) 0.4 0.0 0.3 0.0 0.4 (0.0) 0.2 0.0 0.2 (0.0)
Quality Outcomes Framework (QOF) 2.6 0.0 3.6 (0.0) 3.9 0.0 3.4 0.0 4.7 (0.0) 3.3 0.0 3.3 0.0
Premises Reimbursements 4.8 0.1 4.1 (0.0) 3.3 0.0 8.4 0.1 7.7 0.1 4.8 (0.0) 8.3 0.1
Other Administered Funds 0.2 (0.0) 0.4 0.0 0.5 (0.0) 0.7 (0.0) 0.5 0.0 0.4 0.0 0.8 0.0
Personally Administered Drugs 0.0 0.0 0.2 0.0 0.1 0.0 0.1 0.0 0.2 0.0 0.1 0.0 0.2 0.0
GMS/PMS/APMS Specific Total 33.8 (0.0) 38.7 (0.0) 42.3 0.0 53.3 0.1 63.1 0.1 41.0 0.0 50.1 0.3
Primary Care Networks (PCN) 7.9 (0.0) 9.2 (0.0) 10.3 (0.0) 11.9 0.0 14.4 (0.0) 9.9 0.0 11.2 (0.0)
Other 1.6 0.0 1.6 0.0 2.9 0.0 0.0 0.0 5.2 0.0 3.6 0.0 1.5 0.0
Total Delegated Primary Care Position 43.3 (0.0) 49.6 (0.0) 55.5 0.0 65.3 0.1 82.7 0.1 54.4 0.0 62.7 0.3

Redbridge Tower Hamlets Newham Waltham Forest C&HBarking and Havering
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Appendix 3 – ICB Funded forecast by spend category and Place 
 
 

 
 

- LES and Other Includes: 
o Specific LES/LIS schemes such as LTC and Safeguarding. 
o Community services such as Dermatology, Cardiology and ENT. 
o Other spends such as CEG contracts and PELC PTI Cover. 
o Out of Hours services 

- There is significant variation in the value of services commissioned through LES and other contracts in each NEL Place, with Tower 
Hamlets commissioning the highest value (£11.2m) and Barking & Dagenham commissioning the lowest value (1.2m).  It is important to 
note that this only reflects services commissioned from Primary Care and a like-for-like comparison contracts with all providers 
(including community and acute providers) would need to be considered. 

- Over time, detailed reviews will be required to fully compare and contrast services provided in each Place.  This will need to include a 
thorough review of existing specifications and outcomes, in conjunction with the financial value of each contract. 

- This review will need to take into account services commissioned from all providers not just Primary Care. 
- These reviews have started but will take some time to conclude. 
- The following budgets are accounted for at a NEL ICB level: 

o Prescribing - £296.4m 
o Oxygen - £2.3m 
o SDF – Primary Care Transformation (PCT) - £5.2m 

 This includes an additional drawdown for Fellowships and 75% of Transitional Funding (PCARP) 
 This excludes c.£1.3m which is being reported within corporate for DSU support to all of the SDF programmes 

  

Month 4 FOT Variance FOT Variance FOT Variance FOT Variance FOT Variance FOT Variance FOT Variance
Spend Category £m £m £m £m £m £m £m £m £m £m £m £m £m £m
LES and Other Commissioning Schemes 1.2 0.0 1.6 0.1 1.7 0.0 11.2 (0.0) 9.2 0.2 4.9 (0.2) 10.8 0.1
Access Hubs / Same Day Access 1.0 0.0 1.0 0.0 1.5 0.0 1.6 0.0 1.5 0.0 1.8 0.0 0.1 0.0
ICB Funded Primary Care 2.2 0.0 2.6 0.1 3.2 0.0 12.8 (0.0) 10.7 0.2 6.7 (0.2) 10.9 0.1

Waltham Forest C&HBarking and Havering Redbridge Tower Hamlets Newham
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Appendix 4 – Funding per patient 
 
 

 
 
 

- The price per patient across delegated funding ranges from £187.05 in Newham to £174.50 in Havering.  The average price per patient 
across all NEL Places is £179.83.  The limited variation in price per patient is due to the large value of contracts which are nationally 
determined and based upon the same unit rate.  The small variation in price per patient is driven by elements which do not have the 
same unit rate or are not based upon Weighted Patients, for example premises costs. 

- ‘Other PC Funding’ is everything other than Delegated, Prescribing and DOPs. 
- There is greater variation in the price per patient in the ‘other PC funding’ category, ranging from £34.90 in Tower Hamlets to £8.89 in 

Havering.  This significant variation will be driven by the additional services that have historically been commissioned from Primary Care 
in some Places.  It is not possible to conclude from this analysis that there is inequity of service provision between Places because the 
same services may be commissioned from other providers (including community and acute providers). 

- Further work is required to understand service provision in each Place and it is proposed that this analysis should be undertaken for 
particular population cohorts or clinical pathways (for example homelessness or diabetes).  We will want to undertake this work in a 
collaborative and transparent way with clinical leaders from across the system helping to shape service specifications with consistent 
outcomes and value. 

- It’s also important to understand that some of the variation reflected in the above table is caused by provider performance levels (at 
place) not just variation in the services commissioned.    For example, the LTC LIS is a consistent offer across the BHR places, but 
achievements and payments will not equate to the same £ per patient because of the cumulative delivery of practices against the 
service specification.  From experience it is not appropriate to set budgets based upon the maximum offer.  It’s more appropriate to set 
a budget based on anticipated achievement/payment values. 

- By doing so, it ensures best use of available resources, and doesn’t tie up budget where it’s unlikely to be fully spent. 
 
  

Barking And 
Dagenham

Havering Redbridge Tower Hamlets Newham Waltham Forest
City And 
Hackney

NHS NEL ICB

Delegated Funding (£ per WP) £181.65 £174.50 £175.69 £177.04 £187.05 £179.48 £180.74 £179.83
Other PC Funding (£ per WP) £9.01 £8.89 £9.98 £34.90 £20.14 £28.07 £31.24 £24.46
Total PC Funding (£ per WP) £190.66 £183.40 £185.67 £211.94 £207.19 £207.55 £211.97 £432.14
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Appendix 5 – Overview of ICS financial position – Month 4 
 
 

 
 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Organisations
Plan Actual Variance Plan Actual Variance
£m £m £m £m £m £m

BHRUT (8.3) (16.4) (8.1) (10.2) (10.2) 0.0
Barts Health (4.9) (15.4) (10.5) (14.2) (14.2) 0.0
East London NHSFT (2.8) (10.7) (7.9) 0.0 0.0 0.0
Homerton (6.8) (10.0) (3.2) (6.3) (6.3) 0.0
NELFT (4.5) (12.6) (8.1) (4.9) (4.9) 0.0
Total NEL Providers (27.2) (65.1) (37.8) (35.6) (35.6) 0.0
NEL ICB (4.6) (10.3) (5.7) 0.6 0.6 (0.0)
NEL System Total (31.8) (75.4) (43.5) (35.0) (35.0) 0.0

Month 4 YTD Month 12 Outturn

• NEL providers are reporting a year-to date deficit of £65.1m which is a variance to plan of £37.8m. 
• The operating plan year-end position for NEL providers was a deficit of £35.6m. At month 4 NEL providers have reported 

a forecast in line with the plan.  
• The key drivers for overspends at a provider level are as follows; 

i. Industrial action – part of the provider year-to-date pressure is driven by the impact of industrial action at the end of 
June and beginning of July. Providers have estimated this to be in the region of £7.6m. 

ii. Cyber-attack – Barts have flagged a year-to-date cost pressure of £0.7m in relation to this.   
iii. Efficiency and cost improvement plans -  providers reported efficiency slippage of £9.3m at month 4. Barts and the 

Homerton are expecting efficiency slippage to continue to year-end and have reported total year-end slippage of 
£26.5m. 

iv. Run rate pressures – at month 4 mental health providers have reported pressures in relation to private beds over 
and above planned levels and increased acuity in patients on their wards. Run rate pressures at acute providers 
include renal dialysis capacity pressures (Barts) , critical care / non-elective activity and mental health patients and 
specialling costs (BHRUT) and lost income on a NCL fertility contract (Homerton). 
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Appendix 6 – ICB financial overview – Month 4 Savings Impact for Primary Care 
 
 

 
 
 
 
 
 
 
 
 
 

Application of Commissioning Review Efficiency target 
- £33.086m 

Allocation of 
Efficiency Target  
£m 

Budgeting 
requirement - 
Convergence 
factor 
£m 

Total 
Commissioning 
Review Target  
£m 

Community Health Services - excl. SDF (3.69) (1.90) (5.59) 
Acute - Shared Target between CHS & Acute (2.50) 0.00  (2.50) 
Acute - excl. Pass Through (13.35) 0.00  (13.35) 
Mental Health - excl. SDF (reinvest saving to meet MHIS) (3.63) 0.00  (3.63) 
Primary Care excluding Delegated  (0.55) (0.80) (1.35) 
Prescribing (excluding main savings target) 0.00  (3.60) (3.60) 
Continuing Health Care (excluding main savings target) 0.00  (2.50) (2.50) 
NHS Property Services (0.09) 0.00  (0.09) 
Other (excl. 111) (0.09) (0.40) (0.49) 
      0.00  
Commissioning Review Efficiency Target (23.89) (9.20) (33.09) 

 

There are four elements of the savings plan that affect primary care: 
1. Prescribing – the usual primary care prescribing savings programme totalling £13.74m 
2. The commissioning review – this has a target of £550k for primary care and has not yet been identified.  The full calculation of 

targets for the commissioning review is shown below. 
3. The primary care SDF – all SDFs were subject to a 5% reduction at the start of the year.  This was £253k for the initial 

allocation, with a further 5% being applied to additional allocations as they’ve been received. 
4. Convergence – This is a national requirement to bring spend back towards pre Covid fair shares and is applied to all budgets.  It 

was applied to NBHS Providers during contract setting so is not duplicated here.  The Primary Care element was included in 
budget setting and has already been accounted for. 
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NEL Primary Care Contracts Sub Committee 
17 September 2024 
 
Title of report Primary Care Risk Register 

Author Alison Goodlad 

Presented by Deputy Director Primary Care 

Contact for further information alison.goodlad@nhs.net 

Executive summary • A full copy of the risk register is provided and a summary 
of the risks rated over 12 is outlined below. 

• A key risk to note is that of collective action by GPs 
(PC21).   Following the ballot which ended on 29 July, 
GPs voted in favour of taking collective action.  At 
present, GPs/local LMCs are considering which actions to 
take from a list of 10 potential actions proposed by the 
BMA.  The ICB is liaising closely with the LMC.  Collective 
Action is being managed through the existing NEL 
Industrial Action Fora and daily sitreps are being 
submitted by the EPPR team to NHSE.  At present, there 
is very little impact being experienced both in primary 
care and the wider system, but it is expected this may 
change later in September.    

 
Action / recommendation The sub-committee is asked to note 

Previous reporting Primary Care Delivery Group/Primary Care Collaborative 

Next steps/ onward reporting Updates will be received at each meeting. 

Conflicts of interest Not applicable 

Strategic fit • To improve outcomes in population health and healthcare 
• To tackle inequalities in outcomes, experience and 

access 
• To enhance productivity and value for money 
• To support broader social and economic development 

Impact on local people, health 
inequalities and sustainability 

N/A 

Impact on finance, performance 
and quality 

There are no additional resource implications/revenue or 
capital costs arising from this report 

Risks This paper notes the review and outlines the risks on the 
current NEL Primary Care Risk Register.  
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1.0 Highest rated risks 

 
The full version of the risk version is attached.  Nine risks are rated over 12.  These are: 
 
 
• The risk that the financial constraints will impact on our ability to invest and therefore 

limits our delivery of GP services – 20 
 

• The risk that the financial constraints will impact on our ability to invest and therefore 
limits our delivery of Dental services – 20 

 
• Primary Care Resilience and Sustainability Quality and financial vulnerability - 16 
 
• Risk of limited or no access to routine NHS Dentistry – 15 

 
• Primary Care Workforce – Recruitment and Retention of GPs, nurses and other staff 

including ARRS staff – 15 
 
• GP Premises – Risk to sustainability and viability - 12 
 
• That national requirements and measurements don’t meet our local ambition and 

strategy – 12 
 
• Risk that the reduction in capacity within the NEL ICB primary care team will lead to 

insufficient support to primary care - 12   
 
• Risk of potential planned collective action by GPs - 12 
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Primary Care Risk Register

Area Raised by 

Li
ke

lih
oo

d

Im
pa

ct

R
is

k 
Sc

or
e 

(1
-

25
)

PC01 13 March 2023 Primary Care 
Directorate 9

To tackle inequalities in 
outcomes, experience 
and access

There is a risk to primary care that lack of clarity around 
prioritisation processes and how/where funding and resources are 
allocated, will result in making investment decisions that don't 
align with local priorities by supporting primary care and 
improving population health, particularly where priorities might be 
conflicting eg NEL vs Place. Additionally,a lack of clarity around 
prioritisation could delay the allocation of resources effectively to 
deliver our priorities.

9 3 3 9 6 Sep-24 This Primary Care Strategy stocktake has 
taken place in May/June 2024. It is a short 
piece of work, the scope of which is ‘to 
undertake a strategic stocktake of primary 
care in NEL to set out the sequence of work 
we need to complete in the next 12 months

Ensure that the future prioritisation process and associated 
funding allocation to support any programme of work reflects 
the agreements set out in the Finance Strategy and principles 
and objectives of the ICS. Identifying and supporting informed 
discussions where priorities conflict. Prioritisation process to 
be transparent and supporting the allocation of resources. 
Review of 23/24 primary care budgets, as part of the 
Financial Recovery Process.  Work being undertaken to firm 
up priorities and objectives and ensure alignment with place 
teams.

Sarah See Sarah See
Primary Care 

Contracting Sub 
Committee

N

PC19 20 December 2023 Primary Care 
Directorate 15

To tackle inequalities in 
outcomes, experience 
and access

There is an ongoing risk associated to the local population with 
limited, or no access, to routine NHS dentistry for both adults and 
children which will  lead to a deterioration in the oral health of the 
population with wider consequences in terms of chronic health 
issues for adults and impact on children's education.  There is 
significant eveidence to suggest that those in the most deprived 
groups are the most adversely affected.

15 4 5 15 12 Mar-25

Investment of £3.1m  to deliver additional 
routine NHS dental access for the period Oct -
2023 - March 2024, signed off by the ICB in 
August 2023; Urgent Care Procurement 
completed, new permanent delivery in place 
from April 2024

Development of DOP specific provider groups; Inclusion of 
Dentistry as part of place based discussions within NEL.  
Ongoing work with Dental Public Health Consultants and LAs 
to formulate Oral Health approaches/strategies that can 
increase the opportunity for the population to access Oral 
Health advice and promote the delivery of 'supervised tooth 
brushing in schools and other community settings

Sarah See Jane Lindo/ 
Jeremy Wallman

Primary Care 
Contracting Sub 
Committee and 
Commissiong 

Oversight Group 
(COG)

Y

PC02 13 March 2023 Primary Care 
Directorate 12 Develop our NEL 

integrated care system

There is a risk to the development of primary care in NEL and the 
ability to meet the needs of the local people that national 
measures and requirements (often requested at short notice) do 
not align/meet our local ambition and are not consistent with our 
ICS strategy which will impact on our ability to develop 
comprehensive plans and strategies and/or impact on our 
resources and ability to deliver against local priorities.  For 
example - national operating plan targets on GP appointment 
numbers, constraints on the ways that national investments can 
be spent

12 4 3 12 9 Sep-24

There are some key areas which NHS NEL is seeking to 
highlight and influence which include: • Carr Hill funding 
formula and the need to reflect population need e.g. 
deprivation which results in a shortfall of £16m for NEL • 
Some of the central pots of funding (e.g. DESs, modern 
general practice) could be better allocated locally with a 
greater understanding of what's required and how to make 
change sustainable • Promote support of INT development for 
continuity of care and stronger levers for change at a local 
level • The need for contracts to reflect the development 
agenda for primary care providers and give flexibility to 
support sustainability

Sarah See Jane Lindo Primary Care 
Collaborative N

PC03 13 March 2023 Primary Care 
Directorate 6 To enhance productivity 

and value for money

There is risk that the lack of plans, operating models and 
structures will impact the ability of primary care to build 
relationships at Place, causing difficulty to engage and work 
collaboratively to deliver.

9 3 3 9 4 Sep-24

ICB structure released, consulted on and 
being put in place.. Ongoing development, led by CSTO, on future operating 

model. Jo Moss Sarah See CSTO N risk incr to 9

PC04 13 March 2023 Primary Care 
Directorate 12 To enhance productivity 

and value for money

There is a risk that the financial constraints will impact on existing 
GP Primary care services and investment in new services and 
that this will make an impact on local peoples' access to quality 
primary are services.  Risk that of inadequate investment  in 
primary care services beyond core GMS/PMS, APMS services .   
There is a risk that disinvestment in primary care services 
destablises them and residents lose the accessibility and 
continuity provided by primary care. This could also lead to 
reputational risks for the ICB, particularly for the LIS equalisation 
programme that the ICB have committed to and has been 
delayed.

12 4 5 20 9 Mar-25

Prioritisation process to be transparent and support the 
allocation of resources.  Phasing  of workstreams.  Business 
cases to demonstrate value and good outcomes and ability of 
primary care to react quickly, be acessible to the local 
population, have a strong impact and provide continuity of 
care.  Ensure this is backed up with good data.  
Communication with stakeholders to manage expectations.  
Ensure maximum efficiencies and value for money and 
assess any opportunties to release funding to where 
efficiencies can be made.  Use technology to maximise 
productivity. Review of 23/24 primary care budgets. 

Sarah See Sarah See
Primary Care 
Contracts Sub 

Committee
Y

PC20 20 December 2023 Primary Care 
Directorate 20 To enhance productivity 

and value for money

There is a risk that the financial constraints will impact on 
investment in new dental services and that this will have an 
impact on local people's access to dentistry and the oral health of 
the local population.  Risk that the available recurrent underspend 
in GDS is used as a contribution towards the ICBs FRP, therefore 
no scope to commission additional access. This could also 
become a reputational risk to the ICB we are unable to repeat 
additional investment during 24-25 or fund other OH schemes

20 4 5 20 9 Sep-25

Additional Investment secured, non-
recurrently, in 23-24

Review spend in 24/25, and deliver viable proposal to re-
invest recurrnt resource (unspent) Sarah See Jane Lindo/ 

Jeremy Wallman

Primary Care 
Contracts Sub 

Committee; FPIC, 
COG

Y

PC05 13 March 2023 Primary Care 
Directorate 9 Develop our NEL 

integrated care system

There is a risk that PCNs are not yet mature enough/able to 
develop rapidly enough to work in an effective way with the Place 
Based Partnerships impacting on development and delivery of 
Transformation, especially where PCNs are the delivery vehicle 
for transformation e.g Fuller and neighbourhood model.  Risk of 
variability in PCN maturity and lack of accountability.

9 3 3 9 6 Mar-25

There is an NEL INT framework which each 
place is expected to use to develop INTs 
locally with health, social care, primary care, 
council and community partners. Proposal 
for Transformation Partners to provide 
expertise and support to develop INTs 
through an Accelerator Programme in 
2024/25. Each place will self assess against 
a maturity matrix and consider changes.

Ongoing PCN development and OD work being undertaken 
at place.  PCNs have put in place Capacity and Access Plans 
and have received funding for this in order to work collectively 
to address issues around access and patient experience and 
share good practice and reduce variation.  Places teams 
working with PCNs to review progress. Local dashboard is 
being used to highlight any issues with PCNs.  System wide 
strategy and approach to be developed around role of PCNs 
and Federations.

William 
Cunningham-Davis

Heads of 
Primary Care

Primary Care 
Collaborative N

PC07 13 March 2023 Primary Care 
Directorate 9 To enhance productivity 

and value for money

There is a risk that service pathways are fragmented and 
incompatible, not integrated and not effective due to services not 
working in a joined up way. This may result in services that do not 
deliver required outcomes eg the issue with Same day Access 
across the system where local people continue to go round the 
system with multiple contacts.

9 3 3 9 6 Sep-24 Completion of initial primary care goverance 
review.   

Workstreams in place to address the various aspects of the 
Fuller Report.  Representation from all parts of the systems 
involved and working in partnership, particularly at local place 
level.  Goverance to be revisited in the light of the restructure 
and staffing capacity.   

William Cunngham-
Davis

Heads of 
Primary Care 

Primary Care 
Collaborative N

PC08 13 March 2023 Primary Care 
Directorate 9 Develop our NEL 

integrated care system

There is a risk to the delivery of primary care services to the local 
population, in terms of ICB support and timely and acurate 
payments, caused by lack of investment in training and reduction 
to ICB staffing budgets, resulting in an insufficient amount of 
primary care staff with the right skills to support delivery. Primary 
Care depends on specialist skills and knowledge and there is a 
risk of being able to recuit and ensure sucession planning for the 
future.  There is also the risk of loss of clinical leadership due to 
loss of funding for Clinical Lead roles.  Finally, there is the risk 
that if the culture and OD is not mature enough, this will impact 
on the ability to work in a matrix way to support the development 
of primary care. 

9 4 3 12 6 Sep-24

Primary Care Team Away 
Days held  to focus on priorities, objectives 

and ways of working
Head of Primary Care Delivery posts 

appointed to for all NEL places and all but 
one have commenced working for the ICB.   
The Primary Care Commissioning Team 

have recruited to all vacant posts.  

OD Programmes in place to ICB staff in Primary Care 
Commissioning and Improvement and Place Based Teams.  
Prioritisation  of workload, ensure staff are clear on roles and 
priorities.  Ensure all staff have clear objectives and 
appraisals, automation of functions where appropriate, to free 
up capacity. 

Sarah See Sarah See CSTO N

The previous 
PC08 (primary 

care staff 
training), 

PC010 staff 
reduction and 
PC11 - staff 
restructure 
have been 

consolidated 
as one risk

PC09 13 March 2023 Primary Care 
Directorate 9

To improve outcomes in 
population health and 
healthcare 

There is a risk that the quality and variation of coding in practices 
is not of a sufficient standard and will result  in loss of income for 
GP practices and the inability of the ICB to effectively monitor 
impact/outcomes or planning, which risks investing in services 
that  are not delivering the required outcome. 

9 3 3 9 6 Mar-25

An incentive scheme has been developed to 
encourage practices to adopt standardised 
methods of clinical coding. 
As part of their Capacity and Access 
Improvement Plans, practices will be 
required to produce plans to improve acuracy 
of recording in appointment books. 

William 
Cunningham-Davis

Heads of 
Primary Care

Primary Care 
Contracts Sub 

Committee
N
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PC12 13 March 2023 Primary Care 
Directorate 16 Deliver High quality 

service for patients

The resilience, sustainability and viability of general practice and 
Primary Care is at risk due to reduced workforce, increased 
demand, quality issues and financial pressures which could result 
in morale deteriorating, premises becoming unaffordable/unviable 
and practices closing  which will affect the ability of the wider 
Primary care system to deliver the Transformation required. 

16 4 4 16 9 Mar-25

Surge planning guidance in place that can 
be applied by local systems to support their 
business continuity and preparedness plans.  
Expanded locum bank in place
 Additional access and capacity funding has 
been made available to PCNs.  CPCS in 
place and well established.  

 Work is being undertaken to roll out cloud based telephony, 
increase the take up of online consultations, develop ehubs 
and move towards implementation of 'modern general 
practice'.  This will help to improve efficiency and release 
capacity.  Work is ongoing to ensure practices make optimal 
use of the CPCS and Pharmacy First to be rolled out.  Suport 
offers through the Primary Care Recovery Plan to suport 
practices in managing demand and capacity.  Support being 
given to practices identified as being most at risk, through 
SDF Resilence, workforce and Digital funding.  

Sarah See Deputy Directors 
of Primary Care

Primary Care 
Contracts Sub 

Committee
Y Risk increased 

to 16

PC13 13 March 2023 Primary Care 
Directorate 15

To tackle inequalities in 
outcomes, experience 
and access

Workforce risks.  The risk that PCNs are not able to fully recruit to 
ARRS roles, and ensure that these are sustainable. There are 
also a number of GPs and nurses nearing the age of retirement 
and low GP and nurse patient ratios in most parts of NEL. There 
is a risk that workforce initiatives do not match the scale of the 
problem where recruitment and retention continues to be a 
challenge, leading to a continual reduction in capacity relative to 
growth and demand, leading to burnout and problems with 
sustainability. 

15 3 5 15 9 Mar-25

CD Development Programmes
Support from Federations 
OD Programmes
Regular PCN meetings
PCN Strategic Infrastructure planning at NEL 
level completed and plans shared with PCNs
Work taking place with the training hubs

NEL-wide GP Flexible Pools expanded
GP Spin Programme continues
GPN training and recruitment programme
NEL Professional Development Framework
Nursing - continued development and enhanced CPD
GPN fellowships
HCA training programme
Hyper local plans in place to tackle areas of greatest 
workforce challenge.

Sarah See Fiona Erne Primary Care 
Collaborative Y

PC14 05-May-23 Primary Care 
Directorate

8 Develop our NEL 
integrated care system

Implementation of the contract changes/access recovery plans in 
23/24 and 24/25 – Risk of capacity in the ICB primary care teams 
and general practice to deliver, Risk of buy-in and reception of 
changes by general practice and reputational risk.

8 2 4 8 4 Mar-24

Programme Plan for Access Recovery Plan 
in place with workstreams covering digital, 

interface, pharmacy, implementation of 
modern general practice etc

Task and Finish Group meeting regularly to oversee the 
implementation of the contract changes, with representation 
from central and place based primary care, digital, comms 
and Equip.  Other Task and Finish Groups covering different 
workstreams such as Interface, prospective records access 
and direct referrals 

Sarah See Alison Goodlad
Primary Care 
Contracts Sub 

Committee
N

PC18 30-Oct-23 Primary Care 
Directorate

12 Deliver High quality 
service for patients

GP Premises:  The risk to the viability and sustainability of 
general practice and ability to provide patient care.  Particular risk 
areas are in relation to service debt variability and practice debt 
and the impact on pratice viability, Planned increase in rents at 

NELFT properties, quality of property management and the 
impact on service provision and patient care, rent review backlog 
and impact on ICB finance, variation in support given to practices 
when relocating and having significant premises developments 

and moving to a standard NEL offer

12 3 4 12 8 Mar-25

Fixed term postholder commenced work 
in July 24 to undertake work to clear the 
backlog of rent reviews.  Work being 
undertaken to further develop the 
premises portal to help manage and 
monitor the rent review process. Proposal 
to support a GP Infrastructure Review to 
support the transformation programme 
underway. Develop a 10 year estates 
strategy for general practice  Clarity on 
standardised decision-making and 
metrics to support by September 2024.

Estates Steering Group set up to ensure robust oversight 
and management of the primary care estates premises 
budgets and ensure long term financial viability and 
resilience of practices in relation to premises costs and 
resolve issues relating to aged debt, appropriateness of 
service charge costs and quality of property 
maintenance.
4 workstreams have been establised.: 1. Service charge 
variability. 2. Quality of property management 3. Rent 
review backlog 4. Standardisation of NEL offer to 
practices going through relocation or other development

Sarah See
William 

Cunningham-
Davies

Primary Care 
Delivery Group

Y

PC21 20-Apr-24 Primary Care 
Directorate 12 To enhance productivity 

and value for money

Risk of Potential planned action: BMA letter dated18 April alerted 
ICB colleagues to the significant risk to the system, which may 
potentially ensue from any subsequent planned action following a 
BMA referendum regarding the the 24/25 contract in which 99% 
of those GPs that took part rejected the contract changes.  This 
could result in restricted access to primary medical services, 
subsequent impact on 111 and urgent care and impact on the 
ICB's financial position if GPs choose not engage with activiites to 
reduce prescribing spend.

N/A 3 4 12 8 Sep-24

Any planned action is likely to take place from August, 
following the outcome of a ballot which is due to end on 
29 July.  Different pratices may choose to take different 
actions from a list of 12 potential actions.  ICB liaising 
closely with the LMC. ICB to write to practices to try to 

understand what action they are likely to take.  
Londonwide meetings to commence.   The potential 

Collective Action will lbe managed through to the existing 
NEL Industrial Action Fora.    

Sarah See
William 

Cunningham-
Davies

Primary Care 
Contracts Sub 

Committee
Y
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