
Primary Care Contracts Sub-Committee 
11 November 2025; 13:00 – 14:40 
Venue: Virtual on 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 
9 September 2025 

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. 

Dental, Optometry and Pharmacy 
(DOPs)  
Dental update 2025/26  

13:20 
Jeremy Wallman Attached Note 

4.0 NEL Flu vaccination programme 13:25 Moira Coughlan Attached Note 

5.0 St Edwards Medical Centre to 
transfer from Crest Primary Care 
Network (PCN) to Marshalls 
Primary Care Network (PCN) 

13:35 Jordanna 
Hamberger 

Attached Approve 

6.0 St George’s Country Park 
Surgery – Reassignment of two 
clinical rooms to the practice 

13:45 Jorna Bhanu Attached Approve 

7.0 Strategic commissioning 
framework for primary medical 
services  

13:55 Alison Goodlad Attached Endorse 

8.0 NEL ICB Primary Care 
Commissioning Plan 

14:05 Sarah See/  
Carl Edmonds 

Attached Endorse 

9.0 NHS NEL Dispute Resolution 
Procedure (Primary Care) 

14:15 Gohar 
Choudhury 

Attached Approve 

10.0 APMS Tranche 3 procurement 
update and contract extensions 

14:20 Benjamin Smith Attached Approve 

11.0 Primary Care Clinical Information 
and Facilitation Service update 

14:25 Thomas Clark Attached Note 

12.0 Primary care finance report 14:30 Rob Dickenson Attached Note 

13.0 GP Contract changes 14:35 Alison Goodlad Verbal Note 

14.0 Any other business 14:38 Chair Verbal Note 

Items for information only 

15.0 Primary care risk report Attached Info only 

Date of next meeting:  13 January 2026 
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- Declared Interests as at 23/10/2025 

 

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 
Commissioning 

Primary care contracts sub- 
committee 

Indirect Interest Northamptonshire NHS 
Foundation Trust 

Sister is Mental 
Health 
Practitioner 

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

Non-Financial Personal Interest GP Practice in Waltham Forest Registered 
patient 

0097-06-01 ONGOING 
 

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 ONGOING 
 

Financial Interest Princess Alexandra Hospital 
Trust 

Non-executive 
director of the 
Trust 

0202-03-10 ONGOING 
 

Daniel Weaver PCN CD - Havering South PCN & 
LMC Vice-Chair B,D&H LMC 

Havering ICB Sub-committee  
Havering Partnership Board  
Primary Care Collaborative sub-
committee  
Primary care contracts sub 

Financial Interest Wood Lane Medical Centre GP Partner at 
Wood Lane 
Medical Centre 

2009-09-01 ONGOING Declaration in advance using this 
process. Declaration in the meeting 
if a matter is impacted 

Non-Financial Professional Interest Barking, Havering & 
Dagenham LMC Member and 
Vice-Chair 

Barking, Havering 
& Dagenham LMC 
Member and Vice-
Chair 

2025-09-01 ONGOING Declaration in advance using this 
process. Declaration in the meeting 
if a matter is impacted 

Indirect Interest Wood Lane Medical Centre My wife is a 
Partner at Wood 
Lane Medical 
Centre 

2009-09-01 ONGOING Declaration in advance using this 
process. Declaration in the meeting 
if a matter is impacted 

Indirect Interest DMC Dermatology Service My wife is a 
GPSI in the local 
DMC 
Dermatology 
Service 

2019-01-01 ONGOING Declaration in advance using this 
process. Declaration in the meeting 
if a matter is impacted 

Financial Interest Havering Health GP Federation Shareholder of 
Havering Health 
GP Federation 

2014-06-01 ONGOING Declaration in advance using this 
process. Declaration in the meeting 
if a matter is impacted 

 
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 

Royal College of Midwives (RCM) Professional 
membership 

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

Non-Financial Professional 
Interest 

Nursing & Midwifery Council 
(NMC) 

Professional 
membership 

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

Non-Financial Professional 
Interest 

Homerton Hospital Midwife (honorary 
contract) 

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

Non-Financial Professional 
Interest 

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

Non-Financial Professional Interest Royal College of Nursing (RCN) Professional 
membership 

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

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

2020-01-01 ONGOING 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 ONGOING Declarations to be made at the 
beginning of meetings 
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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 
& Autism Collaborative sub- 
committee 
Primary Care Collaborative sub- 
committee 
Primary care contracts sub- 
committee 

Non-Financial Professional 
Interest 

British Medical Association I am a member of 
the organisation 

2022-07-01 ONGOING Declarations to be made at the 
beginning of meetings 

Non-Financial Professional 
Interest 

Royal College of Psychiatrists Fellow of the 
College 

2022-07-01 ONGOING Declarations to be made at the 
beginning of meetings 

Non-Financial Professional 
Interest 

Medical Defence Union Member 2022-07-01 ONGOING Declarations to be made at the 
beginning of meetings 

Non-Financial Professional 
Interest 

General Medical Council Member 2022-07-01 ONGOING Declarations to be made at the 
beginning of meetings 

Non-Financial Personal Interest Stonewall Member 2022-07-01 ONGOING Declarations to be made at the 
beginning of meetings 

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

2023-08-01 ONGOING Declarations to be made at the 
beginning of meetings 

Non-Financial Professional 
Interest 

University of East London Health 
Fellowship 

2024-10-01 ONGOING Declarations to be made at the 
beginning of meetings 

Non-Financial Professional 
Interest 

Greater London Authority Appointed to the 
Mayoral Cultural 
Leadership 
Board 

2025-02-27 ONGOING Declarations to be made at the 
beginning of meetings 

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 ONGOING 
 

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 ONGOING 
 

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 ONGOING 
 

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

2002-04-01 ONGOING 
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Sarah See Managing Director of Primary 
Care 

ICS Executive Committee  
Primary Care Collaborative 
subcommittee  
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 ONGOING  

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

2022-06-05 ONGOING  

Shilpa Shah LPC CEO attend meetings as a 
guest 

Formulary & Pathways Group 
(FPG) 
Pharmacy Provider Group 
Primary Care Collaborative sub- 
committee 
Primary care contracts sub- 
committee 

Non-Financial Personal Interest Samaritans Director of 
Branch 
Operations at 
Samaritans 
National 
voluntary role. 

2022-10-01 ONGOING No action required as no conflicts 
declared. 

Non-Financial Personal Interest Waltham Forest Samaritans Listening 
volunteer at 
Waltham Forest 
Samaritans 

2015-07-15 ONGOING No action required as no conflicts 
declared. 

Financial Interest Pharmacy Services Partnership I am a consultant 
manager to the 
Pharmacy 
Services 
Partnership 
which is a 
Pharmacy 
Provider 
Company 

2023-04-01 ONGOING No action required as no conflicts 
declared. 

Non-Financial Professional 
Interest 

Crisis at Christmas Deputy 
Healthcare 
Manager at 
Crisis at 
Christmas 

2013-12-25 ONGOING 
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- Nil Interests Declared as of 23/10/2025 

 

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. 

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

Rob Dickenson Deputy Director of Finance - Primary Care and London Services Primary Care Collaborative sub-committee  
Primary care contracts sub-committee 

Indicated No Conflicts To Declare. 

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

Daniele Serdoz Assistant director of Primary care for Londonwide LMCs Primary Care Collaborative sub-committee  
Primary care contracts sub-committee 

Indicated No Conflicts To Declare. 

William Dawson Primary Care Independent clinician 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 9 September 2025; 13:00-14:00;  
via MS Teams 

 
 

Members: 
Sarah See (SSe) Managing Director of Primary Care, NHS NEL (Vice Chair) 
Ahmet Koray (AK) Director of Finance, NHS NEL 
Diane Jones (DJ) Chief Nursing Officer, NHS NEL 
Dr Ben Molyneux (BM) Associate Medical Director for Primary Care, NHS NEL 
Amy Wilkinson (AW) Hackney Place Director, representing NEL Place Based 

Partnerships  
Attendees: 
Alison Goodlad (AG) Deputy Director of Primary Care, NHS NEL  
Gohar Choudhury (GC) Head of Primary Care Commissioning, NHS NEL 
Jeremy Wallman (JW)  Head of Primary Care Commissioning, Dentistry, Optometry and 

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

NHS NEL 
Amy Elliott (AE) Assistant Director of Primary Care, Londonwide LMC 
Jignasa Joshi (JJ) NEL Integrated Care System Optometry Lead 
Dr Reza Manbajood (RM) East London and City Local Dental Committee  
William Cunningham-
Davis (WCD) 

Director of Primary Care Delivery, NHS NEL 

Adeel Aksar (AA) Primary Care Commissioning Manager, NHS NEL 
Natalie Keefe (NK) Head of Primary Care Delivery, NHS NEL 
Dr Daniel Weaver (DW) Vice Chair, Barking, Dagenham and Havering LMC 
Dr Ravali Goriparthi (RG) Vice Chair, Barking, Dagenham and Havering LMC 
Raliat Onatade (RO) Chief Pharmacist and Director of Medicines and Pharmacy, NHS 

NEL 
Keeley Chaplin (KC)  Governance Systems Lead, NHS NEL (minutes) 
Apologies: 
Dr William Dawson (WD) Primary Care Independent Clinician - Chair 
Dr Paul Gilluley (PG) Chief Medical Officer, NHS NEL 
Shilpa Shah (SSh) CEO, Local Pharmaceutical Committee 
Daniele Serdoz (DS) Director of Primary Care, Londonwide LMC 
Dalveer Johal (DJ) Chief Operating Officer, Community Pharmacy NEL 
Tam Bekele (TB) East London and City Local Dental Committee  

 
 

Item 
No. Item title Action 

1.0  Welcome, introductions and apologies  
 The Vice Chair, acting as Chair, welcomed everyone to the meeting.   

 
Apologies were noted as above.   
 

 

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. 
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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. 
 
A new declaration was provided by Dr Dan Weaver who is the Vice Chair of 
Barking and Havering LMC, a GP partner at Wood Lane Medical Centre in 
Havering and a clinical director at Havering South PCN.   
 
No other conflicts of interest were declared. 
 

1.2  Minutes of the meetings held on 8 July 2025  
 The minutes of the meeting held on 8 July 2025 were accepted as accurate 

records. 
 

 

1.3  Matters arising/action log   
 Members reviewed and the action log was noted with the following update: 

ACT015: Communications regarding the process for translation and 
interpretation services has been circulated to primary care contractors to note 
and this action was closed. 
 

 

2.0  Questions from members of the public  
 There were no questions submitted by members of the public. 

 
 

3.0  ICB reorganisation update  
 SSe explained that NHS North East London has not yet started the staff 

consultation regarding the ICB reorganisation and will keep the committee 
updated when further information is known.  
 

 

4.0  Dental, Optometry and Pharmacy (DOPs) update  
4.1  Dental update 2025/26  
 JW provided sub-committee members with an update on the performance of 

primary, secondary, community and specialist dentistry performance based 
on month 4 data (Q1 acute secondary care data):  
• At month 4 NEL is projected to deliver 98.7% of dental activity for the 

year, maintaining momentum from the previous year's 98.1%.  Additional 
non-recurrent resources are commissioned from September 2025 on a 
‘2+1’ arrangement. 

• The highest risk is in urgent dental care with a mandate to deliver 700k 
appointments nationally.  Additional activity is not required in London and 
is above the baseline however NEL are not on target to achieve the 
national trajectory.  Efforts are being made to relax the urgent care criteria 
to increase access though the target will remain challenging. 

• There are ongoing consultations on dental contract reforms, however 
there is no additional resourcing for any of these and in London when fully 
utilised it may lead to practices having to prioritise higher needs patients 
which may negatively impact those with good oral health.  Once the 
reforms have been agreed a report will be presented to the sub-
committee. 

 
Key points raised by members were: 
• The issue of oral health should be a focus for neighbourhoods particularly 

with public health engagement.  The ICB is maximising communications, 
including poster campaigns and scrutiny committee updates. The current 
service provision is robust with low A&E presentations for dental issues.   
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The primary care contracts sub-committee noted the update. 
 

4.2  Community Pharmacy Bank Holiday Services for NEL  
 JW provided assurance that pharmacy rotas for bank holidays are managed 

and communicated in coordination with the medicines management and 
primary care teams, ensuring adequate cover. 
 

 

5.0  Grove Surgery (Redbridge) final remedial notice  
 AA presented the case for issuing a final remedial notice to Grove Surgery in 

Redbridge following a CQC rating of 'requires improvement'.   
• In February 2022 the practice was rated as ‘inadequate’ and put into 

special measures.  It was reinspected and rated in January 2025 as 
‘requires improvement’ in all areas with specific concerns relating to 
medicines management, thereby justifying the need for a final remedial 
notice. 

• The primary care team, safeguarding team and medicines management 
team have been supporting the practice to make improvements.  The 
practice has been co-operative and are submitting monthly updates 
against their action plan and are on track to submit their final action plan 
by 1 October 2025.   

 
Key points from discussion were:  
• Concerns were raised about the delay between the CQC report (received 

in January) and sending the formal remedial notice, questioning the 
fairness of a three-week deadline proposed and recommended a more 
reasonable 28-day period for the practice to respond. 

• Members requested more detail on quality and performance risks, 
potential financial implications, and evidence of harm, suggesting these 
be explicitly addressed in documentation. 

• The primary care team have also been discussing resilience funding with 
the practice to support outstanding actions. 

 
Action: The primary care team will meet with the quality team to develop a 
more robust approach to impact assessments, ensuring financial and quality 
implications are clearly addressed in future documentation. 
Action:  The action plan and assurances suggested will be provided to 
members. 
 
The primary care contracts sub-committee approved the issuing of a further 
Remedial Notice to Grove Surgery with a 28-day response time and 
acknowledged the practice’s ongoing work.  The outcome will be presented to 
the next meeting. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AG/GC 
 
 
AA 

6.0  BHR Primary Care Access Commissioning Intention Reconciliation 
Update 

 

 NK provided an update on the correction of a calculation error affecting 
primary care access commissioning payments in Barking and Dagenham, 
Havering and Redbridge (BHR) boroughs: 
• As notified at the last meeting, overpayments to 44 practices A 

spreadsheet error led to overpayments to 44 practices, which was 
corrected to 33 practices and a reduced clawback total of just over 
£336,000 after recalculating with the correct data. 
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• All affected practices were notified by email, with repayment schedules 
tailored to the amounts owed and repayments starting from quarter one of 
the current financial year. 

• The LMC has been kept informed. 
• It was clarified that the clawed-back funds are ring-fenced within the 

delegated primary care budget, offsetting what would have been an 
overspend due to the calculation error. 

 
The primary care contracts sub-committee noted the change in reconciliation 
values from the original July 2025 paper and reduced impact on some 
practices. 
 

7.0  Any other business  
 None 

 
 

 Items for information only  
8.0  Primary care finance report  
 The report provided for information was noted. 

 
 

9.0  Primary care risk report  
 The report provided for information was noted. 

 
 

10.0  GP Contracts update report  
 The report provided for information was noted. 

 
 

 Date of next meeting – 11 November 2025   
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Primary Care Contracts Sub-Committee – Actions Log  
 

OPEN ACTIONS 
Action 
ref: 

Date of 
meeting Action required Lead When Status 

ACT018 09/09/25 5.0 Grove Surgery (Redbridge) final remedial notice 
The primary care team will meet with the quality team to develop a 
more robust approach to impact assessments, ensuring financial 
and quality implications are clearly addressed in future 
documentation. 

 
AG/GC 

 
11/25 

 
Meeting being arranged  

ACT019 09/09/25 The action plan and assurances suggested will be provided to 
members. 
 

AA 11/25 Being progressed  
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Primary Care Contracts sub-committee 
11 November 2025 
 
Title of report Dental Update 2025/26  

 
M6 Primary Care/Q1 Dental Update including Urgent Dental 
Care Performance and response to the Urgent Dental Care 
Incentive Scheme  

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 Summary of the key points/messages in the report. 

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. 

 
Jeremy Wallman 
Head of Primary Care Commissioning, Dentistry, Optometry and Pharmacy  
 
23rd October 2025 
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Primary Dental Update 2025/26 – M6 
General Dental performance against contract is significantly higher than it usually is at this stage in 
the year and would point to high levels of demand which is in turn being met by dental contractors.  
Assuming this level of delivery is maintained the forecast is for another year of exceptional delivery 
against commissioned contracts.  This will be supplemented by the commissioning of additional 
UDAs which will start to flow through contracts from October onwards and will be reflected in the 
next report.   

  
  
  2024/25  

Actual Delivery 
% 
  ICB Contracted 

UDAs 
UDA 

Delivered to 
date 

UDA 
% 

Delivery 
25/26 Forecast 
Outturn @ M6 

  FYE M6 M6 FOT 
North-Central London  1,917,651   848,428  44.2 97.2% 97.7% 
North-East London  2,620,025   1,219,054  46.5 98.0% 98.1% 
North-West London  3,127,651   1,408,070  45.0 98.2% 98.6% 
South-East London  2,782,250   1,254,331  45.1 98.1% 97.5% 
South-West London  1,894,147   816,700  43.1 93.0% 95.4% 

London Wide 12,341,724 5,546,584 44.8 96.9% 97.6% 

 

Urgent Dental Care Delivery 

The Government’s manifesto committed to securing 700,000 additional urgent dental care (UDC) 
appointments per year for the duration of this parliament.  For 2025/26 ICBs have been instructed 
to purchase additional urgent care appointments over and above the ICB UDC baseline. The 
baseline encompasses all urgent care activity in each ICB covering the 12 months to June 2024. 
The baseline includes urgent care appointments delivered under dedicated UDC contracts and 
mandatory services contracts. 
 
UDC Baselines provided by NHS England (NHSE) 
 

ICB 

NHSE 
data 

Jul23-
Jun24  

 NHSE 
data Apr 

23-Mar 24  

 Published 
data April 
23-Mar 24  

 Estimated 
proportion 
missing 

from NHSE 
data  

 Indicative 
Jul23-

June24 
FP17 

baseline  
North Central 92,557 90,174 90,660 0.01 93,053 
North East 159,710 158,820 159,832 0.01 160,721 
North West 173,516 170,126 171,199 0.01 174,604 
South East 137,164 137,372 138,329 0.01 138,113 
South West 99,809 98,417 99,181 0.01 100,578 
Total 662,756 654,909 659,201   667,069 

 
The figures in the final column are the baselines used to calculate and additional capacity which may need 
to be commissioned. 
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The reported NEL position at M6 is detailed below: 

 

 
Urgent Care Incentive Scheme 

In addition to the government’s commitment to delivering 700,000 more urgent dental care appointments. It 
has now launched a new incentive scheme for urgent dental care. This is an in-year financial incentive 
scheme for NHS General Dental Services contractors delivering mandatory services. 
 
How the scheme works  
It’s important to note that urgent care in this context is now also being referred to as ‘unscheduled care’ in 
guidance and means unplanned urgent and non-urgent dental conditions requiring clinical care within 24 
hours or 7 days respectively, unless the condition worsens, as defined in line with the unscheduled care 
clinical guidance. 
  
In summary, participating contractors will be required to deliver an increase of 25% urgent care courses of 
treatment compared to their estimated baseline delivery for the current financial year, based on activity 
from the first 4-months of the financial year as calculated by NHS England.  
 
In return, contractors who have reached their target will be eligible to receive an incentive payment, 
calculated as £50 per additional course of treatment. Where a contractor achieves 70% of the required 
additional activity, they will receive a partial incentive payment. Any incentive payments achieved will be in 
addition to their agreed contract value.  
 
Contractors will need to have sufficient capacity within their annual contracted units of dental activity 
(UDAs) to deliver the additional courses of treatment. Where contractors are predicted to fully deliver their 

Delivery Trajectory - This uses the latest information received in August 25 return and is defined as "New Trajectory"

Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25 Total

13,389 13,389 13,389 13,389 13,389 13,389 80,335

118 118 118 118 2,122 2,122 4,716

13,507 13,507 13,507 13,507 15,511 15,511 85,051

Complete Complete Complete Complete Incomplete Data 
(2nd return - 

assumed 99% 
complete)

Incomplete Data
 (1st return - assumed 

95% complete)

13,675 13,262 13,290 13,996 12,442 13,284 79,949

168 -245 -217 489 -3,069 -2,227 -5,102 Difference from FP17 Delivery Activity

FP17 Delivery Activity 

ICB Name NHS North East London ICB

Baseline Activity

ICB Planned Trajectory to deliver share of 700k 
(using the New Delivery Trajectory submitted Aug-25)

Total Baseline +700k Contribution

Appointment Utilisation 

Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25

7,407 7,407 7,407 7,407 7,407 7,407

108 1,386 1,702 330 1,608 1,509

201 307 312 258 299 309

7,098 5,714 5,393 6,819 5,500 5,589

95.8% 77.1% 72.8% 92.1% 74.3% 75.5%

7,098 5,714 5,393 6,819 5,500 5,589

Link to guidance

Total Appointments Commissioned (contracts 
amended/awarded)
(If zero appointments commissioned in month please enter zero )

Total Appointments Not Booked
(If zero activity in month please enter zero )

Total DNAs
(If zero activity in month please enter zero )

Total Appointments Attended
(should = total - no. not booked - no. DNAs)

% Appointment Utilisation 
(total appointments attended / total appointments commissioned)

Number of appointments resulting in an FP17 claim for 
unscheduled care 
(i.e. band 1 urgent FP17)
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contract by year end, the ICB may agree to a non-recurrent uplift so that the total annual contract activity 
can be up to 110% of the regular contact amount where feasible and funding allows. 
 
London’s position, supported by Region is that there is no requirement for the scheme on the basis that it is 
simply not needed, given the comprehensive urgent care delivery already in place across all five ICBs. 
National colleagues have fed back that they aren’t happy with the pan-London position and are likely to 
reach out to ICB CEOs in due course.   
 
In essence our rationale in supporting the pan-London position and not implementing the proposed urgent 
dental care incentive scheme is two-fold: 
  

• Unlike other parts England, London has a commissioned urgent dental care offer already in place 
which is currently under-utilised. Work is underway to try and improve access (through reviewing 
DNAs, reviewing access criteria) but essentially, it’s a demand led service and given our high level 
of performance in general dentistry activity, there is no unmet demand as our utilisation is an 
average of 81% of the commissioned values as at M6 (see table above). More importantly, given 
that we have an urgent dental care offer commissioned in London, we believe that by introducing a 
new payment approach we would undermine the existing commissioning arrangements and funding 
mechanisms, which would then put this service at a greater risk in the longer term. 
  

• The expectation is that ICBs would use their dental underspends to fund the incentive scheme. 
However, all our dental funds are committed delivering existing urgent and planned treatment and 
so this would be a cost pressure to the ICBs. Furthermore, given the high levels of dental activity 
in London (NEL FOT is 98% at M6) which means we don’t expect the same flex or 
underspend/claw back as other regions may have in their dental budgets.   

  
National is presenting the argument on the two points above that if we don’t think the demand is there then 
the financial cost pressure isn’t a real problem and there isn’t really anything to worry about. However, the 
potential to destabilise the established London offer though is important in this context – a 
reduction in urgent dental activity within our commissioned service as activity diverts to ‘newly 
commissioned’ providers may result in our commissioned providers handing back contracts and then we 
may lose our out of hours capacity. 
  
Based on the data provided by the national team, if all contractors in NEL were eligible for the scheme and 
delivered the total activity target, the additional cost to ICBs for the incentive payments will be £2.0m 
for NEL as detailed below. 
  
ICB  Incentive 

payment 
NEL £2.0m 

  
If there is a real push to go ahead with the scheme (i.e. it’s not an option to not launch the scheme from a 
national and political perspective), London ICBs will want to negotiate some terms/conditions particularly re: 
performance to help manage costs so we don’t end up double paying for our commissioned urgent dental 
services as well as the additional new capacity diluting what we have already put in place. The DOPs 
commissioning hub would be able to help support this discussion. 
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Secondary, Community and Specialist Dentistry NEL ICB Update 
2025/26 Q1 

 

Access to theatre lists, workforce shortages and the volume of non-London residents accessing 
care in London continues to affect the recovery of Oral Surgery, Maxillofacial and Paediatric 
specialties.  

Multiple trusts are reporting an increased number of referrals from outside the region, and 
requesting that these be rejected. Commissioners are aware of the closure of some specialty lists 
in neighbouring ICBs. Patient choice prevents the rejection of these referrals, however, patients 
and referring practitioners will be informed of wating times in London and of services available in 
their own ICB to ensure they are truly making an informed choice. There is a suspicion that 
patients are not given all options when referred and some GDPs may automatically refer to the 
same trust every time, often in the mistaken belief that waiting times will be shorter.  

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, GSTT, KCH, UCLH and Barts have all reported 
this trend. There are significant waiting lists for orthodontic patients (a national issue), partly driven 
by the pandemic but mainly due to a lack of funding an increased demand. The ICBs have been 
presented with a report on the current service provision and various options for investment. It is 
not expected that any significant funding will be available to address the backlog of case starts, 
but list validation would provide a true picture of the funding deficit. 

Challenges in the paediatric pathway remain with no reduction in the volume of referrals. The new 
referral form is currently being tested by CLCH and Whittington CDS prior to regional roll out. All 
stakeholders have been included in the creation of the new form and now significant issues are 
anticipated. 

Barts remains an outlier for patients waiting over 52 weeks and is in a challenging position for all 
dental specialties. However, there are various initiatives in place to address this. 

Discussions have begun with East of England on the volume of paediatric patients referred into 
London. Through the MCNs, other dental specialties will be tackled, but this will be a long process. 
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Barts Health 

The sustained reduction in patients waiting over 65 weeks has slowed. While the number of 
patients waiting over 65 weeks has not changed significantly in the last quarter, the Trust has 
suggested that an improvement will be seen in the next quarter. Unfortunately, this was also 
suggested in the previous quarter and there are growing concerns around recovery plans. It 
should be noted the overall number of patients on the PTL is decreasing significantly; 15,225 in 
January, 14,710 in February and 14,150 in March. 

Barts are delivering additional Saturday lists for Oral Surgery and long waiters are being 
transferred to Homerton. 

296 patients waiting over 65 weeks (an increase on the previous quarter) of which 59 do not have 
an appointment booked. The Trust is particularly affected by workforce shortages, lack of access 
to theatres and higher complexity patients than some of the other trusts.  

• Oral Surgery, 169 patients waiting over 65 weeks of which 78% have an appointment 
booked. Oral surgery remains challenging specialty, but Barts has done much work to 
improve their position. 

• Restorative, 21 patients over 65 weeks the majority of which are special care and therefore 
more complex. 16 of the 21 have an appointment booked. 

• Paediatric, 27 patients waiting over 65 weeks of which 66% have an appointment booked. 
• Orthodontic, 17 patients over 65 weeks of which 12 have an appointment booked. 
• Dental Medicine, 34 patients waiting over 65 weeks, all but 2 with appointments booked. 

Significant workforce issues in this specialty. 
• Maxillofacial, 2 patients over 65 weeks, 1 without appointment booked. Some maxillofacial 

patients will be sitting under the oral surgery PTL. 

Barts Health 

Specialty Admitted / 
Non-admitted 

April May June 

0-64 
weeks 

65 
weeks 

and over 
0-64 

weeks 

65 
weeks 

and over 
0-64 

weeks 

65 
weeks 

and over 

Oral Surgery Admitted 366 45 398 41 449 27 
Non-admitted 4,879 119 4,816 152 4,310 142 

Restorative Admitted 150 12 157 13 142 10 
Non-admitted 3,130 11 3,211 15 3,389 37 

Paediatric Admitted 261 38 295 29 329 23 
Non-admitted 874 1 884 4 919 4 

Orthodontic Admitted 29 7 31 7 28 7 
Non-admitted 1,362 3 1,438 3 1,431 10 

Dental 
Medicine 

Admitted 0 0 0 0 0 0 
Non-admitted 2,046 33 1,194 49 1,920 34 

Maxillofacial Admitted 47 1 38 1 38 1 
Non-admitted 256 1 214 1 199 1 

Sub-Total   13,400 271 12,676 315 13,154 296 
Total  13,671 12,991 13,450 
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Barking, Havering & Redbridge University Trust 

1 patient waiting over 65 weeks with appointment booked. 

• Orthodontic, 1 patient over 52 weeks without appointment booked. BHRUT is receiving an 
increasing number of referrals from outside London. Where possible referrals are rejected 
due to low complexity but those meeting criteria have to be accepted. There is limited 
provision for orthodontics in East of England. 

• Maxillofacial, 13 patients waiting over 52 weeks,10 of which have appointments booked. 
Theatre lists regularly cancelled for higher priority / profile cases. 

 

Barking, Havering & Redbridge University Trust 

Specialty Admitted / Non-
admitted 

April May June 
 

0-51 
weeks 

52 
weeks 

and over 

 
0-51 

weeks 

52 
weeks 

and over 

 
0-51 

weeks 

52 
weeks 

and over 

Orthodontic Admitted 2 0 1 0 0 0 
Non-admitted 418 0 388 0 358 1 

Maxillofacial Admitted 472 8 461 10 420 10 
Non-admitted 973 0 1,056 3 1,068 3 

Sub-Total  1,856 8 1,906 13 1,846 14 
Total  1,873 1,919 1,860 

 

 

Homerton University Hospital 

Zero patients waiting over 65 weeks. Trust is assisting Barts with long waiting oral surgery patients 
which are coded under Maxfax. While the number of patients waiting over 52 weeks is increasing, 
it should be noted the overall number of patients on the PTL is increasing. 

• Maxillofacial, 6 patients waiting over 52 weeks, none with appointments booked. Trust 
faces challenges with increasing referral numbers and the inability to match the overtime 
payments made by competing trusts. 

• Paediatric Maxillofacial, zero patients over 52 weeks, all patients over 41 weeks have 
appointments booked. 

 

Homerton 

Specialty Admitted / Non-
admitted 

April May June 
 

0-51 
weeks 

52 
weeks 

and over 

 
0-51 

weeks 

52 
weeks 

and over 

 
0-51 

weeks 

52 
weeks 

and over 

Maxillofacial Admitted 1,607 10 1,582 13 1,590 19 
Non-admitted 2,568 0 2,885 1 3,132 6 

Paediatric 
Maxillofacial 

Admitted 93 0 101 0 101 5 
Non-admitted 115 0 129 0 138 0 

Sub-Total  4,383 10 4,697 14 4,961 30 
Total  4,393 4,711 4,991 
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• 33,354 NEL patient attendances at Barts, 8,692 NEL patient attendances at BHRUT, 6,105 NEL patient attendances at Homerton. 48,151 in total 
• 3,210 attendances for NCL patients 
• 2,166 attendances for Mid and South Essex patients 
• 2,021 attendances for Hertfordshire and West Essex 
• Total of 10,995 attendances for patients outside NEL ICB  

18



 

• 62,573 attendances for NEL patients 
• 48,151 of which delivered in ICB (77%) 
• 14,422 delivered in alternative ICBs (23%) 
• 1,023 of which delivered outside London (7%) 
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Community Dental Services  

• Business case and supporting documentation for the extension of CDS for a further ten 
years from 01/04/27 is with ICB for approval.  

• The London Commercial Hub has confirmed that the Provider Selection Regime, Direct 
Award Process C is the appropriate method.  

• In preparation for the process, key stakeholders have been identified, working groups 
planned and key milestones planned.  

• The deadline for recommendation to be given to ICBs is 31/03/26, giving providers the 
opportunity to secure estates, workforce, and future capital funding for the future.  

• The contract extension is cost neutral. 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.  
• Kent Community Health (NEL CDS provider) has reduced average waiting time from 

referral to appointment to only 12 weeks, this is a significant achievement. 
• 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. 

• Supervised Tooth Brushing funding and equipment has been provided and the additional 
provision has commenced in some local authorities, though not without difficulty. 
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Intermediate Oral Surgery Services and Level 2 Complexity Endodontics 

• Services currently operation out of contract, once CDS extension is secured, business 
cases will be presented to ICBs. 

• Plans for revision of service include sedation for oral surgery (reducing pressure on 
secondary care) CBCT and removal of age restriction for endodontics. These alighn with 
the 10 year plan 

• Approval of funding for consultant led triage (part of the patient pathway) has reduced 
waiting times for patients and providers, improving treatment outcomes, it will be required 
for 2026/27 

 

 
 
 
Current waiting list for NEL ICB IMOS providers 955. As a service, IMOS is well balanced.   

 

 
 

 
 
 
Current waiting list for NEL ICB L2 Endo providers 526. As a service, L2 Endo is well balanced. 
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Primary Care Contracts sub-committee 
11 November 2025 
 
Title of report NEL Flu vaccination programme 

Author Moira Coughlan, Deputy Director Screening, Vaccinations 
and Immunisations (SVI) 

Presented by Moira Coughlan, Deputy Director Screening, Vaccinations 
and Immunisations (SVI) 

Contact for further information Moiracoughlan@nhs.net 

Executive summary Update on the commissioning arrangements for flu 
vaccinations in North East London for Autumn /Winter 
2025/26. 
The paper references covid vaccinations as co- 
administration is encouraged where clinically appropriate for 
eligible people. 
To note the differences between the flu and covid vaccination 
programmes; cohort eligibility, providers, stock management 
and contracts. 
NHSE are the commissioners of covid and flu vaccinations 
and directly commission all providers in NEL including four 
covid vaccination Outreach providers. NEL ICB SVI are local 
delivery partners supporting local implementation. 
Primary Care also commission providers to undertake 
vaccinations for Flu for housebound patients.  

Action / recommendation The primary care contracts sub-committee is asked to:  
Note the provision across North East London in primary care; 
general practice, community pharmacy and the school 
immunisation service. 
Note the uptake rates in the eligible cohorts. 

Previous reporting This is the first presentation of this paper. 

Next steps/ onward reporting No onward reporting of this specific paper. 
NEL published data will be reported to the NEL Board in Q4. 
NEL ICB SVI team are members of the weekly NHSE London 
Operational Delivery Group for Covid and flu vaccinations.  
 

Conflicts of interest This paper is for information only. 
 

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

access 
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Impact on local people, health 
inequalities and sustainability 

Vaccinations are an effective health intervention and 
prevention is one the three shifts in the 10 year health plan. 
All general practices and many community pharmacies have 
signed up to the NHSE contracts which gives good access for 
local residents. The school immunisation team provide school 
and community clinics to increase access. 
The London SLA with community pharmacies includes those 
in health inclusion groups.  
In addition, the supplementary NHSE funding for covid 
vaccinations (called Access and Inclusion funding) enables 
the four outreach providers in NEL to offer covid and flu 
vaccinations and clinical discussions in locations which are 
convenient to local communities. These are intended to 
improve access and reduce health inequalities. This funding 
is short term and it is not known if will be available in 2026/27. 
 

Has an Equalities Impact 
Assessment been carried out?  

An EHIA has been prepared as part of the broader covid and 
flu vaccination plans for Autumn Winter 2025/26 

Impact on finance, performance 
and quality 

There are no additional resource implications/revenue or 
capitals costs arising from this report. The cost of the 
vaccination programmes is met by NHSE. 

Risks There is a risk of low uptake by eligible cohorts for flu 
vaccinations. This in turn could impact both patient and staff 
illness rates and demand for clinical services in primary and 
secondary care. 

 
1.0 Introduction 
1.1 The national flu immunisation programme 2025/26 letter1 published in February 2025 

sets out the importance of vaccination to provide direct protection to those who are at 
higher risk of flu-associated morbidity and mortality and to reduce transmission to all 
age groups through the vaccination of children. The letter confirms that the eligible 
cohorts for the flu programme remain unchanged from last winter.  
 
Additionally, the recently published NHS England Urgent and emergency care plan 
2025/262 highlights the importance of increasing vaccination rates to help deliver a 
better winter for both patients and staff.  
 
The expectation for providers is for a 100% offer, and for flu to achieve uptake rates 
that improve on last year, particularly in cohorts where uptake has been much lower 
(Health and Social Care Workers, clinical risk groups, and children).  

 
1.2 The purpose of this paper is to update the primary care contracts sub-committee on 

the commissioned arrangements for the influenza vaccination programme in primary 
care in North East London and the current progress of uptake of key cohorts in each 
borough. 

 

 
1 National flu immunisation programme 2025 to 2026 letter - GOV.UK 
2 NHS England » Urgent and emergency care plan 2025/26 
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1.3 NHSE commission both the covid and flu vaccination programmes in line with the 
national requirements. North East London ICB SVI team work as a local delivery 
partner in collaboration with primary care commissioners and contract leads to manage 
the national contracts in NEL. 

 
1.4 Vaccination is an effective intervention to reduce risk of illness in individuals as well 

as manage demand on health services during the winter. 
 
2.0 NHSE have commissioned a range of providers for flu vaccinations across NEL and 

London. General practice should ensure effective call and recall processes, booking 
systems and clinic opening times to optimise access. Broader communications and 
engagement with communities may help address barriers to vaccination. 
Collaboration at system and borough level is important to support all activities. 

 
 
3.0 Programme Delivery 
 
3.1 Provision 

All GPs are signed up plus many community pharmacies in NEL. 
 
GPs are responsible for ensuring local arrangements are made to vaccinate all 
eligible individuals, including those that are house bound or resident in a care home. 
 
ICB primary care funds also commission additional services for housebound patients. 
City & Hackney, Newham and Tower Hamlets have a home visit services and 
provision. BHR has a Housebound Flu Local Incentivised Service (LIS) which offers 
and additional payment to practices for vaccinating housebound patients with a flu 
vaccine. The service also checks status for pneumococcal vaccination, provides a 
pulse check (for undiagnosed AF), blood pressure check and a cognitive test. For this 
flu season the BHR LIS has been rolled out in Waltham Forest to provide a service as 
there was a commissioning gap with no LIS or service in place. 
 
NHSE offer 3 SLAs to provide additional capacity. A small number of practices in NEL 
have signed up. 
• Unregistered SLA will enable GPs to provide unregistered populations (including 

children) with the seasonal flu vaccination and for eligible adults, shingles 
vaccination, and PPV. 

• GP Confederation SLA will enable GP Confederation/PCNs to provide the flu 
vaccination to all eligible cohorts – again to provide additional capacity. 

• Housebound SLA will enable District Nurse Services/GP 
Confederations/PCNs/GP to deliver seasonal flu, shingles, and PPV vaccinations 
to housebound patients that are not registered with the practice.   

 
Pilots 
 
In addition, NHSE have commissioned: 

• A flu vaccination pilot for 2-3 year olds in some community pharmacies 
• The School Aged Immunisation Service (SAIS) (Vaccination UK) to deliver a 

pilot in approximately 5 nursery classes of schools they visit in each borough. 
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3.2  Start and end dates 
The flu vaccination campaign started for children (over 6 months) and pregnant 
women officially on the 1 September but delays in the children’s vaccine meant the 
programme logistically started mid September 2025. This is reflected in the data.  
 
All other cohorts became eligible from the 1 October 2025. These include all those 
over 65, those in care homes, carers, household contacts of immunocompromised 
people and frontline staff and those under 65 with clinical risks. 
 
It is anticipated that most flu vaccinations will be completed by the end of November. 
For the school-aged cohort, vaccination in schools is to be completed by 12 December 
2025, with further community catch-up opportunities. Flu vaccination for other cohorts 
will be available until 31 March 2026.  
 
Most COVID-19 vaccinations are to be completed by 19 December 2025; however, 
the programme will run until 31 January 2026 with a focus on outreach services and 
can offer flu vaccines until 31 March 2026. 
 
Co administration with covid vaccination is encouraged for eligible people where 
clinically appropriate but there are some differences in the eligibility for both vaccines. 
There are also differences in the providers, contracts and stock management which 
can affect operational delivery in primary care. 

 
3.3  Programme requirements 

• Providers are expected to deliver a 100% offer to eligible groups and make firm 
plans to equal or improve uptake rates in 2025 to 2026, particularly in those 
cohorts where uptake has been lower (health and social care workers, clinical 
risk groups, children aged 2 and 3 years old, and pregnant women). 

• Plans should address health inequalities for underserved communities. 
• 2-3yrs and school-aged children are to be vaccinated as early as possible. 
• Prioritise vaccination of residents in older adult care homes and those who are 

housebound. 
• Outreach services to meet the needs of communities, particularly those in the 

most deprived areas.  
• Coadministration and making every contact count (MECC). 
• Social care staff without an employer-led occupational health scheme can 

continue to access the flu vaccine through the NHS free of charge.  
• Contractual requirements to use the specific flu vaccines outlined by the JCVI for 

the appropriate cohort and administer vaccines in line with the announced and 
authorised cohorts. 

 
3.4  Flu vaccination rates 

The data in Appendix 1 demonstrates vaccination rates in each borough, by eligible 
cohort.  
  
There is a particular focus on increasing vaccinations in children aged 2-3 years old 
and those at clinical risk. There is variation in uptake within and across boroughs as 
demonstrated by the data. The SVI and primary care teams are working with 
individual practices and public health teams to support areas of low uptake.  
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3.5  Health inequalities  
Initiatives planned for the Autumn/Winter campaign include: 
• Over 200 events planned offering engagement conversations and vaccination 

opportunities for COVID and flu (via co-administration) through four 
commissioned outreach providers 

• Piloting a partnership approach to delivering culturally appropriate vaccination 
information to populations in Newham and Barking and Dagenham, who currently 
have some of the lowest vaccine uptake rates 

• Dedicated providers working with asylum hotels and homeless shelters ensuring 
access to vaccines for some of the most vulnerable individuals in NEL. 

 
 
4.0 Risks and mitigations  
4.1  

Risk  Mitigation 
There is a risk of low uptake by eligible 
cohorts for flu vaccinations. This in turn 
could impact both patient and staff 
illness rates and demand for clinical 
services in primary and secondary care. 

Regular monitoring and support across 
NEL to identify low uptake, variation and 
opportunities to share best practice.  
Joint working with public health teams. 
NEL Communication Strategy providing 
paper and digital, translated materials to 
provide information to local 
communities.  

 
 
5.0 Conclusion / Recommendations  
5.1 Members are asked to note the range of providers in primary care including the 

additional capacity from pilots, and the uptake rates at this stage in the campaign. 
 
 
6.0 Attachments 
6.1 Attachment/Appendix 1- NEL Flu vaccination Data Report.  
 
 
7.0 Moira Coughlan 
Deputy Director Screening, Vaccination and Immunisation  
24/10/25 
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Please note:  
• The information presented in CEG Dashboard is from registered GP and should not be used for any other purpose.
• Or in any other context, without agreement from CEG and local service lead.

NEL _ 2025/26 Flu Vaccinations 
Data Report

INTELLIGENCE AND INSIGHTS

Jo Caceres, BI Analyst  

Report Date: 24.10.2025

Version : v 0.1
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Source:  CEG / Seasonal Flu Vaccination       Latest data as of 20/10/2025

NEL - AW 25/26 Flu Vaccination Uptake
All Cohorts Grouped

NEL Borough NEL Eligible 
Population  

NEL 
Vaccinated (%) Uptake

Barking and Dagenham 109,287        19,541       17.88%
City & Hackney 123,348        20,562       16.67%
Havering 142,846        41,652       29.16%
Newham 167,938        30,347       18.07%
Redbridge 149,969        41,021       27.35%
Tower Hamlets 125,256        24,092       19.23%
Waltham Forest 126,597        30,253       23.90%
Grand Total 945,241        207,468     21.75%
NEL Total 945,241        207,468     21.9%
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Source:  CEG / Seasonal Flu Vaccination       Latest data as of 20/10/2025

NEL - AW 25/26 Flu Vaccination Uptake 
Cohorts: 

NEL Borough 1. Pts 
Vaccinated  1. (%) Uptake 2. Pts 

Vaccinated 2. (%) Uptake 7b. Pts 
Vaccinated

7b. (%)  
Uptake

Barking and Dagenham 7,457             35.6% 304                30.0% 839 13.3%
City & Hackney 8,371             30.8% 207                34.5% 911 12.9%
Havering 23,051           46.0% 657                40.4% 1048 15.5%
Newham 10,409           31.8% 305                25.3% 1599 16.5%
Redbridge 20,230           48.1% 679                43.1% 1970 24.3%
Tower Hamlets 7,677             35.2% 304                34.9% 1224 17.5%
Waltham Forest 14,982           45.4% 454                38.5% 1681 23.9%

Grand Total             92,177 40.5%               2,910 36.1%               9,272 17.9%

7b. Healthy Children
 aged 2-3

1. Aged 65 and over (exc 
housebound & care homes

2. Pts living in residential or 
care home

Cohort with Healthy Population: 
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Source:  CEG / Seasonal Flu Vaccination       Latest data as of 20/10/2025

NEL _ AW 25/26 Flu Vaccination Uptake 
Cohort with Clinical Risk: 

NEL Borough 3. Pts 
Vaccinated

3. (%) 
Uptake

4 Patients 
Vaccinated 4. (%) Uptate 5a. Patients 

Vaccinated
5a. (%) 
Uptake

6. Patients 
Vaccinated

6. (%) 
Uptake

Sum of 7a. 
Patiens 

Vaccinated 
14

Average of 
7a. Cohort 

(%)

8a. Patients 
Vaccinated

8a. (%) 
Uptake

9a. Patients 
Vaccinated 

9a. (%) 
Uptake

Barking and Dagenham 283              25.9% 5,909           18.3% 51 26.8% 54 9.2% 26 17.0% 193 15.8% 108 10.3%
City & Hackney 545              21.8% 5,930           16.0% 47 17.0% 55 7.9% 18 14.0% 148 13.7% 92 9.8%
Havering 502              24.0% 7,088           21.4% 59 32.2% 59 10.4% 116 53.7% 257 20.0% 273 27.2%
Newham 476              21.1% 10,771         19.8% 87 23.3% 70 7.1% 134 22.1% 235 12.7% 165 10.0%
Redbridge 632              36.6% 9,645           24.8% 92 49.5% 76 11.4% 48 32.2% 292 21.3% 174 14.6%
Tower Hamlets 515              21.5% 8,667           20.5% 90 30.4% 52 6.2% 37 22.6% 250 15.2% 158 10.7%
Waltham Forest 482              26.7% 7,298           20.6% 97 35.0% 31 5.2% 33 23.2% 150 12.8% 178 16.2%

Grand Total             3,435 24.8%           55,308 20.2%                523 29.3%                397 8.1%                412 26.4%             1,525 15.8%             1,148 13.7%

7a.  Children aged 2-3 8a. Primary School 
Children

9a.  Secondary School 
Children

3. Housebound    
(Aged or over)

4. Aged 18-64 yrs (exc 
housebound & pregnant) 5a.Pregnant 6.  Aged 6mths - 17 yrs  

(exc pts 2-15 yrs at risk)
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Primary Care Contracts sub-committee 
11 November 2025 
 
Title of report St Edwards Medical Centre to transfer from Crest Primary 

Care Network (PCN) to Marshalls Primary Care Network 
(PCN) 

Author Jorna Bhanu, Primary Care Improvement Lead 

Presented by Jordanna Hamberger, Head of Primary Care Development 

Contact for further information jordanna@nhs.net  

Executive summary • St Edwards Medical Centre (SEMC) are an established 
practice positioned in central Romford, who have been part 
of Crest PCN since 2016. 

• SEMC are proposing to relocate into Marshalls PCN, who 
also have a strong Central Romford presence and share 
similar catchment areas and demography. 

• The migration from Crest PCN into Marshalls PCN does not 
impact boundaries or integrated neighbourhood team 
working. 

• This should strengthen and future proof Central Romford 
provision, with the largest practices working together to 
provide healthcare services for the growing population in 
this area. 

• Both PCNs have now formally confirmed their agreement to 
the move. 

• The Network Contract DES specification and guidance 
2025/26 allows the commissioner to consider applications 
for practices to leave and join another PCN. For the 
commissioner to agree a number of criteria must be met, 
these are listed in the main report. Both PCNs have met all 
the criteria to allow the move from Crest PCN to Marshalls 
PCN. The effective date of the move is 1 April 2026. 

• No increase in funding, there will be a re-distribution of 
Network DES funds. 

Action / recommendation The primary care contracts sub-committee is asked to 
approve and authorise the transfer St Edwards Medical 
Centre (SEMC) from Crest Primary Care Network (PCN) to 
Marshalls PCN (MPCN) from 1 April 2026. 

Previous reporting The move was discussed at the Crest PCN Meeting on 15 
May 2025 and all member practices were in support of this 
proposal. 
Support has been obtained at the Marshalls PCN meeting on 
20 March 2025 and 24 April 2025 for St Edwards Medical 
Centre to join the PCN. 
Havering Primary Care Delivery Group endorsed the PCN 
transfer on 3 July 2025. 
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Havering Borough Partnership Board received socialisation 
and endorsement at its meeting on 8 October 2025. 

Next steps/ onward reporting Not applicable 

Conflicts of interest • All GPs in Havering are conflicted.  
• Dr Narinderjit Kullar is the Borough Clinical Lead  
• Dr Narinderjit Kullar is a partner at St Edwards Medical 

Centre 
Decision to recommend the transfer of St Edwards Medical 
Centre (SEMC) from Crest Primary Care Network (PCN) to 
Marshalls PCN (MPCN) with conflicts of interest appropriately 
managed at each step. The final decision regarding this 
request will be made by members of the primary care 
contracts sub-committee – none of the voting members are 
conflicted.  

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 

No changes to practice boundaries or services, and no 
impact to stakeholders. Supports the implementation of 
integrated neighbourhood teams. 

Has an Equalities Impact 
Assessment been carried out?  

An EIA has not been carried out. 

Impact on finance, performance 
and quality 

This proposal is considered as cost-neutral to the ICB in 
terms of recurring finance as requires re-allocation of funding 
available via the PCN DES and adjusted for the in-year move 
and change of PCN sizes. 

Risks • Should the application not be approved, there is a risk of 
disengagement by St Edwards Medical Centre.  

• Whilst the proposed relocation of SEMC has been 
approved by Crest PCN, if declined by the ICB it’s possible 
some residual discontent could surface. This 
dissatisfaction may arise not only from SEMC, who have 
actively sought this relocation, but also from the remaining 
practices within Crest PCN. It is essential that we/they 
maintain open lines of communication and manage 
expectations to ensure that all parties involved feel heard 
and supported throughout this process. 

• The practice and PCNs have been told to inform patients 
and engage with the patient forums to ensure that queries 
and any concerns are addressed. No adverse feedback 
has been received so far. 

 
  

32



 

 

3 

1.0 Introduction 
1.1 The Primary Care Contracts sub-committee is asked to approve the application for St 

Edwards Medical Centre to be transferred from Havering Crest PCN to Havering 
Marshalls PCN. If approved, the effective date of change is proposed as 1 April 2026. 

 
1.2 The St Edwards Medical Centre catchment area is primarily drawn from Central 

Romford with a variable number of patients residing in Petits, Mawneys and Gidea 
Park wards (to the North of, and including, the Romford Ring-road).  Of note, the 
practice population has a considerable overlap and greater commonality with those of 
Marshalls PCN when compared to Crest PCN. which is primarily drawn from an area 
to the South of the Romford ring-road. 

 
1.3 Both Marshalls PCN and Crest PCN form what is considered the Central Havering 

Locality/Neighbourhood having formed following a split in the historical “Central 
Network” in 2016. The current and future configuration of practices is summarised in 
the tables 1&2 below:  
 
Table 1 

F Code PCN Practice Name List size 
(1/4/25) 

F82011 Crest St Edwards Medical Centre 9,685 

F82019 Crest The Upstairs Surgery  6,533 

F82023 Crest High Street Surgery 
(Dr Pervez) 

3,522 

F82031 Crest Rush Green Medical Centre  
(Dr Sanomi) 

4,274 

F82039 Crest Rush Green Medical Centre  
(Dr Poolo & Partners) 

4,508 

F82638 Crest The Modern Medical Centre 7,588 

F82663 Crest Dr Marks Practice 4,110 
Crest PCN current list size 40,220 
List size if SEMC were to join MPCN 30,535 

 
Table 2 

F Code PCN Practice Name List size 
(1/4/25) 

F82009 Marshalls North Street Medical Care 20,928 

F82013 Marshalls Western Road Medical 
Centre 

18,075 

F82021 Marshalls The New Medical Centre 9,763 

Marshalls PCN current list size 48,766 
List size if SEMC were to join 58,551 
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1.4 Havering Marshalls and Crest PCNs will continue with the support of the local Trusts, 
namely Barking, Havering and Redbridge University Hospital Trust (BHRUT) and 
North East London Foundation Trust (NELFT).  
 

1.5 Barking Dagenham and Havering (BDH) LMC have been provided with details of the 
proposed changes, and they are supportive of the new PCN transfer.  

 
1.6 With the transfer to Marshalls PCN, the member practices will be able to deliver 

services that are closer to home and move towards achieving Modern General Practice 
model and implementing Capacity and access plans.  

 
2.0 Key messages  
2.1 The Network Contract DES specification and guidance 2025/26 allows the 

commissioner to consider applications for practices to leave and join another PCN. For 
the commissioner to agree such applications that are detailed at Section 4.4 there are 
a few criteria which must be met as set out at 5.1.2 of the Network Contract DES 
Specification 2025/26, as set out below:  
 

2.2 The criteria for a PCN is:  
 

a. that the PCN has an identified Network Area that complies with the requirements 
set out in section 5.1.3 of the Network Contract DES Specification 2025/26;  

 
b. that the PCN list size as at 1 April 2025 is between 30,000 and 50,000 except that:  
 

i. in exceptional circumstances, a commissioner may waive the 30,000 
minimum PCN list size requirement where a PCN serves a natural community 
which has a low population density across a large rural and remote area; and  

ii. a commissioner may waive the 50,000 maximum PCN list size requirement 
where it is satisfied that it is appropriate to do so. In such circumstances, the 
commissioner may require the Core Network Practices of the PCN to organise 
the PCN operationally into smaller neighbourhood teams that cover 
population sizes between 30,000 to 50,000 and the Core Network Practices 
will comply with such requirement. For the avoidance of doubt, the PCN will 
still be required to have one Nominated Payee.  

iii. that there is more than one Core Network Practice in the PCN except that 
there may only be one Core Network Practice if the commissioner is satisfied 
that this is appropriate having regard to all relevant factors. Where a PCN has 
only one Core Network Practice, the PCN must work with other providers as 
set out in section 5.7.1 to achieve the optimal benefits of PCN working.  

 
c. that the PCN has a Nominated Payee 

 
d. that the PCN has in place a Network Agreement signed by all PCNs members, that 

incorporates the mandatory provisions set out in the national template network 
agreement.  

 
e. that the PCN has at all times an accountable Clinical Director.  

The PCNs have confirmed the Clinical Directors as follows: 
 

• Crest PCN – Drs A Imran and M Mylvaganam 
• Marshalls PCN – Drs Yasmin Heerah and Sarita Symon 
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f. that the PCN has in place appropriate arrangements for patient record sharing in 

line with data protection legislation honouring patient opt-out preferences. 
 

g. Therefore, both Crest and Marshalls PCNs have met the conditions to enable St 
Edwards Medical Centre to move from Crest PCN to Marshalls PCN. Both PCNs 
have formally agreed that the effective date can be considered as 1 April 2026. 

 
2.3 There are no financial implications for the ICB as the funding for Crest PCN and 

Marshalls PCN will be redistributed based on list sizes. 
 
2.4 This paper considers the application against the criteria for both Crest and Marshalls 

PCNs.  It should be noted that the commissioner should not unreasonably withhold 
agreement. 

 
3.0 Consideration of application 
3.1 The first criteria to consider is the Network Area for both PCNs meet the requirements 

in 5.1.3 of the Network Contract DES Specification. Both Crest and Marshalls PCNs 
have confirmed that they meet the Network Area requirements in particular: 
• align with a footprint which would best support delivery of services to patients in 

the context of the relevant Integrated Care System (ICS) strategy  
• cover a boundary that makes sense to the Core Network Practices of the PCN and 

other community-based providers which configure their teams; accordingly, and 
the local community 

• cover a geographically contiguous area 
• not cross commissioner boundaries.  

 
4.0 Detailed report 
4.1 Havering currently has five Primary Care Networks (PCN) – North, South, Crest, 

Liberty and Marshalls.  
 
4.2 The Network Contract DES specification and guidance 2024/25 allows There are 

several criteria which must be met for the commissioner to approve such applications. 
This transfer is in line with the guidance for both PCNs. 

 
4.3 There will no financial implication for the NHS NEL as the current funding for the Crest 

PCN will be redistributed based on the list sizes between Crest and Marshalls PCN. 
The ARRS workforce will also be aligned with each of the PCN ensuring continuity of 
services like Enhanced Services and Same Day Access.  

 
 
5.0 Risks and mitigations 
5.1 Should the application be refused, there is a risk of disengagement by SEMC.  
 
5.2 Whilst the proposed relocation of SEMC has been approved by both Crest and 

Marshalls PCNs, if declined by the ICB it’s possible some residual discontent could 
surface. This dissatisfaction may arise not only from SEMC, who have actively sought 
this relocation, but also from the practices within each PCN. It is essential that we/they 
maintain open lines of communication and manage expectations to ensure that all 
parties involved feel heard and supported throughout this process. 

35



 

 

6 

 
 
6.0 Recommendations  
6.1 The recommendation for the primary care contracts sub-committee is to approve the 

transfer of St Edwards Medical Centre (SEMC) from Crest Primary Care Network 
(PCN) to Marshalls PCN (MPCN). 

 
 
 
Jorna Bhanu, Primary Care Improvement Lead 
Jordanna Hamberger, Head of Primary Care  
23.10.2025 
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Primary Care Contracts sub-committee 
11 November 2025 
 
Title of report St George’s Country Park Surgery – Reassignment of two clinical 

rooms 
Author Jorna Bhanu, Primary Care Improvement Lead 

Presented by Jorna Bhanu, Primary Care Improvement Lead  

Contact for further 
information 

jorna.bhanu@nhs.net 

Executive summary The purpose of this paper:  
This paper seeks support for the reassignment of two clinical rooms at 
St George’s Health & Wellbeing Hub to St George’s Country Park 
Surgery. The change has minimal financial impact, improves estate 
utilisation, and is essential to meet rising patient demand, support GP 
training, and maintain service quality. 
 
Background 
Since opening in October 2024, St George’s Country Park Surgery 
has operated from the St George’s Health and Wellbeing Hub, serving 
residents of Havering and surrounding areas. The Hub provides 
integrated, seven-day services, with GP provision forming a core 
element. 
 
Case for additional space 
Patient list growth 
• In its first twelve months, the practice registered 2,785 new 

patients, almost double the original forecast of 1,500 over 18 
months (see Appendix One). 

• The registered list has already reached 5,826 patients and is 
projected to approach 10,000 patients in the near term. 

• Without additional clinical rooms, the practice will lack the capacity 
to safely and effectively manage this demand, resulting in longer 
waiting times, pressure on clinicians, and reduced patient 
satisfaction. 

 
GP Training and Workforce Development 
• The practice is committed to participating in the GP Fellowship 

Programme and becoming a GP training site. 
• This will strengthen local GP recruitment and retention, while 

supporting long-term workforce sustainability. 
 
Current utilisation 
• Room utilisation is already at 90% capacity, with several rooms 

operating at 100% occupancy across the week (see Appendix 2). 
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• This level of usage leaves limited flexibility to accommodate 
patient list growth, additional clinical services, or training 
requirements. 

 
Practical use of space  
• The rooms in question are located within the primary care demise, 

making them suitable only for primary care provision. 
• Other GP practices or external providers would not be able to 

make effective use of these rooms, as they lack the necessary 
administrative, reception, and operational support structures on 
site. 

• By contrast, St George’s Country Park Surgery is already 
established within the Hub and is experiencing urgent demand 
pressures. Allocating these rooms to the practice ensures the 
space is fully utilised, avoids inefficiency, and delivers maximum 
benefit to patients. 

• Given both the immediate demand for additional capacity and the 
limited scope for alternative use, assigning the rooms to St 
George’s Country Park Surgery represents the most practical, 
cost-effective, and patient-centred solution. 
 

Request 
• Support is sought for the reassignment of two additional clinical 

rooms from the primary care demise within St George’s Health and 
Wellbeing Hub to St George’s Country Park Surgery. 

• Approval is required only for the minimal financial impact. The 
rooms are already reimbursed under the primary care demise, so 
there is no increase in rent. The only additional cost relates to 
rates and water charges, estimated at £550 per annum. 

• Currently, the two rooms are unused. Reassigning them to the 
practice will ensure they are fully utilised for clinical care. 

 
Anticipated impact 
• Increased clinical capacity – additional consultation rooms will 

enable more appointments, reduce waiting times, and improve 
timely access to care, particularly for patients with complex or 
long-term conditions. 

• Optimised use of estate –reassignment brings underused space 
into full operation, ensuring the Health and Wellbeing Hub delivers 
maximum value for the local community. 

• Enhanced patient experience – improved access, shorter waiting 
times, and continuity of care will strengthen patient confidence and 
satisfaction. 

• Workforce sustainability and development – expansion supports 
the introduction of GP training and the GP Fellowship Programme, 
improving recruitment and retention while fostering a pipeline of 
skilled clinicians. 
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• Quality and safety – additional space allows safe workload 
distribution, reducing the risk of clinician burnout, safeguarding 
patient safety, and supporting CQC compliance. 

• Capacity for integrated services – more space will create 
opportunities to host additional multidisciplinary services (e.g., 
allied health professionals or specialist clinics), improving holistic, 
joined-up care. 

• Future-proofing demand –with the practice list projected to reach 
10,000, securing these rooms now ensures capacity keeps pace 
with rapid population growth and avoids the need for more costly 
interventions later. 

 
Action / 
recommendation 

The Primary Care Contracts Sub-Committee is asked to: 
• Approve the transfer of two additional clinical rooms into the 

practice demise, with rent and rates reimbursed under Premises 
Cost Directions. This represents a reallocation of existing funding 
with only minimal financial impact. 

 
Previous reporting • Primary Care Estates Forum 

• Primary Care Delivery Group 
Next steps/ onward 
reporting 

• Variation to demise – update the primary care demise agreement 
for St George’s Health and Wellbeing Hub to formally allocate the 
two additional clinical rooms to the practice. 

• Confirm reimbursement arrangements – ensure rent and rates for 
the additional rooms are reimbursed in line with Premises Cost 
Directions. 

• Engage with landlord (NELFT) – finalise contractual 
documentation and confirm invoicing arrangements. 

• Operational readiness – allocate the additional rooms into the 
practice’s daily rota, ensuring they are available for clinical use as 
part of service delivery. 
 

Conflicts of interest None identified, but to be managed in line with the processes of the 
Committee. 

Strategic fit • To improve outcomes in population health and healthcare 
• To tackle inequalities in outcomes, experience and access 
• To support broader social and economic development 
 

Impact on local people, 
health inequalities and 
sustainability 

• Local people – Additional capacity improves timely access and 
patient experience across Havering. 

• Health inequalities – Extra appointments are expected to improve 
access for underserved groups, helping reduce variation in waits 
and access. No negative impacts identified at this stage. 

• Sustainability – Uses existing primary care demise within the Hub 
– supporting efficient use of shared estate and value for money. 
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Has an Equalities 
Impact Assessment 
been carried out?  

• While no formal Equalities Impact Assessment has been 
undertaken, additional space will improve access for all patients 
without disadvantaging any group. 

• Greater capacity will support sustainability of services as the 
population grows. 

Impact on finance, 
performance and 
quality 

Impact on Finance 
The financial impact on NEL ICB is minimal. The rooms are already 
included within the primary care demise and funded through the 
Primary Care Delegated Budget. This request simply transfers two 
rooms from the primary care demise to the practice demise, allowing 
rent reimbursement under Premises Cost Directions. As this is a 
reallocation of existing expenditure rather than new funding, the net 
financial impact is effectively nil. 
 
• Recurrent cost – the request is for additional reimbursement for 

water and rates of £550 per annum. 
• Non-recurrent cost – no costs required for IT and infrastructure, 

Networking and cabling, Fixtures, fittings & equipment (FF&E) 
• Service charges – the practice accepts the proportional increase in 

service charges for the additional space and is not seeking 
reimbursement or financial support for these costs. 

 
Impact on performance and quality 
• Additional clinical rooms will increase appointment capacity, 

reduce waiting times, and improve patient experience. 
• Supports GP training and succession planning, strengthening 

long-term workforce sustainability. 
 

Risks Without approval: 
• Patient access and satisfaction – Capacity constraints will lead to 

longer waiting times, reduced appointment availability, and 
declining patient satisfaction, with a risk of poorer health outcomes 
for those unable to access timely care. 

• Clinical workforce pressure – Clinicians will face unsustainable 
workloads, increasing the risk of stress, burnout, and errors, which 
could in turn impact staff retention and overall service safety. 

• Service growth and development – The practice’s ability to expand 
in line with its patient list trajectory will be compromised, limiting 
opportunities to introduce additional services, support GP training, 
and build long-term workforce resilience. 

• System impact – Failure to provide sufficient capacity locally may 
drive patients to seek care in other parts of the system (e.g., 
urgent care or A&E), creating additional pressure and inefficiency 
elsewhere. 

• Reputational risk – Inability to meet patient demand may damage 
public perception of both St George’s Country Park Surgery and 
the wider NHS, undermining confidence in primary care delivery. 
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Appendices Appendix 1 – Patient list size 
 
St George’s Country Park Surgery  
New patient registration (Oct 2024 to Sept 2025) 
 

Month New Patient Registrations 

October 2024 268 

November 2024 372 

December 2024 286 

January 2025 344 

February 2025 193 

March 2025 291 

April 2025 344 

May 2025 188 

June 2025 295 

July 2025 168 

August 2025  36  

Total 2,785 

 
 
Appendix 2 – Room Utilisation  
 

Room Monday Tuesday Wednesday Thursday Friday 

1 GPA   GPA GPA GPA 

2 Practice 
Nurse 

Advanced 
Physio 

Advanced 
Physio GP GP 

3 GP GP GP GP GP 

4 GP GP GP GP GP 

5 Practice 
Nurse   Practice 

Nurse 
Practice 
Nurse 

Practice 
Nurse 

6 ANP ANP ANP ANP   

7 Practice 
Pharmacist 

Alzheimer’s 
Society 

Practice 
Pharmacist Dietitian Practice 

Pharmacist 

8 Pharmacist 
tech 

Pharmacist 
tech 

Pharmacist 
tech 

Pharmacist 
tech   
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Primary Care Contracts Sub-Committee 
11 November 2025  
 
Title of report North East London Strategic Commissioning Framework for 

Primary Medical Services  
Author Alison Goodlad, Deputy Director, Primary Care 

Commissioning 
Presented by Alison Goodlad, Deputy Director, Primary Care 

Commissioning 
Contact for further information alison.goodlad@nhs.net 

Executive summary The purpose of this paper is to provide a framework for 
commissioning primary medical services in NEL, that 
addresses some of the current risks and issues experiences 
during recent procurements and enables us to commission 
high quality sustainable services for the future that align with 
Provider Selection Rules (PSR) rules and are compatible with 
the neighbourhood model, as outlined in the Ten Year Plan.  
It will cover the types of contractual arrangements to be 
considered, mitigations to be put in place, future primary care 
contractual models and developing the provider market.   
 
As the national direction around neighbourhoods and new 
provider models are made clearer NEL is developing the 
Primary Care Strategy, and this framework will be revisited 
and updated to complement the evolving system and 
strategy.  

Action / recommendation The primary care contracts sub-committee is asked to 
Endorse the framework, recognising that as the national 
direction around neighbourhoods and new provider models 
are made clearer and as NEL develops the Primary Care 
Strategy, this framework will be revisited and updated to 
complement the evolving system and strategy.  

Previous reporting N/A 

Next steps/ onward reporting NEL Procurement Oversight Group for final approval on 21 
November 

Conflicts of interest Any GPs present are conflicted which will be managed 
through the processes in place for the Sub-Committee 

Strategic fit Which of the ICS aims does this report align with?  
• 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 

The proposed approach will help to avoid inequalities and 
complications for the provision of local services where you 
have a cross-boundary provider, thereby making it easier to 
identify and address local health inequalities. 

Has an Equalities Impact 
Assessment been carried out?  

N/A 

Impact on finance, performance 
and quality 

The paper sets out a proposal to ensure we secure good 
quality providers of primary medical services when we need 
to reprocure a list or a list becomes vacant.  

Risks The paper sets out an assessment of the benefits and 
disadvantages, risks and challenges of different contract 
types. 
It sets out a proposal to mitigate the risks of cross-boundary 
issues when securing a new provider and to mitigate the risks 
when limiting procurement of a practice as a co-site of an 
existing practice to providers with the same Place. 
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North East London Strategic Commissioning Framework for Primary Medical Services  
 
1.0 Introduction 

 
1.1 NHS NEL is bold in our ambition for how primary care should look and feel. Within 10 

years we aim to have transformed primary care – in line with the government’s Ten 
Year Plan ‘Fit For The Future’ – tailored to NEL, our providers and our residents.   
Key to this ambition, will be ensuring that we commission high quality primary care 
providers, responsive to local needs and embedded in local neighbourhoods working 
in an integrated way. 
 

1.2 The purpose of this paper is to provide a framework for commissioning primary 
medical services in NEL, that addresses some of the current risks and issues 
experiences during recent procurements and enables us to commission high quality 
sustainable services for the future that align with Provider Selection Rules (PSR) 
rules and are compatible with the neighbourhood model, as outlined in the Ten Year 
Plan.  It will cover the types of contractual arrangements to be considered, 
mitigations to be put in place, future primary care contractual models and developing 
the provider market.   
 

1.3 As the national direction around neighbourhoods and new provider models are made 
clearer and as NEL develops the Primary Care Strategy, this framework will be 
revisited and updated to complement the evolving system and strategy.  
 
 

2.0 NEL Provider Landscape and contract type 
 
2.1 We currently hold 260 contracts for primary medical services in NEL.  The 

breakdown by contract type and place is outlined below: 
 

Number of contracts 
  PMS GMS APMS 

Barking & 
Dagenham 7 20 4 

City & Hackney 8 24 5 
Havering 13 24 3 
Newham 20 18 5 

Redbridge 10 28 1 
Tower Hamlets 0 25 5 
Waltham Forest 19 17 3 

NEL Special 
Allocation Service 0 0 1 

    
Total 77 156 27 
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2.2 The average list size in North East London has grown considerably over recent years 
to 9,536 and a median list size of 8,458 (as at June 2025) although this is lower than 
the national average of 10,285 and national median of 8,970.  Average list size varies 
considerably across NEL places with Tower Hamlets having the highest (13,144) and 
Havering the lowest (7,653).  

 

Place 
Average List 
Size Q2 24/25 

Barking & Dagenham 8371 
Havering 7653 
Redbridge 9270 
City & Hackney 9492 
Tower Hamlets 13144 
Newham 10978 
Waltham Forest 8529 
NEL 9536 

 
2.3 Historically, where contracts have been terminated, handed back or come to an end, 

we have either dispersed the list where it is small and there is local capacity to 
absorb or reprocured the list using an APMS contract.  Over the past year, we have 
expanded our options for commissioning primary medical services and reprocured 
two small lists, where dispersal was not appropriate as a co-site to an existing 
GMS/PMS practice, creating a new merged practice.    

 
 
3.0 Contract Types 
 
3.1 There are key differences between GMS/PMS practices and APMS that need to be 

taken into consideration when considering the type of contract to commission.  These 
are outlined below. 

 
Contract 
Type 

GMS/PMS APMS 

 (The most significant difference between the two is that a GMS contract can be 
held by a partnership, but a PMS contract is held by individuals) 

Service 
requirements 

Essential services are mandatory.  
National Enhanced Services and 
Local LIS/LES are voluntary 
No real flexibility to mandate services 
into the contract 

Provides flexibility as to 
service requirements.  
Can mandate enhanced 
services or other services. 

Contract 
length 

In perpetuity Fixed term contract with 
potential for extension 
In recent years, we have 
commissioned on 5+5+5 
basis to give continuity, 
but there is flexibility 
around contract length. 
APMS is also used for 
caretaking contracts 
which are generally 
around 1- 2 years. 
 

45



 

 

5 

Termination No provision to terminate GMS ‘at 
will’ by the Commissioner (only by 
agreement or ‘with cause’).  PMS can 
theoretically be terminated at will with 
6 months’ notice. 

No right to include at will 
but can be included in 
contract documentation 

Who Can 
Hold 
Contract? 

An individual medical practitioner OR 
2 or more partners/individuals where 
at least one is a medical practitioner 
and the rest are from the ‘NHS family’ 
OR 
A company limited by shares where 
at least one is owned by a general 
medical practitioner and the rest are 
owned by individuals from the ‘NHS 
family’ 
 

The NHS Act does not 
have any restriction on 
who can and can’t hold an 
APMS contract (only that 
they are a fit and proper 
person). 

 
 
4.0 Assessment of the benefits and disadvantages, risks and challenges of 

different contract types 
 

 Benefits Disadvantages, risks and 
challenges 

APMS • Gives the greatest 
flexibility and allows the 
commissioner to 
mandate services to be 
provided by the 
Commissioner including 
LIS/LES 

• Opportunity to review 
performance and the 
service model at contract 
break points and decide 
whether to continue with 
the contract 

 

• Time limited, and the need to 
reprocure can mean disruption in 
continuity of service provider for 
patients 

• Locally set APMS risk premium of 
£5 per weighted patient compared 
to GMS means that APMS 
contracts are more expensive 

GMS/PMS • Permanent contracts 
provide sustainability and 
longevity and give 
greater continuity to 
patients  

 
• Advertising a list as an 

additional site to an 
existing practice means 
that a practice list that 
would not be viable to 
procure as a stand-alone 
practice can still continue 
as a co-site 

 

• No real flexibility to build additional 
requirements into the contract or 
mandate the provision of LIS/LESs 

 
• The need to offer a practice as a 

co-site to all providers in the ICB 
has raised a number of issues and 
challenges. Following discussions 
with the Procurement Team, the 
proposal is to focus the 
competitive process to a local 
borough (Place) geography. This 
willer quire the conditions and 
justification to be robust and 
upfront  
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• Challenging to terminate contract 
where there are performance 
concerns  

 
• Restrictions as to who can hold a 

contract and the fact that they are 
in perpetuity mean that procuring a 
contract as GMS/PMS could be 
open to challenge from the market 

 
 
5.0 Learning arising from the recent procurement of practices as a co-site to an 

existing practice 
 
5.1 Alderbrook Medical Centre in Redbridge and Frances Road Medical Centre in 

Waltham Forest have both been recently procured as co-sites to existing GMS/PMS 
practices creating a new merged practice. 

 
5.2 In the case of Alderbrook, this was a practice in a geographically isolated area with a 

small list of 5,000 patients.  Following a strategic commissioning review and 
stakeholder engagement, it was clear that dispersal of the list was not an option, and 
the list was too small to be viable as a stand-alone APMS practice.   Following a 
procurement process, the list was merged with Richmond Road Practice in City and 
Hackney and became a single list.   

 
5.3 Redbridge and City and Hackney have a significantly different range of Local 

Incentive Schemes and Local Enhanced Services (LIS/LESs) available to their 
practices and patients. Following procurement, Richmond Road practice wanted to 
retain the same City and Hackney LIS/LESs for the whole practice population at both 
sites based on equity for the practice list, simplicity and reducing the burden on staff.  
This means that although the practice population will have access to the same 
services, the patients at Aldersbrook will have access to different services to the rest 
of the local population in their neighbourhood and place.   

 
5.4 In the case of Frances Road, following procurement, the list was merged with 

another practice in Waltham Forest, meaning that patients still had access to the 
same LIS/LESs. 

 
5.5 In both of the cases above, the co-sites are in different Primary Care Networks to the 

practices that have merged with them. This has led to challenges for the merged 
practices and the different PCNs to manage and agree changes in services, 
workforce and funding. This has been even more pronounced with the cross-borough 
practice, as shown for Aldersbrook above. To date the issues have not yet been 
appropriately resolved and the practice is having to operate the Aldersbrook site 
almost independently due to these differences. Discussions and negotiations are 
ongoing and the aim is to get to a resolution by the start of next financial year (2026).  

 
5.6 When NEL was procuring the co-site lists, the Provider Selection Regime rules were 

new and the intention was to make the process fair and transparent. The initial 
guidance from our Procurement Team was that we should not appreciably restrict the 
market without good justification otherwise the risk of challenge becomes much 
greater. In the examples above we were able to make the case to restrict the 
procurements to GMS/PMS practices within NEL ICB.   
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5.7  This approach means that there is always the potential for the new provider to be 

from a different PCN and Place (borough) within NEL, hence causing inequalities and 
complications for the provision of local services as described above.  

 
5.8 In the longer term, as we move to an equalised NEL LIS offer, the difference across 

Place (boroughs) will become less of a problem. However the issues of moving a 
practice list to another PCN remains. As we await the transition to neighbourhoods 
and integrated care organisations and localities there is a need to develop a 
framework for the commissioning of primary medical services in North East London 
that will help to address these risks. 

 
 
6.0 Proposed approach to commissioning primary medical services where there is 

a vacant list  
 
6.1 In line with the current process, when a practice list becomes vacant, or we are 

commissioning a service for a new site as a ‘zero list’ procurement, a strategic 
commissioning template will be completed, providing information on practice 
demographics and performance and assessing the different options available to 
come up with a recommendation to be approved at the NEL Primary Care Contracts 
Sub Committee and the Procurement Group.   Decisions would be made on a case-
by-case basis and the options and rationale under consideration would be:  

 
6.2 Procurement as an APMS practice under a PSR competitive process – to be 

used where is the list is over the NEL median list size of 8,500 patients and there are 
suitable premises to provide services.  It can also be used to procure two smaller 
vacant practices in the same Place under a new merged list across two sites.  In 
addition, this can also be used for the establishment of a new practice in an area of 
significant new population growth, with an additional ‘zero list’ premium payment in 
line with the ICB’s policy to provide support with the costs of providing the service 
while the new list is built up. 

 
6.3 Dispersal – where a list is under the NEL median list size of 8,500 patients and there 

is sufficient capacity within local practices to absorb the list and/or there are no 
suitable premises available.  

 
6.4 Procurement as an additional site to another NEL practice under a PSR 

competitive process and merger - this will still be considered as an option but only 
in exceptional circumstances where all other options have been exhausted, where a 
list is under the NEL average of 8,500 patients, there are suitable premises, it has 
been demonstrated through a capacity survey that there is insufficient capacity to 
absorb the list locally and/or the practice is in an isolated geographical location. 
Following the learning from the existing additional site procurements and further 
discussions with the Procurement Team, should such an option be pursued, the 
procurement could be restricted to local practices within a defined Place geography 
in NEL. However there must be robust, transparent and auditable justification for this 
approach agreed in advance, and this will be required for the Prior Information Notice 
(PIN) that is published to make the market aware of the intentions of the 
commissioner. 
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7.0 Measures to put in place when procuring a practice as an additional site to 
another NEL practice under a PSR competitive process and merger 

 
7.1 Learning from the recent experiences, opening procurements to providers across all 

of NEL could and have resulted in misaligned accountability, where oversight sits 
outside the borough, reducing local control. An “external provider” will face significant 
integration challenges, delaying service delivery, reducing efficiency, and impeding 
cohesive multidisciplinary care. A practice from a different borough would likely have 
to operate independently due to differing PCN boundaries and funding streams, 
making seamless integration difficult.  

 
7.2 To help mitigate the risks of cross-boundary issues, we propose to put in the 

following rationale that must be considered when undertaking a competitive process 
for local practices within a Place geography.   

 
• System Integrity: Limiting procurement to Place-based providers must help 

maintain the integrity of the local system and to ensure that new services 
reinforce, rather than fragment, the existing primary care and neighbourhood 
infrastructure. 

• Alignment with Local Needs: Borough-specific mapping allows GP services to 
better reflect local demand and patient catchments, enabling more effective 
population health management and targeted interventions. 

• Integration and Collaboration: Place’s neighbourhood-based service model 
relies on close collaboration between local community teams, Adult Social Care, 
Mental Health, Wellness services, and voluntary sector organisations. These 
teams are usually co-located, co-trained, and co-working within local PCN 
boundaries, creating an integrated environment that would be challenging for an 
external provider to replicate quickly. 

• Local Accountability: Keeping procurement within a Place boundary ensures 
direct oversight and accountability within the borough’s governance framework, 
supporting responsiveness to population needs and coherence with ongoing 
transformation efforts. 

• Workforce and Sustainability: A locally embedded provider will already be 
supporting workforce retention, community wealth building, and service 
sustainability, strengthening GP practices and community providers rather than 
competing with them. 

7.3  Using this rationale will also mean that any practice bidding will be required to have a 
local focus. Also, it is anticipated that there will already be alignment and 
collaboration with the local PCNs to ensure a good basis for the emerging 
neighbourhood models. 

 
7.4  The Commissioning Intentions and Memorandum of Information (MOI) will make it 

clear from the outset that if the successful bidder is from a different PCN, they will 
need to liaise with the PCN of the practice they are bidding for and their own PCN to 
put appropriate arrangements in place once awarded the contract. They would be 
encouraged to engage and get support from their own PCN that they are bidding and 
how the PCN would manage this if they were successful, before submitting a bid.  
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8.0 New contractual options for primary medical services as set out in the Ten 
Year Plan  

 
8.1 The Ten Year Plan states that where the traditional GP partnership model is working 

well, it should continue, but an alternative model will be created.  It set out proposals 
for new contracts that will encourage GPs to work across larger geographies, 
supporting new neighbourhood providers and enabling more resilient, flexible 
services (eg shared back-office functions, flexing capacity across practices). 

 
8.2 Two new types of contracts will be introduced. One will establish single 

neighbourhood providers, serving populations of approximately 50,000 people; the 
other will create multi-neighbourhood providers, covering populations of around 
250,000 people. These providers will support and coach individual practices facing 
challenges with performance or finances, and, where necessary, will step in and take 
over to ensure continuity and quality of care.   

 
8.3 Once further detail is available, we can consider how these might offer new 

opportunities for primary care service delivery in North East London, within the local 
context of our emerging neighbourhood landscape. 

 
 
9.0 Provider Development and Diversifying the Market 
 
9.1 Recent procurements have demonstrated dominance by a small number of providers 

becoming successful in being awarded contracts.  These are generally providers that 
hold multiple contracts.  We would aim to broaden the provider base, ensuring a 
diverse and competitive market, reducing the risk of relying on a small number of 
larger providers and support local providers to compete in the market. 

 
9.2 We will scope out what support local providers might need when bidding for APMS 

contracts and explore the possibility of providing independent training and support to 
local providers on bid writing to enable them to compete successfully in the market. 
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Executive 
summary 

The Primary Care Commissioning Plan sets out a phased strategy to 
improve access, experience, and outcomes for north east London 
residents. It prioritises reducing health inequalities, supporting vulnerable 
groups, and integrating neighbourhood-based care. Key actions include 
workforce expansion, digital transformation, and standardised, outcomes-
focused commissioning. The plan addresses rising demand, funding and 
workforce challenges, and aims for sustainable, high-quality services 
through continuous improvement and collaboration. Robust monitoring and 
targeted interventions will ensure delivery aligns with organisational 
objectives and responds to local population needs. Brief summary of the 
key points/messages in the report 

Action / 
recommendation 

The Committee is asked to endorse the report, support the strategic 
direction, note the strategic alignment to the system strategy and 
risks/mitigations outlined 

Previous reporting The plan has previously been shared with: GP Provider group; Newham 
Primary Care Transformation Group and the Digital Strategy Group 

Next steps/ 
onward reporting 

A comprehensive communication plan is in development to share with a 
wide range of committees/groups including: the remaining Dental; 
Optometry and Community Pharmacy Provider Groups; Borough/Place 
Primary Care Transformation Groups and local and individual borough 
Local Medical Committees 

Conflicts of 
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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 

Impact on Local People 
• Better Access & Experience: More appointments, improved face-to-

face and digital options, and increased patient feedback opportunities. 
Services will be tailored to local needs, especially for deprived and 
vulnerable groups, including people experiencing homelessness. 
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• Neighbourhood Approach: Primary care will work with community 
teams to provide joined-up, person-centred support, especially for 
those with complex needs. 

Reducing Health Inequalities 
• Targeted Interventions: Data-driven focus on priority health needs 

(e.g., diabetes, CVD, mental health), with efforts to reduce variation in 
outcomes and experience across areas and groups. 

• Equitable Services: Commissioning ensures all communities have 
access to high-quality care, with extra focus on deprived and high-need 
populations. 

• Prevention: Increased emphasis on prevention, early detection, and 
closing gaps in uptake of immunisations and screenings. 

Improving Sustainability 
• Workforce & Digital: Investment in growing and developing the 

workforce and expanding digital tools while addressing digital 
exclusion. 

• Efficient Funding: Outcomes-based contracts and resource allocation 
to ensure long-term viability. 

• Infrastructure: A 10-year estates plan to support future service 
delivery. 

Has an Equalities 
Impact 
Assessment been 
carried out?  

The commissioning plan provides an overview on a multitude of projects 
and initiatives that will require equality impact assessments. These 
assessments will be conducted using NHS NEL's standard processes to 
ensure that the needs of diverse patient populations are considered and 
addressed. 

Impact on finance, 
performance and 
quality 

Financial implications: The plan requires over £700m annual investment, 
with a shift to outcomes-based contracts and targeted funding for areas of 
greatest need. There are risks from funding uncertainty and workforce 
costs, but the approach aims to ensure long-term financial sustainability 
and value for money through efficient resource allocation and reduced 
duplication. 
Performance implications: Performance will be closely monitored using 
appointment volumes, patient satisfaction, workforce data, and digital tool 
uptake. The plan addresses rising demand, workforce challenges, and 
variation in service quality, aiming for continuous improvement and 
targeted support for underperforming practices to ensure services meet 
local needs and adapt to change. 
Quality implications: Quality will be assured through CQC ratings, QOF 
achievement, patient experience metrics, and the Learning from Patient 
Safety Events platform. The plan emphasises a highly trained workforce, 
evidence-based practice, and continuous improvement, aiming to deliver 
safe, high-quality care and reduce unwarranted variation across all primary 
care services. 

Risks Key risks to delivery of the plan include funding uncertainty, workforce 
recruitment and retention challenges, provider market fragility, estates and 
infrastructure issues, and rising demand and capacity pressures.  
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1.0 Introduction/ Context/ Background/ Purpose of the report 
1.1 The North East London Integrated Care Board (NEL ICB) Primary Care 

Commissioning Plan sets out the strategic direction for primary care services across 
north east London. The purpose of this report is to inform the Primary Care Contracts 
Sub-Committee of the current state, challenges, and future intentions for 
commissioning, with a focus on improving outcomes, reducing inequalities, and 
ensuring sustainability. The plan responds to the needs of a fast-growing, diverse 
population with significant health inequalities and deprivation. It aims to assure the 
committee that the proposed approach will address these challenges and support the 
delivery of high-quality, accessible care.  

 
1.2 The Committee is asked to endorse the report, support the strategic direction, note 

the strategic alignment to the system strategy and risks/mitigations outlined. 
 
1.3 The plan is closely aligned with the ICB’s overarching aims of improving health 

outcomes, reducing inequalities, and ensuring sustainable, high-quality care for all 
residents. It does this by embedding a population health approach, focusing on 
prevention, access and digital inclusion, and targeting resources to areas of greatest 
need. The plan also supports the ICB’s strategic priorities through its emphasis on 
workforce development, financial sustainability, and continuous quality improvement, 
all underpinned by robust monitoring engagement with patients and stakeholders. 
This ensures that primary care acts as the foundation for neighbourhood-based, 
integrated care, directly supporting the ICB’s corporate objectives 

 
2.0 Key messages  

• The plan sets out a phased, strategic approach to transform and strengthen 
primary care across north east London, focusing on equitable access, improved 
health outcomes, and sustainability.  

• It prioritises reducing health inequalities, especially for deprived and vulnerable 
groups, through targeted commissioning, neighbourhood integration, and 
enhanced prevention.  

• Investment in workforce, digital transformation, and estates is central to delivering 
high-quality, accessible care and supporting future growth.  

• Key risks include funding uncertainty, workforce challenges, provider market 
fragility, and rising demand, all of which align with Board Assurance Framework 
risks and require ongoing monitoring and mitigation.  

• The plan supports organisational objectives by embedding continuous 
improvement, patient and staff engagement, and robust assurance processes to 
ensure delivery and accountability. 

 
3.0 Main body of report 
3.1 Purpose and Strategic Alignment 

The plan sets out a phased transformation of primary care across north east London, 
fully aligned with ICB organisational strategy and national/local commissioning 
intentions. It aims to improve access, quality, and sustainability for all residents, with 
a core commitment to putting patients first and reducing health inequalities. The 
approach is population health-driven, supporting the NEL Outcomes & Equity 
Framework and integrating with wider system strategies. 
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3.2 Impact and Scope 
The plan covers all aspects of primary care—GP, pharmacy, optometry and dental—
ensuring comprehensive, accessible, and continuous healthcare. It prioritises: 
• Improved access and patient experience, with a 2% increase in overall 

satisfaction and a focus on reducing variation across practices. 
• Targeted commissioning for deprived and vulnerable groups, including Safe 

Surgeries and specialist homeless health services. 
• Digital inclusion, medicines optimisation, and neighbourhood development, 

supporting integrated, person-centred care. 
• Investment in IT, digital tools, and a 10-year estates strategy to ensure facilities 

and infrastructure are fit for future needs. 
 

3.3 Key Metrics and Performance Indicators 
• Over £700 million invested annually in primary care contracts, supporting 260 GP 

practices, 48 PCNs, 197 dental practices, 220 optical practices and 368 
pharmacies. 

• 93% of GP practices rated Good or Outstanding by CQC. 
• Performance tracked via appointment volumes, access metrics, patient 

satisfaction, workforce data, digital tool utilisation, and uptake of preventive 
services. 

• Quality and safety monitored through CQC ratings, QOF, and the Learning from 
Patient Safety Events platform. 

 
3.4 Delivery, Monitoring, and Patient Focus 

Patient experience is central, with robust engagement, feedback mechanisms, and 
continuous monitoring to ensure services adapt to local needs. Delivery is measured 
and tracked through transparent reporting, regular contract review, and alignment 
with the Board Assurance Framework. The plan’s phased approach ensures ongoing 
improvement, sustainability and equitable outcomes for all communities. 

 
4.0 Risks and mitigations  
 
4.1 Key Risks 

• Funding uncertainty (eg SDF and national allocations)  
• Workforce recruitment and retention challenges (outside of our control)  
• Provider market fragility and change management  
• Provider development – premises  

 
4.2 Mitigations 

• Engagement with NHSE on funding stability and flexibility  
• Targeted support for high-need practices and populations  
• Investment in digital inclusion, literacy and workforce development  
• Collaborative and active provider/public engagement and phased implementation  
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5.0 Conclusion / Recommendations  
5.1 The plan concludes that north east London’s primary care system is on a journey of 

transformation, with a clear commitment to improving access, quality, and health 
outcomes for all residents. It recognises ongoing challenges—such as health 
inequalities, workforce pressures, and funding uncertainties—but sets out a phased, 
strategic approach to address these, underpinned by robust monitoring and 
continuous engagement with patients and stakeholders. 

 
5.2 The Committee is asked to endorse the report, support the strategic direction, note 

the strategic alignment to the system strategy and risks/mitigations outlined. 
 
 
6.0 Attachments 
 

Appendix 1 NEL ICB Primary Care Commissioning Plan  
 
 
27 October 2025 
Carl Edmonds Deputy Director of Programmes 
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NEL ICB Primary Care Commissioning Plan 

 

1. Current Situation 

 

Primary Care Community, User, and Carer Feedback 

Our residents have multiple avenues to provide input to, and feedback on all primary care 
services including general practice, dental, optometry and community pharmacy. This includes 
a resident voice on our provider groups and in our practice’s patient participation groups, 
engagement with Healthwatch and local forums. We also include the resident voice in our 
review of services, to ensure that impact on patients of any proposed changes is identified, 
understood and accounted for.  

Residents can also share feedback and raise concerns directly with the ICB through dedicated 
communication channels – including our complaints process, and a new feedback route related 
to NHS England’s You and Your General Practice. These are reviewed and considered on an 
individual basis to make immediate change, and analysed strategically to input to service 
reviews, developments and other transformation efforts. 

The latest patient survey results show, for overall experience of general practice, NEL has 
increased by 2 percentage points, which is more than most other ICSs in London, and more 
than the national increase of 1 percentage point. However, NEL remains below most other ICSs 
and below the national average. There is also wide variation between practices and Places.  

Access is the top concern in primary care; we are seeing a general trend of increasing 
appointments, increasing number of face-to-face consultations over other modes, against a 
general trend toward use of digital/online NHS services (for accessing information, booking 
appointments etc). We also see a slight increase in the number of patients accessing pharmacy 
instead of their general practice, and more so than other NHS services. 

Feedback suggests there is more to be done overall to improved access, experience, continuity 
of care, and digital inclusion, as well as to reduce variation in patient experience and outcomes 
across Places, with particular challenges in our deprived and diverse communities. 

 

Population health needs 

NEL has the fastest-growing and most diverse population in London, with significant health 
inequalities and high levels of deprivation. 

Our population health insights dashboard, along with our Primary Care Network (PCN) 
population profiles, provide us with data on general health status, demographics, health 
conditions, and per capita healthcare usage of the registered population of each individual 
PCN, each Place, and the population of NEL. 

From this data we can see our priority population health needs relate to long-term conditions 
(specifically diabetes, CVD and respiratory disease), obesity, mental health, and frailty and 
dementia. However, there is significant variation across PCNs and Places. 

There is also a need for medicines management and optimisation across primary care, to 
ensure patients can access and understand the right medications they need to manage their 
illnesses appropriately, effectively and safely. This is particularly pertinent to long term 
conditions, Covid medicines, anticoagulation services, and weight management medicines. 
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We are committed to addressing the needs of homeless people and other vulnerable groups 
through a phased and strategic approach. In 2026/27, we will enhance accessibility and 
inclusion across all general practices by rolling out the Safe Surgeries programme, using existing 
contract levers and support from the Training Hub to ensure that practices are equipped to meet 
the needs of people experiencing homelessness. This will focus on making mainstream primary 
care more welcoming and accessible, reducing barriers to registration and care, and embedding 
best practice for inclusion health. From April 2027, this approach will be further strengthened by 
commissioning a service to provide specialist homeless health services and outreach across all 
seven boroughs of NEL. Until this new service is in place, current APMS and outreach contracts 
will continue to operate, ensuring continuity of care. This two-stage approach will ensure that 
both universal and specialist primary care services are responsive to the complex needs of 
homeless people, supporting our wider ambition to reduce health inequalities and improve 
outcomes for vulnerable populations in line with our outcomes and equity framework and local 
commissioning priorities. 

 

Performance, Quality, Safety, Workforce, and Finance 

Performance, quality and finance are crucial cornerstones of the plan to ensure the delivery of 
high-standard services while maintaining financial sustainability. By focused investment, the 
plan supports a wide range of services and aims to enhance patient outcomes through 
continuous quality monitoring, workforce development and efficient resource allocation. 

Primary care investment in NEL exceeds £700m per year, supporting 260 GP practices, 48 
PCNs, 197 dental practices, 220 optical practices, and 368 pharmacies. 

Workforce data shows modest growth in GPs, nurses, and ARRS roles, but ongoing challenges in 
recruitment, retention, and skill mix. 

Quality and safety are monitored via CQC ratings, QOF achievement, Quality in Optometry, 
Pharmacy Quality Scheme, and patient experience metrics (using CQC, local and national 
reports). 

There will be future opportunities to better understand and monitor safety via the Learn From 
Patient Safety Events platform (LFPSE) as our primary care organisations in NEL register for an 
individual organisational account and report patient safety events in line with the new primary 
care patient safety strategy.   93% of our GP practices are rated Good or Outstanding, with just 
5% as Requires Improvement and less than 2% as Inadequate. 

 

Demand, Capacity, and Knowledge Gaps 

Demand and capacity pressures are evident, with rising consultation rates, increased 
complexity, and variable digital adoption. 

Forecasts indicate continued population growth and rising demand for primary care, especially 
in under-doctored and deprived areas. 

Gaps remain in digital access, workforce resilience, and integration with community and mental 
health services; and we see wide variation in funding allocation across NEL, as well as in quality 
of estates and availability of space – all areas of focus for the future. 
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Funding 

Our current primary care funding consists of: 

• £446m delegated budget for general practice 
• £170m delegated budget for dentistry 
• £49m delegated budget for pharmacy 
• £24m delegated budget for optometry 
• £50m local funding for primary care services 
• £4m support and transformation funding 

 

2. Headline Goals for Primary Care Commissioning 

Primary care services encompass general practice, dental, optometry, and community 
pharmacy services, providing accessible, comprehensive, and continuous healthcare to 
individuals and communities. 

NEL is already on a journey of transformation and improvement, to maximise use of digital 
resources, improve and increase access, and grow and enhance the primary care workforce. 
Our new commissioning plan will extend and stretch these goals further. 

Over the next twelve months, we will develop and implement a new primary care strategy for 
North East London, ensuring primary care is the foundation of neighbourhoods, resourced and 
operating as effectively as possible to improve and sustain care provision, ultimately improving 
patient health outcomes.  

We will do this across three phases: 

 What we’ll do 

Phase 1: 
Month 1 to 3 

Discover 

• Consider good practice within NEL primary care – where we see positive or 
improving patient outcomes, what has led to this, can it be replicated/scaled, what 
are the enablers for this 

• Explore examples of good practice and innovation outside NEL – what has worked 
elsewhere, how could it be applied to NEL 

• Consider how we ensure primary care really is the foundation of neighbourhoods 
and hold to keep our stakeholders involved 

• Investigate how we make best use of our workforce capacity to meet demand 

• Examine how to improve, and get the most out of, the capability of primary care, 
our providers and our workforce 

• Explore how we improve, maintain and sustain quality in primary care 

• Consider how we best manage provider performance, liaising where appropriate 
with NHSE who are directly responsible for GP and Dentist performance concerns 
and the CQC as the Regulator  

• Consider how new contractual options for primary medical services might offer 
new opportunities for service delivery within the context of the emerging provider 
landscape.   

• Consider how primary care contracts operate alongside/within  new 
neighbourhood contracts (core contracts will remain with the ICB but some local 
contracts commissioned from neighbourhood providers) 

58



4 
 

• Investigate what is, could be, and should be, the role of at scale primary care 
providers (eg Federations) in NEL 

• Explore what infrastructure (premises, digital etc) and similar enablers are required 

• Consider the workforce need, and training and development requirements for 
primary care going forward  

• Consider the level of investment required to drive through our strategic and priority 
changes  

Phase 2: 
Month 4 to 9 

Develop 

 

• Use the learning from Phase 1 

• Select the best options that will work for NEL 

• Develop our strategic commissioning framework, using a population health 
management and outcomes-based approach that helps reduce inequalities and 
supports population-based delivery 

• Identify resources and enablers 

• Identify how we will get to where we need to be 

• Work actively and transparently with our partners and stakeholders in the design 
and development of services and new ways of working 

• Take a strategic approach, aligning with other strategies (neighbourhoods, UEC, 
acute etc) and integrated with wider system same day access, 111 and out of hours 

• Identify impact (positive and negative) within and outside of primary care 

Phase 3: 
Month 10 +  

Deliver 

 

• Establish a transformation portfolio to implement a series of improvement 
schemes that deliver on primary care objectives, population need, clinical need 
and intervention. 

• Agree transformation projects in partnership with measurables, milestones and 
identified resource. 

• Embed structures and processes aligned to system architecture that facilitates 
accountable and timely decision making and project oversight. 

• Utilise a delivery dashboard aligned to the ICB and primary care outcomes 
framework 

• Ensure close working with the business informatics and population health teams to 
measure and report on performance and outcomes 

 

Within this primary care strategy, we will embed our emerging primary care commissioning 
framework, which will focus on the following domains and outcomes: 

• Service delivery: Ensuring we commission and deliver the right services to the right 
patients, with an increased focus on prevention, and using a population health 
approach aligned to the NEL outcomes and equity framework. Our contracts will be 
reviewed for fitness for purpose, reducing variation, creating efficiency, increasing value 
for money and ensuring the right delivery model based on population demographics. 
Embedding primary care at the heart of neighbourhood service delivery, supporting 
primary care to plan delivery to meet their population needs in their neighbourhood, 
focussing on health inequalities and sustainability of high quality primary care services.  
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• Clinical quality: A highly trained workforce, providing a high-quality service, with a 
quality improvement approach, and an evidence-based approach and process for 
managing risk/safety, in line with the new NHS primary care patient safety strategy and 
requirements set out for general practice to register and report on the new Learning from 
Patient Safety Events (LFPSE) platform. 

• Patient clinical outcomes: Embedding the NEL long term conditions framework within 
our primary care service specifications, reducing variation and continually reviewing all 
our services to ensure they focus on health outcomes, and including or contribute to 
prevention. This approach will also help us address health inequalities by reducing 
unwarranted variation. 

• Access: Commissioning and supporting appropriate modes of access to primary care 
(including those with specific needs, eg interpreting services, digital illiteracy), 
increasing the correct appointment availability to the right healthcare professional in the 
right setting, at the right time. 

• Maximise the Contribution of Community Pharmacy, Dentistry and Optometry - 
Building collaboration to contribute to the strategic direction of NEL primary care and 
delivery of services to support prevention and accessible care, in particular: 

 Health education and supporting self care 
 Early detection of unmanaged health problems 
 Working with PCNs as part of a wider network. 

• Workforce: An expanded, highly trained and motivated workforce, working at the top of 
their licence to deliver increased services and appointments to an increased 
population, underpinned by effective leadership and collaborative working. 

• Funding - viability of primary care at practice, PCN and Federation level: Sustainable 
funding levels, allowing for sustainability of service delivery, and focussed on areas of 
greatest need. 

• Estates - develop a 10 year estates plan for general practice to understand historical 
patterns of investment, principles for capital investment, developing a medium-term 
financial strategy for investment and principles for how to work with others 

Our goals are mapped to the NEL Outcomes & Equity Framework, supporting indicators such as 
cancer screening rates, childhood immunisation, long-term condition management, patient 
experience, and workforce metrics. And are planned against projected population growth and 
changing demographics. 

With the above in place, enabled through appropriate contracts, digital support and funding, 
utilising a quality improvement approach tailored to the needs of primary care and continuous 
learning approach, our residents will see improved access, experience and quality, with 
reduced variation. 

 

3. Commissioning Intentions 

Our primary care commissioning intentions are informed by population health needs, strategic 
priorities, and the outputs of our Commissioning Review Programme. They are designed to 
deliver impact in years 1–3, with a clear direction of travel for years 4–5 and are explicitly aligned 
to the three system shifts. Our plans impact all ages and communities unless this is specifically 
referred to in the table.
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Commissioning Priorities  Outcome  Indicators  Equity consideration 

1. Primary care commissioning framework 

Develop our primary care commissioning framework within 
our new primary care strategy for NEL. 

A comprehensive primary 
care strategy that will 
ultimately improve health 
outcomes, as well as access 
and experience. 

  

2. National commissioning 

General practice – ensure provision is in place for the whole 
of the population for core general practice services (GP 
practice commissioning)  

Pharmacy – ensure provision is in place for the whole of the 
population for core pharmacy services, including PF 

Optometry – ensure provision is in place for the whole of the 
population for core optometry services 

Dental – ensure provision is in place for the whole of the 
population for core dental services, as well as acute, urgent 
and OOH care 

Medicines – Tirzepatide for weight management, led by the 
medicines optimisation team and supported by primary 
care 

Immunisations - Increase uptake (especially in children to 
meet WHO targets) and reduce variation across NEL by 
raising awareness and confidence. Ensure vulnerable older 
adults (in care homes or housebound) have timely access to 
the full range of eligible vaccines. 

 

Patients can access high 
quality primary care services 
where and when they need 
them 

Primary care contributes to 
all of the outcomes in the 
NEL outcomes framework 

Access numbers - GP appointment 
availability (within 14 days) 

Patient satisfaction - Patient 
satisfaction with access to 
healthcare services 

Immunisation coverage rates 

Rates of tooth extractions 

Cancer diagnosed at early stage 
(Stage 1&2) 

% hypertension cases detected and 
managed 

Uptake of preventive health 
services (vaccinations, screenings, 
NHS Health Check) 

Early detection of long-term 
conditions, frailty (eg AF, stroke etc)   

Screening uptake gaps by 
deprivation quintile 

 

Services commissioned 
to cover the whole 
population equitably, 
allowing equality of 
access and experience 

3. NEL Local commissioning 

Our local commissioning will provide a consistent, 
equitable, and outcomes-focused offer across NEL, with 

Improved access, reduced 
waits 

Access numbers 

Patient satisfaction 

 

Target deprived / 
underserved 
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services tailored to the needs of patients within each Place 
and neighbourhood, focussing on health inequalities and 
vulnerable groups. 

Local enhanced services will be reviewed in line with our 
commissioning review programme 

Local incentive schemes will be reviewed in line with our 
commissioning review programme 

LTC framework will be embedded within primary care 
commissioned services (Y1 to Y5) 

Our Same Day Access model will be revised and firmly 
embedded within primary care 

Primary care will lead and support neighbourhood 
development and delivery 

Medicines optimisation initiatives will improve population 
health, management of LTCs and patient centred services 

Improved management of 
LTC leading to improved 
outcomes  

reduced admissions 

High service quality  

value for money 

Dedicated and standardised 
service across NEL, 
improved management of 
LTC 

% hypertension cases detected and 
managed 

Diabetes prevalence and HbA1c 
control 

Early detection of long-term 
conditions and frailty (eg AF, stroke 
etc)   

Prevention of COPD exacerbations 

% deaths in preferred place of care  

Deaths with three or more 
emergency admissions in last 90 
days of life  

Carer satisfaction with end-of-life 
support 

Palliative care needs assessment 
completion 

Reduce variation 

Focus on high-need 
cohorts 

4. Transformation/innovation/support 

IT and digital tools and initiatives will increase access and 
experience for patients as well as supporting 
interoperability between providers (supporting 
neighbourhood development and wider) 

Data, facilitation and other support for providers will be 
reviewed and revised, in line with a population health 
management approach at multiple levels  

Other transformation and support will be developed in line 
with our new primary care strategy to support delivery of 
healthcare commissioning 

 

Grow and diversify workforce 

support retention of the 
workforce 

increase access and 
experience 

improve care quality 

increase and strengthen 
clinical and non-clinical 
leadership 

 

Workforce numbers  

skill mix 

workforce satisfaction 

Standardised mortality ratios across 
providers 

Patient safety incidents causing 
harm 

Patient experience scores (FFT) 

Healthcare-associated infections 

 

Under-doctored areas 

Address digital exclusion 

Local Recruitment 
needs, based on 
population health and 
inequalities, will be 
embedded into plans  
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Quality:  Improve patient safety in primary care by 
supporting primary care organisations to adopt and adapt 
key elements of the new primary care patient safety strategy 
over time. 

FTSU Guardian service will be expanded to, and embedded 
within, all primary care. Service developed to support and 
foster a culture of openness, equity and learning where staff 
feel confident to speak up when things go wrong. 

Workforce – Capacity and Capability: We will fund and 
resource programmes aimed at increasing primary care 
workforce in line with PH and service need, in conjunction 
with professional leaders and local employers. Key 
programmes that will be part of our transformation work: 

1. expand the number of PC HCPs in training. 

2. enable Fellowship and Portfolio opportunities  

3. a targeted offer of workforce planning to practices and 
PCNs where workforce numbers are below thresholds 
and medians  

4. support professional development and leadership 
development across key professional roles (medical, 
AHP, nursing, pharmacy) 

5. improve wellbeing of the PC workforce by increasing 
coaching and mentorship capacity, expanding 
community of practice and peer support, acting on the 
feedback in the GPSS   

Improved collaborative 
working across Place and 
with providers 

Improved patient safety in 
primary care 

 

 

People feel they are treated with 
dignity and respect 

Patient satisfaction with access to 
healthcare services 

Numbers of primary care 
organisations with an LFPSE 
account and increased reporting of 
patient safety events.  

 

Numbers of primary care staff 
accessing the F2SU service. 

 

 

 

 

 

 

Under equity 
considerations improved 
reporting of patient 
safety events relating to 
underserved populations  
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4. Primary Care provider market 

The primary care provider market is currently:  

• 260 GP practices 
• 48 PCNs 
• multiple at-scale providers, including Federations and large practice groups 
• 197 dental practices 
• 220 optical practices 
• 368 pharmacies 

We will manage and review these providers, looking to expand in line with population growth.  

This will be done through market engagement, supporting provider development toward 
sustainability, aligning provider contracts and incentives to outcomes and equity. 

We will support our providers to develop, embedding and supporting integrated neighbourhood 
delivery, with a greater role for community and VCFSE providers. 

Our vision is for a sustainable, collaborative primary care provider market that can deliver the 
three shifts, respond to local needs, and support innovation. 

Neighbourhood development and immunisations 

Primary care services will be central to the development of neighbourhood working in north east 
London. By building strong relationships with community-based teams such as social work, 
community nursing, and mental health, primary care will help create integrated models of care 
that address the complex needs of local populations. Neighbourhood working will enable 
general practice to continue to provide proactive, person-centred support, particularly for those 
with complex social and health needs, and for high users of general practice, thereby reducing 
overall pressure on practices.  

Practices will work with neighbourhood teams to address digital exclusion, connect patients to 
wider preventative and social support services, and deliver effective primary and secondary 
prevention—such as improving uptake of vaccinations, screenings, and health checks. Over 
time, more neighbourhood-based primary care services will be developed, shifting activity away 
from acute settings and supporting early intervention and improved outcomes. 

Success will be measured through improved staff and patient experience, increased uptake of 
preventive services, reduced urgent and acute care demand, and greater equity in health 
outcomes. The system will also focus on reducing digital exclusion, supporting carers, and 
ensuring that vulnerable groups—including children with SEND, homeless, those in care, and 
older adults—receive timely and appropriate support. These ambitions will be embedded in 
commissioning priorities and outcomes frameworks, ensuring that neighbourhoods become a 
vehicle for delivering high-quality, comprehensive, and accessible care for all. 

In line with the NHS Vaccination Strategy 2023 and the 10-year plan 2025, we aim to enhance 
access to vaccination information through technology while providing alternative 
communication methods for those in digital poverty. Drawing from the COVID-19 vaccination 
programme and subject to NHSE funding, we will continue offering vaccination clinics and 
spaces for clinical discussions in community settings that are convenient and culturally 
appropriate. We will integrate health checks in community vaccination clinics to support 
inclusion groups.  

We will increase staff training to provide vaccinations in accordance with regulatory 
frameworks, building resilience in our local workforce. Immunisations will be integrated into the 
expanding range of healthcare settings in hubs and neighbourhoods. 
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5. Contractual Changes 

From April 2026: 

• C&H - decommission the IPC and CCE contract; continuity of services through the issuing 
the NEL framework contract to incl. LTC, MH, proactive care planning and NHS contracts 
for phlebotomy and wound care 

• TH – continue to commission the framework contract but standardise services across NEL 

• Newham and WF – continue to commission the framework contract. 

• BHR – Decommission LTC from the federations and commission the framework contract, 
and NHS contracts for phlebotomy and wound care 

• Standard NEL specification for wound care and phlebotomy, mental health, LTC, 
respiratory, and care plans 

• We will introduce a consistent contractual framework across 7 boroughs for the delivery of 
all list-based enhanced services, aligned to network/neighbourhood delivery models. 

• Undertake a consistent commissioning approach of services delivered to increase access 

• The Safe Surgeries programme will be rolled out using existing contract levers and Training 
Hub support to ensure practices can meet the needs of those experiencing homelessness 
by focusing on accessibility, reducing registration and care barriers. 

• Introduce an anticoagulation service across all boroughs 

• Outpatient Antimicrobial Therapy (OPAT) being reviewed in 2025/26, with a view to co-
create a new service from 2026/27 

• Lipid testing for CVD prevention in community pharmacies – a business case to be 
developed building on learning from pilots in 2025/26 

• Critical and urgent medicines in community pharmacies – to hold EoL meds. 

• Shared care models to resolve complex medicines issues and clarify roles, inhaler 
recycling and community pharmacy self-care advice service all under review in 2025/26 for 
possible commissioning changes in 2026/27 

• No longer issue non PSR compliant contracts or services that have no measurable metrics 
or outcomes, working with providers to ensure new compliant contracts in place 

• We will decommission Newham latent TB service 

• Support workforce expansion through continued commissioning of the NEL training hub 

• Freedom to speak up guardian service to continue and expand to all of primary care;  
• Support for digital tools and expanding access 
• add a further 35 educators, 3 PCNs and 4 practices  

• expand number of nurses, academic fellowships and test portfolio roles to create 
additional specialist and leadership capabilities 

• standardisation of specifications for CVD, CKD and diabetes – in line with the LTC 
framework – embedded within our network contract LESs 

• PCCIFS contract will be fit for purpose 

• Interpreting contracts will be standardised into one contract for BHR, Newham and WF 

• The ICB will explore ways to ensure implementation of the Primary Care Patient Safety 
Strategy in GP practices in 2026 with a view to extend to dental and optometry providers. 
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From April 2027: 

• Through 2026/27 we will continue to review all local contracts to ensure they are 
outcomes-based, with appropriate KPIs, incentives and enablers 

• We will make greater use of alliance and partnership models, with changes to contracts 
and responsibilities to align to new neighbourhood working in partnership and 
collaboration. 

• Implement the second phase of the LTC framework within our network contract LESs 

• Introduction of a dedicated APMS contract to provide specialist homeless health services 
and outreach across all boroughs, using learning and engagement with practices in 2026 

• The ICB will become accountable for commissioning vaccinations from NHS England from 
April 2027 and will work for a smooth transition in 2026/27 

By April 2031: 

• All local contracts will be embedded, outcomes-based, targeting investment to need, and 
incentivising prevention and integration 

• We will see reduced duplication, consistency and standardisation where needed, with 
local variation where appropriate 

• In addition to continuous learning through engagement with our patients and providers, all 
local contracts will be reviewed regularly to ensure they are fit for purpose, updated in line 
with population health outcomes, needs, inequalities and changing demographics 

 

6. Monitoring, evaluation and assurance 

Performance will be tracked using: 

• Appointment volumes, online consultation rates, and access metrics 
• Patient experience and satisfaction scores 
• Workforce capacity, skill mix, and training uptake 
• Digital tool utilisation and NHS App engagement 
• Reduction in unwarranted variation and health inequalities 

Our assurance processes include monitoring and tracking at multiple levels and committees,  

 

7. Risks and Mitigation 

• Key risks include: 
• Funding uncertainty (eg SDF and national allocations) 
• Workforce recruitment and retention challenges (outside of our control) 
• Provider market fragility and change management 
• Provider development – premises 

Mitigation strategies: 

• Engagement with NHSE on funding stability and flexibility 
• Targeted support for high-need practices and populations 
• Investment in digital inclusion, literacy and workforce development 
• Collaborative and active provider/public engagement and phased implementation 
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Primary Care Contracts sub-committee 
11 November 2025 
 
Title of report NHS NEL Dispute Resolution Procedure (Primary Care) 

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 The North East London Local Dispute Resolution Process 
originally approved in 2023 has been subject to review this 
year. 
Following feedback and a number of queries and 
clarifications being raised, the dispute resolution process has 
now been substantially revised. 
The process has been modified to conform more fully with the 
regulations and the Primary Medical Services Policy and 
Guidance Manual (PGM) published by NHS England.   
The process has been made more streamlined and clearer to 
follow. 
The revised dispute resolution process is now presented as 
Appendix A for approval by the committee. 
 

Action / recommendation The sub-committee is asked to approve the NEL Dispute 
Resolution Procedure (Primary Care): 

Previous reporting The previous North East London Local Dispute Resolution 
Process was approved by this Committee on 27 November 
2023.  

Next steps/ onward reporting Once approved be made available to all NEL practices. 

Conflicts of interest All GPs are conflicted which will be managed through the 
processes in place for the Sub-Committee 

Strategic fit Which of the ICS aims does this report align with?  
• 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    

Has an Equalities Impact 
Assessment been carried out?  

N/A 
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Impact on finance, performance 
and quality 

There are no additional resource implications/revenue or 
capitals costs arising from this report.  

Risks The current dispute process requires to be reviewed and 
updated.  
Without an appropriate process that follows the regulations 
and guidance for local dispute resolution, the ICB may 
struggle to manage formal dispute process undertaken by 
NHS Resolution. This then could have knock-on financial and 
contractual impacts for the ICB, with the potential of setting 
precedents.  

 
 
1.0 Introduction 
1.1 The North East London Local Dispute Resolution Process (LDRP) was originally 

approved by this Committee on 27 November 2023. With the developments in 
primary care and passage of time the local dispute process has been subject to 
review this year   

 
1.2 The feedback on the current LDRP has demonstrated that the process needs to be 

substantially reviewed and updated.  
 
1.3 In reviewing the LDRP, we have sourced back to the regulations and the guidance 

directed by NHS England in the PGM. This has made the process more streamlined 
and clearer to follow. 

 
1.4  The Committee is requested to approve the updated NEL Dispute Resolution 

Procedure (Primary Care) at Appendix A. 
 
 
2.0 Local Dispute Resolution Process  
2.1 The Primary Medical Services regulations mandates that there must be a local 

dispute resolution process. This is written into the primary care contracts. As an 
example an extract from the GMS contract, Part 25, is enclosed as Appendix B. 

 
2.2  NHS England publishes the Primary Medical Services Policy and Guidance Manual 

(PGM) that supplement the regulations. Part C, Section 4 “Managing Disputes” of the 
PGM gives detailed guidance on the disputes running from the informal process 
through to the formal NHS dispute resolution procedure. The extract of Section 4 is 
enclosed as Appendix C. 

 
2.3  The current LDRP, approved in 2023, has become outmoded and cumbersome to 

administer, therefore the process required to be reviewed. In the developing 
environment of primary care, the need to be able to more effectively manage 
disputes locally and following extensive feedback on the original LDRP in particular 
from the LMC, it became very apparent that there was a need for a considerable 
update to the LDRP.  

 
2.4 We therefore, revisited the entire LDRP, the contracts regulations and the PGM to 

ensure a clearer and straightforward process. Also taking into account the 
timeframes and the issues around capacity for the ICB potentially approaching.  
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2.5 The revised local dispute resolution procedure is enclosed as Appendix A. It is to be 
noted that APMS contracts have a separate route for dispute resolution that is 
detailed in Schedule 10 of the APMS contract. The table below gives a summary of 
the dispute process: 

 

Stage Action/Requirement Who is Involved Outcome/Next 
Step 

Informal Communicate, cooperate, document, 
involve LMC if needed 

Contractor, 
Commissioner 

Resolve or 
escalate 

    

Stage 1 Written notification, evidence 
submission, meeting, written outcome 

Contractor, 
Commissioner, LMC 

Resolve or 
escalate to Stage 2 

    

Stage 2 
Submit to NHS Resolution, prepare 
evidence, panel review, binding 
determination 

Contractor, 
Commissioner, NHS 
Resolution 

Final decision 
(binding) 

    

Other 
Tribunal or Secretary of State for pre-
contract disputes; APMS as per 
contract 

As above As per contract or 
regulation 

 
 
3.0 Recommendations  
3.1 The ICB (commissioner) is required to follow the Primary Medical Services 

regulations and the PGM guidance published by NHS England. A formally agreed 
local dispute process in line with the regulations gives a clear pathway that can be 
followed by all parties. 

 
3.2  The sub-committee is requested to approve the NHS NEL Dispute Resolution 

Procedure (Primary Care), as enclosed at Appendix A. 
 
 
6.0 Attachments 

• Appendix A – NHS NEL Dispute Resolution Procedure (Primary Care) 
• Appendix B – GMS contract, extract Part 25, Dispute Resolution 
• Appendix C – Primary Medical Services Policy and Guidance Manual, Part C, 

Section 4 “Managing Disputes” 
.   
 
Author:  Gohar Choudhury     Date: 28 October 2025 

Head of Primary Care Commissioning 
NEL Central Primary Care Team  
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Appendix A 

NHS NEL Dispute Resolution Procedure (Primary Care) 

1.  Informal Resolution (Local Level) 

• Initial Communication: 
Parties (contractor and commissioner) must make every reasonable effort to 
communicate and cooperate to resolve disputes informally. This may involve phone 
calls, meetings, and written correspondence. 

• Record Keeping: 
All discussions and correspondence must be accurately documented and kept on the 
contract file. 

• Professional Representation: 
Either party may involve professional representatives, such as the Local Medical 
Committee (LMC), to support informal discussions. 

• Exhaustion of Informal Process: 
The formal dispute resolution process should not begin until all informal avenues 
have been exhausted and this is confirmed in writing by both parties. 

2.  Stage 1: Local Dispute Resolution (Formal Local Process) 

• Notification: 
The contractor notifies the commissioner in writing of their intention to dispute a 
decision, usually within 28 days of the decision. 

• Acknowledgement & Evidence: 
The commissioner acknowledges receipt (typically within 7 days) and may request 
supporting evidence from the contractor (to be provided within 28 days). 

• Review:   
The commissioner reviews the evidence to reach an outcome (within 28 days of 
receiving evidence from contractor). The persons reviewing the evidence, at this 
stage, will be different to those involved in the informal resolution above.  

The commissioner will refer to the relevant regulations and policies to confirm due 
process has been followed and ensure adherence to the internal governance and 
SFIs of the ICB.  

• Meeting:  
The commissioner invites the contractor to a meeting to discuss the outcome (within 
a further 28 days). The contractor may bring representatives (e.g., LMC). 

• Outcome: 
The commissioner communicates the outcome in writing, stating whether the dispute 
is resolved or needs escalation to Stage 2. 

• Escalation: 
If unresolved, the matter can be referred to the NHS dispute resolution procedure 
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(Stage 2). The commissioner prepares the contract file for possible submission to 
NHS Resolution 

3.  Stage 2: NHS Dispute Resolution Procedure (NHS Resolution/ 
Primary Care Appeals) 

• Submission: 
A written request for dispute resolution is submitted to NHS Resolution (Primary Care 
Appeals) within 3 years of the issue arising or being discovered. The request must 
include: 

o Names and addresses of the parties 
o A copy of the contract 
o A brief statement describing the dispute 

• Preparation: 
Both parties prepare documentary evidence and written representations, which are 
exchanged and commented upon by each side. 

• Panel Review: 
NHS Resolution reviews all evidence and may request oral presentations. The 
process is robust and requires comprehensive documentation. 

• Determination: 
NHS Resolution issues a binding determination. The outcome is final, except for 
enforcement or judicial review in the courts. 

• Delegated Commissioning: 
If the dispute involves delegated commissioning, the commissioner must cooperate 
fully with NHS England, providing all required documentation and assistance. 

4.  Other Dispute Resolution Procedures 

• APMS Contracts: 
Alternative Provider Medical Services (APMS) contracts follow the dispute process 
specified in the contract, which may differ from the standard NHS procedure. 

5.  Key Principles and Regulations 

• Legislative Framework: 
The process is governed by the NHS Act 2006, GMS/PMS/APMS contract 
regulations, and NHS Resolution guidance. 

• Transparency & Audit Trail: 
The process aims to be transparent, proportionate, and well-documented to ensure 
confidence and compliance with policy. 

• Mediation & Arbitration: 
NHS Resolution may use mediation, resolution meetings, or arbitration panels to 
resolve disputes, always aiming to avoid court proceedings where possible. 
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Summary: Local Dispute Resolution Procedure 

Stage  Action/Requirement Who is Involved Outcome/Next 
Step 

Informal Communicate, cooperate, 
document, involve LMC if needed 

Contractor, 
Commissioner 

Resolve or 
escalate 

    

Stage 1 
Written notification, evidence 
submission, meeting, written 
outcome 

Contractor, 
Commissioner, LMC 

Resolve or 
escalate to Stage 
2 

    

Stage 2 
Submit to NHS Resolution, prepare 
evidence, panel review, binding 
determination 

Contractor, 
Commissioner, NHS 
Resolution 

Final decision 
(binding) 

    

Other 
Tribunal or Secretary of State for 
pre-contract disputes; APMS as per 
contract 

As above As per contract or 
regulation 

    
 
References: 
 
 

   

• NHS England » Primary medical services policy and guidance manual (PGM) 
• NHS Resolution Dispute Resolution Guidance Note (May 2023) 
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Appendix B 
25 PART 2585  
25.1 Dispute Resolution  
25.1. Local resolution of contract disputes  
25.1.1. The Contractor and the Board must make reasonable efforts to communicate and 
cooperate with each other with a view to resolving any dispute, which arises out of or in 
connection with the Contract before referring the dispute for determination in accordance with the 
NHS dispute resolution procedure (or, where applicable, before commencing court proceedings).  

25.1.2. The Contractor or the Board may invite the Local Medical Committee (if any) for the area 
in which the Contractor is providing services under the Contract to participate in discussions 
which take place by virtue of clause 25.1.1.  

25.1.3. Clause 25.1.1 does not apply to a dispute relating to the assignment of patients to a closed 
list which falls to be determined under the NHS dispute resolution procedure by virtue of 
paragraph 42(1) of Schedule 3 of the Regulations where it is not practicable for the parties to 
attempt local resolution before the expiry of the period of seven days specified in paragraph 42(4) 
of that Schedule.  
25.2. Dispute resolution: non-NHS Contracts86  
25.2.1. Any dispute arising out of or in connection with the Contract, except matters dealt with 
under the complaints procedure set out in clauses 24.1.1 to 24.2.4 of this Contract, may be 
referred for consideration and determination to the Secretary of State, if:  
(a) if it relates to a period when the Contractor was treated as a health service body, by the 
Contractor or by the Board; or  
(b) in any other case, by the Contractor or, if the Contractor agrees in writing, by the Board.  
25.2.2. Where a dispute is referred to the Secretary of State under clause 25.2.1, the procedure to 
be followed is the NHS dispute resolution procedure, and the parties agree to be bound by a 
determination made by the adjudicator.  
25.3. NHS dispute resolution procedure  
25.3.1. The NHS dispute resolution procedure applies to a dispute arising out of, or in connection 
with, the Contract which is referred to the Secretary of State in accordance with [section 9(6) of 
the 2006 Act / clause 25.2.1 above]87, and the Board and the Contractor shall participate in the 
NHS dispute resolution procedure as set out in regulations 83 and 84 of the Regulations.  
25.3.2. The NHS dispute resolution procedure does not apply where the Contractor refers a 
matter for determination in accordance with clause 13.26.1, and in such a case the procedure 
specified in paragraph 42 of Schedule 3 to the Regulations applies instead.  

25.3.3. Where a party wants to refer a dispute for determination under the procedure specified in 
clause 25.3, it must send to the Secretary of State a written request for dispute resolution which 
must include or be accompanied by:  
(a) the names and addresses of the parties to the dispute;  
(b) a copy of the Contract; and  
(c) a brief statement of the nature of and circumstances giving rise to, the dispute.  
25.3.4. Where a party wants to refer a dispute, it must send a request under clause 25.3.3 to the 
Secretary of State before the end of the period of three years beginning with the date on which 
the matter giving rise to the dispute occurred or should reasonably have come to the attention of 
that party.  

25.3.5. In clauses 25.1.1 to 25.3.4 any dispute arising out of or in connection with the Contract 
includes any dispute arising out of or in connection with the termination of the Contract.  

25.3.6. Part 25 shall survive the expiry or termination of the Contract.  
 
85 Except where specifically indicated in the footnotes, this Part is required by the Regulations (see Part 12).  
86 These clauses are mandatory terms only if the contract is not an NHS contract. Otherwise, the clauses should be deleted from the 
Contract.  
87 If the contract is an NHS contract, the parties must select the phrase “section 9(5) and (6) of the 2006 Act”. If the contract is not an 
NHS contract, the parties must select the phrase “clause 25.2.1 above”.  
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Appendix C 

4. Managing disputes 

4.1 Introduction 

4.1.1 This policy describes the process to determine the action required where a 
contractor has requested to follow the NHS dispute resolution process or where the 
commissioner elects to follow the NHS dispute resolution procedure. 
4.1.2 The policy focuses on primary medical services contracts in their various 
forms. 

4.2 Background 

4.2.1 The commissioner must identify whether the contract is an NHS contract or a 
non-NHS contract. In GMS contracts, the commissioner can do this by reviewing 
clause 3.1 of the standard GMS contract. A similar clause will also be set out within 
PMS agreements and APMS contracts. 

4.2.2 An NHS contract (as set out at section 9 of the NHS Act 2006) is an 
arrangement under which one health service body arranges for the provision of 
goods or services to another health service body. It must not be regarded as giving 
rise to contractual rights or liabilities. 

4.2.3 A non-NHS contract is where the contract is legally binding. 

4.2.4 Contractors have the right to be regarded as a health service body under 
Regulation 10 of the GMS Regulations or Regulation 9 of the PMS Regulations or 
where the APMS contractor is a health service body by virtue of section 9 of the NHS 
Act. 

4.2.5 Where a contractor is regarded as being a health service body, its contract will 
be an NHS contract. Where a contractor is not regarded as a health service body, its 
contract will not be an NHS contract. Health service body status affects the eligibility 
and application process for NHS dispute resolution. 

4.2.6 GMS contracts and PMS agreements require the parties to make every 
reasonable effort to communicate and co-operate with each other to resolve the 
dispute before referring the dispute for determination in accordance with the NHS 
dispute resolution procedure or, where applicable, before commencing court 
proceedings. 

4.2.7 There are 2 different routes that can be taken for resolving contractual 
disputes, depending on the contractor’s health service body status: 

4.2.7.1 where the contractor is a health service body and the contract is an NHS 
contract, the steps laid out in this policy will be used to resolve all matters of dispute. 
The parties should not make a claim at court in relation to the contracts; or 
4.2.7.2 where the contractor is not a health service body and the contract is a non-
NHS contract, the dispute can either be resolved using the process described in this 
policy or using the court system 
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4.2.8 The dispute resolution process for APMS contracts is specific to the parties’ 
agreement as set out in the APMS contract. The APMS contract must be reviewed in 
the event of a dispute and that process followed. The APMS Directions do not 
require the NHS dispute resolution to be included in the APMS contract and more 
commercial terms are usually set out. 

4.2.9 The use of the court system can be an expensive and public route. In normal 
circumstances, non-health service bodies will elect to follow the NHS dispute 
resolution. 

4.2.10 Where the parties have followed this policy and the NHS dispute resolution to 
the end determination, the result is binding. A second referral to the court system for 
a further ruling on the same issue cannot be made other than to enforce the decision 
as having the status of a county court judgement or to seek judicial review of the 
process. 

4.3 Managing disputes – informal process 
4.3.1 The parties must make every reasonable effort to communicate their issues in 
relation to decision-making and rationale and must co-operate with each other to 
resolve any disputes that emerge informally before considering referring the matter 
for determination through formal dispute resolution procedures. 

4.3.2 The formal process should not be initiated until the informal process has been 
exhausted and it should be noted that both parties may wish to involve the relevant 
professional representative: for example, the LMC. 

4.3.3 The use of an informal resolution process helps develop and sustain a 
partnership approach between contractor and commissioner. 

4.3.4 The informal process may include (but is limited to): 
• regular telephone communications 
• face-to-face meetings at a mutually convenient location 
• written communications 

4.3.5 It is essential that the commissioner maintains accurate and complete written 
records of all discussions and correspondence on the contract file in relation to the 
dispute at all levels of dispute resolution. The commissioner should ensure that it 
responds to contractor concerns and communications in a timely and reasonable 
manner. 
 
4.4 Managing disputes – stage 1 (local dispute resolution) 
4.4.1 The timescales set out in this stage 1 are indicative only. The commissioner 
should ensure any timescales used are appropriate to the circumstances. 
Regardless of timescales, the parties must ensure that every reasonable effort to 
communicate and co-operate with each other is made prior to invoking stage 2 of 
the NHS dispute resolution procedure. 

4.4.2 Where a dispute arises, the commissioner should refer to the relevant policy 
that covers the issue that caused the dispute to determine whether due process has 
been followed. 
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4.4.3 The contractor should notify the commissioner of its intention to dispute one 
or more decisions made in relation to its contract. This notification should usually be 
received no later than 28 days after the commissioner advises the contractor of its 
decision except in exceptional circumstances. 

4.4.4 The commissioner will immediately cease all actions in relation to the disputed 
notice or decision until: 

• there has been a determination of the dispute and that determination 
permits the commissioner to impose the planned action 

• the contractor ceases to pursue the NHS dispute resolution procedure or 
court proceedings 

whichever is the sooner. 
4.4.5 Where the commissioner is satisfied that it is necessary to terminate the 
contract or impose a contract sanction before the NHS dispute resolution procedure 
is concluded to: 

• protect the safety of the contractor’s patients; or 
• protect NHS England from material financial loss 

then the commissioner shall be entitled to terminate the contract or impose the 
contract sanction at the end of the period of notice it served. This should only be 
followed with close reference to the GMS Regulations and PMS Regulations, pending 
the outcome of that procedure. 
4.4.6 The paragraphs below set out a process that may be adopted for stage 1 (local 
dispute resolution). 

4.4.7 The commissioner may acknowledge the notification of dispute within 7 days 
of receipt and request the submission of supporting evidence from the contractor 
within a further 28 days from the date they receive the letter. Annex 82 provides an 
example acknowledgement letter. 
4.4.8 On receipt of the evidence the commissioner should review the evidence within 
28 days and invite the contractor to attend a meeting, which should be as soon as 
possible, but at the very latest within a further 28 days. The contractor(s) has the 
opportunity to invite representative bodies to support it at the meeting: for example, 
the LMC. Annex 83 provides an example invitation letter. 
4.4.9 Once the meeting has been held, the commissioner should notify the 
contractor in writing of the outcome of the meeting, whether the dispute will now 
need to move to stage 2 of the NHS dispute resolution procedure (refer annex 84: 
example stage 1 outcome letter (NHSR PCA referral)) or that the dispute has been 
successfully resolved (refer to annex 85: example stage 1 outcome letter (matter(s) 
resolved). 
4.4.10 Where the matter is resolved, the issue can be deemed closed, and the 
commissioner should document the outcome accordingly on the contract file. 

4.4.11 Where the matter remains unresolved, the process may be escalated to the 
next stage of the dispute resolution procedure. 

4.4.12 At this point the commissioner should commence preparation of the contract 
file to ensure that if and when NHSR or the court requests submission of evidence in 
respect of the dispute, the documentation is in order. 
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4.5 Managing disputes – stage 2 (NHS dispute resolution procedure) 
4.5.1 The informal process and stage 1 (local dispute resolution) should be 
exhausted before proceeding to this stage of the process. The commissioner or a 
contractor wishing to follow this route must submit a written request for dispute 
resolution to: 

• Postal address: NHS Resolution, Primary Care Appeals, 8th Floor, 10 South 
Colonnade, Canary Wharf, London E14 4PU 

• Email: nhsr.appeals@nhs.net 
Primary Care Appeals (PCA) at NHSR carries out the NHS dispute resolution 
functions of the Secretary of State in the GMS Regulations and the PMS Regulations 
and any written request for dispute resolution should include: 

• the names and addresses of the parties to the dispute 
• a copy of the contract 
• a brief statement describing the nature and circumstances of the dispute 

4.5.2 The written request for dispute resolution must be sent within 3 years from the 
date on which the matter giving rise to the dispute occurred or should have 
reasonably come to the attention of the party wishing to refer the dispute. Please see 
NHSR PCA determination reference 17156 for further details on the date that the 
dispute should have reasonably come to the attention of the relevant party. 

4.5.3 The commissioner will be required to prepare documentation evidence and 
potentially an oral presentation in response to evidence presented in support of the 
dispute. Each party will be asked to prepare representations on the dispute, which 
will be circulated to the other party, and given an opportunity to provide observations 
on the other party’s representations. Again, the observations of each party will be 
circulated to the other party. 
4.5.4 The commissioner should not underestimate the preparation that will be 
required in the event that evidence is required by NHSR PCA, as all records pertaining 
to the contractor in question may be required, including (but not limited to) all 
contract documentation and contract variations, all written correspondence (both to 
and from the commissioner and the contractor) and any electronic correspondence 
that may have passed between the parties in relation to the dispute. This process 
will benefit from a clearly recorded contract file. 

4.5.5 The commissioner must ensure that records of communications and contract 
files are maintained to a high standard and all documentary evidence is collated 
correctly prior to submission to NHSR PCA. 

4.5.6 Once NHSR PCA has reached a conclusion (the determination) the 
commissioner will receive a copy and will be required to act on it. Parties involved in 
dispute resolution should follow the NHSR PCA guidance note. 
Delegated commissioning arrangements 
The Delegation Agreement includes a section on claims and litigation which is likely 
to include a dispute with a GMS, PMS or APMS contractor that has been referred to 
stage 2 of the NHS dispute resolution procedure. In such cases, the commissioner is 
required to act in accordance with the delegation agreement which includes but is 
not limited to: 
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• notifying NHS England of any documents concerning the dispute and 
providing copies of these documents 

• co-operating fully with NHS England in relation to such dispute and the 
conduct of such dispute 

• providing, at its own cost, to NHS England all documentation and other 
correspondence that NHS England requires for the purposes of considering 
and/or resisting such dispute 

• at the request of NHS England, taking such action or step or providing such 
assistance as may in NHS England’s discretion be necessary or desirable 
having regard to the nature of the dispute and the existence of any time 
limit in relation to avoiding, disputing, defending, resisting, appealing, 
seeking a review or compromising such dispute or to comply with the 
requirements of NHSR PCA in relation to such dispute 
 

4.6 Other dispute resolution procedures 
4.6.1 The GMS and PMS Regulations allow the NHS dispute resolution procedure to 
be used by the contractor as a means of resolving every dispute except where an 
assessment panel determines that the commissioner may assign new patients to 
contractors that have closed their practice list of patients. 

4.6.2 Disputes may also arise prior to a contract being entered into. Such disputes 
will relate to the eligibility of the person seeking to enter the contract or contract 
terms. 

4.6.3 Where the commissioner is of the view that a person seeking to enter a 
contract does not meet the eligibility conditions (please refer to the part B, chapter 1: 
Contracts described for further information), the commissioner must notify the 
person in writing. 
4.6.4 This notice must state the commissioner’s view of the person’s eligibility, 
reasons for that view and guidance on the person’s right of appeal. 
4.6.5 Where the commissioner has issued such a notice, the recipient of the notice 
has a right of appeal to the First-Tier Tribunal. 

4.6.6 Where the dispute relates to the parties being unable to agree on a particular 
proposed term of a GMS contract or PMS agreement, either party may refer the 
dispute to the Secretary of State to consider and determine the matter in accordance 
with: 

• for GMS contracts, Part 12 and Regulation 9 of the GMS Regulations 
• for PMS agreements, Part 13 and Regulation 8 of the PMS Regulations 
• except where both parties to the prospective agreement are health service 

bodies (in which case section 9 of the NHS Act applies) 
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Primary Care Contracts sub-committee 
11 November 2025  
 
Title of report APMS Tranche 3 procurement update and contract 

extensions 
Author Benjamin Smith, Senior Primary Care Commissioning 

Manager 
Presented by Benjamin Smith, Senior Primary Care Commissioning 

Manager 
Contact for further information benjamin.smith10@nhs.net  

Executive summary This paper is seeking approval of including a two-stage 
evaluation process within T3. This will include: 
• Stage 1 – Capability Assessment including the Financial 

Modelling Template 
• Stage 2 – Procurement Specific Questionnaire Evaluation 
• Presentation & Interview Stage 
 
If the two-stage evaluation process is approved, this will 
impact the programme timeline as an additional two months 
will be needed to successfully complete the evaluation and 
moderation stages. 
 
In addition this paper proposes the rationale and approach for 
Rainham Health Centre additional site procurement to be 
limited to Havering place, in line with the “North East London 
Strategic Commissioning Framework for Primary Medical 
Services” paper which is also being presented for approval at 
this meeting. 

Action / recommendation The sub-committee is asked to: 
• Approve implementing a two-stage evaluation process to 

the Tranche 3 APMS procurement programme. 
• Approve amending the programme timeline for contract 

start date on 1 October 2026, with the procurement to 
commence on 28 November 2025. 

• Approve limiting bids to Rainham Health Centre to 
bidders that have a presence in Havering. 

• Award 2-month extensions to the contracts of Lucas 
Avenue and the Loxford Practice. 

Previous reporting Approved at APMS Procurement Steering Group on 
4 November 2025 

Next steps/ onward reporting To be approved at NEL ICB Procurement Oversight Group on 
21 November 2025. 

Conflicts of interest All GPs are conflicted which will be managed through the 
processes in place for the Sub-Committee 

79

mailto:benjamin.smith10@nhs.net


 

 

2 

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 

Has an Equalities Impact 
Assessment been carried out?  

N/A 

Impact on finance, performance 
and quality 

N/A 

Risks • There is a risk of bidders submitting an informal complaint 
or a formal challenge if they are unsuccessful during 
stage 1. To mitigate this, the process will be made explicit 
in all communications to the market and included as part 
of the ITT publication. 

• The capacity of ICB staff needs to be noted, as this will 
negatively be affected by any ICB restructure. Approving 
the two-stage evaluation will mitigate this and completing 
all evaluations and moderations by May 2026 will reduce 
the impact of the ICB restructure. 

• It should be noted that challenges under the PSR 
regulations for procurement are relatively straightforward. 
Such a challenge could delay the procurement by up to 
six months or even lead to a failed procurement. If this 
were to happen, short-term contract extensions would be 
offered to ensure continuity of primary medical services 
for all lots. 

• Another potential risk is no interest from the market or no 
successful provider. Previous procurements have shown 
that there is good and high-quality interest from primary 
care providers and a competitive market. 

• For Rainham Health Centre, there is a risk of challenge 
by limiting the market to just bidders from within the 
borough of Havering. This can be mitigated by explaining 
the ICB’s rationale within the ITT regarding the long-term 
strategic aims toward integrated neighbourhood services, 
the prevention of inequities in local enhanced service 
provision and ensuring continuity of PCN enhanced 
services. 
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1.0 Introduction 
1.1 A Tranche 3 APMS procurement programme (T3) has been endorsed by the ICB for 

procuring primary medical services within five APMS contracts. This programme was 
due to commence 4 November 2025, with contract start date on 1 August 2026. The 
five lots include: 
• Lucas Avenue Practice (Newham) 
• The Loxford Practice (Redbridge) 
• Barking Riverside as a zero-list procurement (Barking & Dagenham) 
• Victoria & Five Elms Medical Centre (Barking & Dagenham) 
• Rainham Health Centre as an additional site (Havering) 

 
1.2 The ICB recently undertook a procurement programme for the caretaking contracts 

of Victoria & Five Elms Medical Centre and Rainham Health Centre, where 11 bids 
were received, despite the narrow window for bid submissions and short-term length 
of the contracts. 

 
1.3 This has led to discussions between the Primary Care and Procurement teams about 

how this volume of bids could be managed if the situation was to occur in one or 
several lots due to the financial value of the contracts. 

 
 
2.0 Proposal  
2.1 This paper is seeking approval of including a two-stage evaluation process within T3. 

This will include: 
• Stage 1 – Capability Assessment including the Financial Modelling Template 
• Stage 2 – Procurement Specific Questionnaire Evaluation 
• Presentation & Interview Stage 

 
2.2 Under PSR regulations, the procurement process must be as wide and as inclusive 

as possible. Stage 1 will be open to all bidders and will include generic questions to 
assess a bidder’s ability to provide core contractual requirements. 

 
2.3  Only the top 4 highest bidders from this stage will then be evaluated in Stage 2. All 

bidders will be required to answer all questions for both stages.  
 
 
3.0 Rainham Health Centre 
3.1 Learning from previous additional site procurements has shown that if the successful 

bidder is situated outside of the borough, or PCN this can create issues in several 
areas. 
1) It can negatively impact the existing PCN as they lose funding for enhanced 

access and ARRS, as this is based on list size, and the additional site is now 
allocated to the PCN of the successful bidder. 

2) Different enhanced services are offered based on the location of the successful 
bidder, creating an inequity of service provision as these are determined by 
borough. 

3) It is difficult to compel a GMS/PMS practice outside of the national regulations. 
Therefore, in the case of an additional site where the main practice is in another 
borough or PCN, the ICB has limited ability to mitigate any negative impacts. 
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3.2 Following the above and further discussions with the Procurement Team, it has been 
agreed that the procurement for an additional site could be restricted to local 
practices within a defined Place (borough) geography in NEL. However there must 
be robust, transparent and auditable justification for this approach agreed in advance 
and will be required for the Prior Information Notice (PIN) that is published to make 
the market aware of the intentions of the commissioner. 

 
3.3  To ensure that the process is transparent and robust we propose to put in the 

following rationale that must be considered when undertaking a competitive process 
for local practices within a Place geography. 
• System Integrity: Limiting procurement to Place-based providers must help 

maintain the integrity of the local system and to ensure that new services 
reinforce, rather than fragment, the existing primary care and neighbourhood 
infrastructure. 

• Alignment with Local Needs: Borough-specific mapping allows GP services to 
better reflect local demand and patient catchments, enabling more effective 
population health management and targeted interventions. 

• Integration and Collaboration: Place’s neighbourhood-based service model 
relies on close collaboration between local community teams, Adult Social Care, 
Mental Health, Wellness services, and voluntary sector organisations. These 
teams are usually co-located, co-trained, and co-working within local PCN 
boundaries, creating an integrated environment that would be challenging for an 
external provider to replicate quickly. 

• Local Accountability: Keeping procurement within a Place boundary ensures 
direct oversight and accountability within the borough’s governance framework, 
supporting responsiveness to population needs and coherence with ongoing 
transformation efforts. 

• Workforce and Sustainability: A locally embedded provider will already be 
supporting workforce retention, community wealth building, and service 
sustainability, strengthening GP practices and community providers rather than 
competing with them. 

3.4  The proposed approach for managing additional site procurements is detailed in 
“North East London Strategic Commissioning Framework for Primary Medical 
Services” paper that is being presented for approval to this meeting of the PCCSC.  

 
3.5 Using this rationale will also mean that any practice bidding will be required to have a 

local focus. Also, it is anticipated that there will already be alignment and 
collaboration with the local PCNs and ensure a good basis for the emerging 
neighbourhood models. 

 
3.6  The Commissioning Intentions and Memorandum of Information (MOI) will make it 

clear from the outset that if the successful bidder is from a different PCN, they will 
need to liaise with the PCN of the practice they are bidding for and their own PCN to 
put appropriate arrangements in place once awarded the contract. They would be 
encouraged to engage and get support from their own PCN that they are bidding and 
how the PCN would manage this if they were successful, before submitting a bid. 
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3.7  This paper is seeking approval to limit the market so that only contractors with a 
presence in the borough of Havering can bid for the Rainham Health Centre practice 
as an additional site. This will help to effectively manage the issues mentioned above 
and mitigate the negative impact this could have on patient services and the ICB. 

 
3.8 Pursuing this option, aligns with the 10-Year plan and the development integrated 

neighbourhood services. Allowing bidders from other boroughs would make this 
more challenging.  

 
 
4.0 Impact on T3 programme 
4.1  If the two-stage evaluation process is approved, this will impact the programme 

timeline as an additional two months will be needed to successfully complete the 
evaluation and moderation stages (see figure 1). To mitigate the impact, the following 
steps will be required: 
• Delay the contract start date from 1 August 2026 to 1 October 2026. 
• Offer two-month contract extensions to the current provider (Operose Health Ltd.) 

of Lucas Avenue Practice and the Loxford Practice to align these contracts with 
the amended timeline. 

• Prepare communication and engage with stakeholders in the Barking Riverside 
development about the impact of the amended timeline. 

 
Figure 1: Amended timeline 
Task Start End 
Publish ITT documents including MOI/TUPE/Practice 
Info via e-portal 28/11/2025 28/11/2025 

Deadline for Receipt of tenders 23/01/2026 23/01/2026 

Capability assessment (Stage 1) evaluation 26/01/2026 20/02/2026 

Capability assessment (Stage 1) moderation 23/02/2026 27/03/2026 

Capability assessment (Stage 1) notification prep & 
publish 30/03/2026 03/04/2026 

PSQ Pass/Fail & Quality scored (stage 2) Evaluation  03/04/2026 01/05/2026 

PSQ Pass/Fail & Quality scored (stage 2) Moderation 05/05/2026 22/05/2026 

Procurement Due Diligence 26/05/2026 05/06/2026 

Bidder Presentations/Interview Stage 22/06/2026 26/06/2026 

ICB Award Report Approval  26/06/2026 13/07/2026 

Award Notice published 20/07/2026 31/07/2026 

Contract Award 03/08/2026 03/08/2026 

Mobilisation  03/08/2026 01/10/2026 
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5.0 Risks and mitigations  
5.1 There is a risk of bidders submitting an informal complaint or a formal challenge if 

they are unsuccessful during stage 1. To mitigate this, the process will be made 
explicit in all communications to the market and included as part of the ITT 
publication. 

 
5.2 The capacity of ICB staff to complete the evaluation needs to be noted, as this will be 

negatively affected by any ICB restructure. Approving the two-stage evaluation and 
limiting to four bidders for the final stage, will mitigate this by reducing the number of 
responses.  Completing all evaluations and moderations by May 2026 should ensure 
the evaluation stage will be completed prior to the ICB restructure. 

 
5.3 It should be noted that challenges under the PSR regulations for procurement are 

relatively straightforward. Such a challenge could delay the procurement by up to six 
months or even lead to a failed procurement. If this were to happen, short-term 
contract extensions would be offered to ensure continuity of primary medical services 
for all lots. 

 
5.4  Another potential risk is no interest from the market or no successful provider. 

Previous procurements have shown that there is good and high-quality interest from 
primary care providers and a competitive market. 

 
5.5  For Rainham Health Centre, there is a risk of challenge by limiting the market to just 

bidders from within the borough of Havering. This can be mitigated by explaining the 
ICB’s rationale within the ITT regarding the long-term strategic aims toward 
integrated neighbourhood services, the prevention of inequities in local enhanced 
service provision and ensuring continuity of PCN enhanced services. 

 
 
6.0 Conclusion / Recommendations  
6.1 The Committee is asked to: 

• Approve implementing a two-stage evaluation process to the Tranche 3 APMS 
procurement programme. 

• Approve amending the programme timeline for contract start date on 1 October 
2026, with the procurement to commence on 28 November 2025. 

• Approve limiting bids to Rainham Health Centre to bidders that have a presence 
in Havering. 

• Award 2-month extensions to the contracts of Lucas Avenue and the Loxford 
Practice, so these expire on 30 September 2026 and align with the new 
programme timeline. 

 
 

7.0 End  
7.1 Benjamin Smith, 27 October 2025  
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NEL Primary Care Commissioning sub committee 
11 November 2025 
 
Title of report Primary Care Clinical Information and Facilitation Service 

review 
Author Thomas Clark, Senior Primary Care Delivery Manager  

Presented by Thomas Clark, Senior Primary Care Delivery Manager 

Contact for further information thomas.clark2@nhs.net  

Executive summary The PCCIFS review has now progressed to the point of 
having finalised the specification for the new service. 
However, delays to obtaining business case approval to 
procure a new service from 2026/27 mean that the invitation 
to tender is likely to be published in January 2026. 
This has necessitated an extension to existing contract to 
ensure service continuity and provide an acceptable 
mobilisation period for a potential new provider. 
 

Action / recommendation The Committee is asked to note the report. 

Previous reporting NEL GP Provider Group, 4 November 2025 

Next steps/ onward reporting Potential update to the Primary Care Collaborative. 

Conflicts of interest Conflicts may arise for sub-committee members with a former 
or existing relationship with CEG, the current provider of the 
service, or with providers that may be interested in providing 
the new service. If there are such conflicts these should be 
declared at the commencement of the item. 

Strategic fit This report aligns 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 

None arising from this update. 

Has an Equalities Impact 
Assessment been carried out?  

n/a 

Impact on finance, performance 
and quality 

There are no additional resource implications/revenue or 
capitals costs arising from this report.  

Risks Potential for further delays in obtaining necessary 
governance approvals, although this is largely mitigated by 
the approved extension of the existing contract. 
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1.0 Introduction 
1.1. The purpose of this report is to provide an update to the Primary Care 

Commissioning Sub-committee on progress made by the Primary Care Clinical 
Information and Facilitation Service (PCCIFS) review steering group.  

 
2.0 Key messages  
2.1. The new PCCIFS specification has now been finalised, building and improving on the 

existing specification with insights and feedback from the scoping phase of the 
review. 
 

2.2. A market engagement event took place in July 2025, with wide representation from 
potential providers. No significant issues were raised in relation to the proposed 
scope and funding for the service. 
 

2.3. Approval of the PCCIFS business case is now being sought from relevant ICB 
governance committees. This is scheduled to be complete in mid-December, which 
will allow the tender to be published in January 2026, slightly later than planned. 

 
2.4. Due to the delay in going out to procurement, approval has been obtained to extend 

the existing contract for up to six months. It is not anticipated that the entire six-
month period will be needed, and the extension allows for the ICB to give three 
months notice. 

 
3.0 PCCIFS Specification 
3.1. Following the scoping phase of the review, the PCCIFS steering group was engaged 

to help distil the broad range of service requirements, feedback and perceived gaps 
in provision identified through engagement with stakeholders. This included analysis 
of the key service areas and how these could be improved, the target consumers of 
each element of the service and the feasibility of delivering the desired requirements 
identified during scoping phase within the financial envelope. 

 
3.2. A specification has now been developed with the aim of enhancing existing service 

provision by clarifying and updating the main service areas/requirements and 
developing more comprehensive range of reporting metrics and KPIs, enabling more 
robust contract management. 

 
3.3. Key service requirements set out in the specification include: 

• Support for data entry and patient management – a range of GP clinical system 
tools (templates, searches etc) to enable consistent data entry and patient 
identification in relation to nationally and locally commissioned primary medical 
and enhanced services. 

• Facilitation and support for practice and PCNs – in use of clinical system tools, 
but also for interpretation of formatted data. 

• Provision of formatted data – for use by primary care providers, commissioners 
and wider ICS partners in relation to service delivery. 

• Data validation – in recognition to the services interdependency with the ICBs 
wider statutory duty around population health management and the role GP data 
plays in planning and monitoring outcomes. 
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• Support services to commissioners – in planning, commissioning and monitoring 
GP enhanced services. 

• Communication, engagement and collaboration – with all system stakeholders 
as required. 
 

3.4. Multiple iterations of the specification have been circulated among clinical and non-
clinical members of the review steering group to ensure that the requirements set out 
meet GP provider and ICB organisational needs. 

 
4.0 Procurement 
4.1. A market engagement event took place on 2 July 2025. A range of NHS, private and 

academic organisations attended and were provided an overview of the service 
requirements and proposed service value. No significant concerns were raised by 
potential providers in relation to the feasibility of delivering the high-level service 
requirements within the proposed funding envelope. However, some provider 
feedback relating to information governance was considered during the development 
of the specification. 

 
4.2. Due to delays with development of the specification and obtaining ICB governance 

approval for PCCIFS business case, the Procurement Hub advised that an open 
procurement was unlikely to be complete by the end of the existing contract in March 
2026. As a result, approval was obtained for an extension of the existing contract for 
up to six months to allow sufficient time to complete the procurement and ensure 
service continuity during mobilisation of the new contract. 

 
4.3. The governance process for the new service has now begun, with the business case 

and specification receiving endorsement from the Proactive Care Commissioning 
Group on 22 October. The pre-procurement governance timeline is as follows: 
• 6 November 2025 – Investment Review Group 
• 10 November 2025 – Commissioning Board 
• 24 November 2025– Finance and Performance Committee 
• w/c 1 December 2025 – Triple Lock 
• 15 December 2025 – Procurement Group (for pre-procurement authorisation) 
• January 2026 – Invitation to tender publication 

 
5.0 Conclusions 
5.1. The Sub-committee is asked to note this update. 
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Primary Care Contracts Sub-committee 
11 November 2025 
 
Title of report Month 6 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 6 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. 

Has an Equalities Impact 
Assessment been carried out?  

This is not required for this report. 

Impact on finance, performance 
and quality 

Ongoing review of financial commitments against available 
resources. 
The total Primary Care budget, including Prescribing and 
DOPs is £1,129.2m. 
The Month 6 YTD position is £0.4m overspend with a FOT 
of c.£0.9m overspend. 

Risks The main risks to the position are Prescribing, Demographic 
Growth, ARRS, estates developments and SDF. 

 
 
1.0 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. 
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2.0 Month 6 Financial Overview 
2.1. At Month 6, NHS NEL reported a YTD overspend of £0.4m and FOT of c.£0.9m 

overspend. 

 
 
2.2. The total Primary Care reported position is a small YTD overspend of c.£0.4m across 

a range of spend categories. 
 

2.3. The most notable variances within this position are the forecast overspend for 
Prescribing & Oxygen (c.£0.4m), which is predominantly the result of increased 
Central Drugs recharges, and the forecast pressure against Other ICB Funded 
Primary Care Services, as a result of a number of LES/LIS spends that are 
continuing to increase above budgetary assumptions.. 
 

2.4. More information is provided in subsequent sections of the paper. 
 
3.0 Month 6 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. 

 
3.2. Delegated Funding 

 
3.2.1. At Month 6, the Delegated Primary Care position is break-even YTD and FOT: 

 

 

Month 6 Budget Actual Variance Budget FOT Variance
Area of spend £m £m £m £m £m £m
Delegated Primary Medical Services 244.6 244.6 0.0 489.2 489.2 0.0

Prescribing & Oxygen 163.3 163.5 0.2 326.2 326.6 0.4
Other ICB Funded Primary Care Services 25.0 25.4 0.5 50.0 50.6 0.6
Total ICB Funded Primary Care Services 188.3 188.9 0.6 376.2 377.2 1.0

SDF and other PC allocations 2.0 2.0 0.0 4.0 4.0 0.0
Total Primary Care Position (excl. DOPs) 434.9 435.5 0.6 869.5 870.5 1.0

Delegated Dentristry, Optometry and Pharmacy 
(DOPs) 129.8 129.7 (0.2) 259.7 259.6 (0.1)

Total Primary Care Position (incl. DOPs) 564.7 565.2 0.4 1,129.2 1,130.1 0.9

YTD Annual/Forecast

Month 6 Budget Actual Variance Budget FOT Variance
Spend Category £m £m £m £m £m £m
GMS/PMS/APMS Specific
GP Contractual Service 139.9 139.9 0.0 279.8 279.8 (0.0)
Enhanced Services 1.7 1.7 0.0 3.4 3.4 0.0
Quality Outcomes Framework (QOF) 11.4 11.5 0.0 22.9 22.9 0.1
Premises Reimbursements 23.2 23.2 0.0 46.4 46.5 0.1
Other Administered Funds 1.9 1.9 (0.0) 3.8 3.8 (0.0)
Personally Administered Drugs 0.5 0.5 0.0 0.9 0.9 0.0
GMS/PMS/APMS Specific Total 178.6 178.7 0.1 357.2 357.3 0.1
Primary Care Networks (PCN) 53.4 53.4 (0.0) 106.8 106.8 0.0
Other 12.6 12.5 (0.1) 25.2 25.1 (0.1)
Total Delegated Primary Care Position 244.6 244.6 0.0 489.2 489.2 0.0

YTD Annual/Forecast
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3.2.2. The budgets for most of the categories of spend, such as GMS/PMS/APMS, were set 
using April and May payment data. As such, the YTD spend is in line with YTD 
budget, and the assumption is that the forecast follows this trend. 

 
3.2.3. Demographic Growth from April to July is 0.25%. A straight-line projection through to 

the final list sizes reported as at 1st January 2026 would be 0.75%. This is within the 
budgetary assumptions and therefore associated spend which relies upon list sizes is 
currently assumed to break-even by year-end.  Further population data will be 
available, and reflected in the month 7 reporting. 

    
3.2.4. ARRS allocations for 2025/26 were provided to ICBs at 100% e.g. no need for any 

drawdown of funds held centrally by NHSE. The assumption within this report is that 
the available funds will be fully utilised. YTD claims data suggests some 
underutilisation but at this stage we assume this is caused by delays in claims being 
made. Despite asking, there is no definitive guidance from NHSE as to whether they 
would look to recover any unspent ARRS budget. We are therefore assuming the 
FOT is full spend. 

 
3.2.5. Variances will be reflected in the reported position if and when identifiable and 

quantifiable risks give rise to cost pressures. 
 
3.3. ICB Baseline Funding (Incl. Prescribing and SDF) 

 
3.3.1. At Month 6, the ICB Funded Primary Care position is £0.2m overspend YTD and 

FOT. The table below provides a breakdown of the relative categories of spend: 
 

 
 

3.3.2. The largest budget in this section is Prescribing. At month 6 we now have 4 months 
of in-year data.  In order to generate a slightly more reliable basis for forecasting 
purposes, we have taken month 11 and month 12 data from the 2024/25 financial 
year. 
 

3.3.3. This analysis reflects volume growth of c.5.6% compared to the same period one 
year ago.  We have therefore taken this into account, alongside price considerations 
when forecasting the 2025/26 year-end spend. It also includes assumptions about 
other factors such as CIP delivery and other price impacts such as category M and 
price concessions. 

 
3.3.4. The end result is a position of c.£0.05m overspend, but clearly this is not without risk, 

which will be monitored across the remainder of the year. 
 
3.3.5. Central drugs recharges have been the main contributor to the Prescribing forecast 

variance.  Recharges seen in the last two months have escalated and we have 
prudently assumed that this continues, whilst seeking clarity from the centre as to 
why these recharges have significantly increased.  Further updates on this will follow. 

Month 6 Budget Actual Variance Budget FOT Variance
Spend Category £m £m £m £m £m £m
Prescribing 162.2 162.2 0.1 323.9 324.7 0.8
Oxygen 1.2 1.2 0.1 2.3 1.9 (0.4)
Out of hours 0.7 0.7 (0.0) 1.4 1.4 0.0
LES and Other 20.1 20.5 0.5 40.2 40.8 0.6
SDF - Primary Care Transformation 2.0 2.0 0.0 4.0 4.0 0.0
Access Hubs / Same Day Access 4.2 4.2 0.0 8.4 8.4 0.0
ICB Funded Primary Care Services 190.3 190.9 0.6 380.2 381.2 1.0

YTD Annual/Forecast

90



 
 

4 

 
3.3.6. A new London-wide Home Oxygen contract will commence from October 2025. This 

will generate c.£0.4m of part-year savings against the budget. 
 
3.3.7. The LES and Other cost pressure of c.£0.6m is the consequence of a number of 

service costs continuing to increase above original budgetary assumptions. One 
example being respiratory costs within the LTC LIS. 

 
3.3.8. The funding flows for Primary Care Transformation have changed in 2025/26. Rather 

than a separate allocation for Primary Care Transformation, it has been included 
within the ICB Baseline funding. £4.1m for this, along with £0.4m for GPIT 
Infrastructure and Resilience.  

 
3.3.9. GP Fellows funding has now been notified by NHSE at £971k for the full year. Half of 

this has already been received by the ICB with the remaining balance due to be 
received later in the year. Other separate allocations have been confirmed (although 
values and timing are to be confirmed for additional programmes. Further information 
on this will be made available when further guidance is published. 

 
3.3.10. Commissioner reviews of contractual commitments are ongoing this year which may 

give rise to realignment of budgets, increased VfM and may make funding available 
for use in a different way, such as mitigating above mentioned pressures. For now, it 
is assumed that the full available budget will be spent. 

 
3.4. Delegated Dentistry, Optometry and Pharmacy Services 
 
3.4.1. At month 6, the DOPs position is reflecting a YTD underspend of £0.2m with a FOT 

of £0.1m underspend. The table below provides a breakdown of the relative 
categories of spend: 
 

 
 
3.4.2. The dental ringfenced budget is assumed to be fully spent by year-end. This is based 

upon a number of factors such as historic performance being in excess of 97% and 
the decision to non-recurrently invest in additional capacity this year. 
 

3.4.3. Additional allocations were received in month 4 for Pharmacy, in relation to funding 
the increased cost of the CPCF contract. Funding was calculated using a national 
formula. YTD spend suggests this allocation will be sully spent. 

 
3.4.4. Hypertension and Contraception funding was received in month 5 and will now be 

separate from the CPCF contract funding. Pharmacy First allocations have also be 
provided in month 5. The current assumption is that the spend and allocations will be 
cost neutral. Reporting in subsequent months will provide updates once values and 
any further guidance is known. 

 
 
 

Month 6 Budget Actual Variance Budget FOT Variance
Spend Category £m £m £m £m £m £m
Delegated Dental 86.7 86.7 0.0 173.5 173.5 0.0
Delegated Optometry 12.8 12.6 (0.2) 25.5 25.4 (0.1)
Delegated Pharmacy 30.2 30.2 0.0 60.4 60.4 0.0
Delegated Property Costs 0.2 0.2 0.0 0.3 0.3 0.0
DOPs Total 129.8 129.7 (0.2) 259.7 259.6 (0.1)

YTD Annual/Forecast
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4.0 Risks 
 
4.1. The risks associated with the Primary Care budgets for 2025-26 remain consistent 

with previous years e.g. Demographic Growth, Prescribing and Premises increases. 
 
Demographic Growth 
 
4.2. Within the budget setting process, the budgets were set based on 1st April list sizes 

and contract values, with an allocation of 1% for growth in the remaining 9 months. 
There is a risk this will not be enough but the first reported list size change for quarter 
2 (as at 1st July 2025) was only 0.25%. A straight-line extrapolation from that would 
suggest 0.75% growth between quarters 1 and 4.  The next list size update is due 
after 1st October 2025 and any revision to the year-end forecast will be reported in 
subsequent reports to the sub-committee. 

 
Prescribing 
 
4.3. Volume was the big driver for overspends in 2024-25. Despite a CIP target of £10m 

being applied, Prescribing budgets have increased by a net c.3.6% when compared 
with 2024-25 outturn. This should go some way to mitigating any risk of continued 
increase in volumes (or in fact price increases). 

 
4.4. At month 6, we now have 4 months of data.  We have assumed volume growth of 

c.5.6% and price remains broadly constant with 2024/25 when factoring in a range of 
price impacts such as CIP, category M and price concessions. 

 
Premises 
 
4.5. Premises budgets have been set based upon the most up to date information 

available. It’s not clear how many properties will be revalued during the year, so a 
nominal revaluation reserve has been set within the budget. Similar to the 
Demographic growth allocation, this will be closely monitored and adjusted 
accordingly at the earliest opportunity, if/when required. 

 
 
5.0 Conclusion  
 
5.1. The Primary Care Collaborative 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 
 
 
 
Author:  Rob Dickenson, Deputy Director of Finance 
Date:   24th October 2025
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Appendix 1 – Total Primary Care forecast by Place 
 
  
 

 
 
 

 
 
 
 
 
  

Month 6 Budget Actual Variance Budget FOT Variance
Spend Category £m £m £m £m £m £m
Barking & Dagenham 26.4 26.4 0.0 52.7 52.7 (0.0)
City & Hackney 42.2 42.3 0.1 84.5 84.5 (0.0)
Havering 30.6 30.7 0.1 61.2 61.3 0.1
Newham 52.1 52.1 (0.0) 104.3 104.2 (0.1)
Redbridge 34.1 34.2 0.1 68.2 68.4 0.2
Tower Hamlets 46.3 46.4 0.1 92.6 92.7 0.1
Waltham Forest 34.0 34.0 (0.0) 68.0 68.0 (0.0)
Prescribing and other NEL-wide programmes 299.0 299.2 0.2 597.6 598.2 0.6
Total Primary Care Position 564.7 565.2 0.4 1,129.2 1,130.1 0.9

YTD Annual/Forecast
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Appendix 2 – NEL Delegated forecast by key spend category and by Place 
 
 
 

 
 
 

- Some funds are still held at a NEL level, rather than individual places. This equates to c.£2.3m. C.£1.2m relates to clinical waste and 
sterile product recharges from NHSE, which historically isn’t reported at a place level. The remainder is in connection with allocations 
received for ‘Pre-referral Advice and Guidance.’ 
 

- 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 6 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 29.8 0.0 34.4 0.0 39.0 0.0 47.3 0.0 52.0 (0.0) 33.7 (0.0) 43.5 0.0
Enhanced Services 0.3 (0.0) 0.8 0.0 0.6 (0.0) 0.4 0.0 0.6 0.0 0.4 0.0 0.3 (0.0)
Quality Outcomes Framework (QOF) 2.5 (0.0) 3.3 0.0 3.6 0.0 3.1 (0.0) 4.3 0.0 3.1 0.1 3.0 (0.0)
Premises Reimbursements 5.1 (0.1) 4.4 (0.0) 3.7 0.1 9.1 (0.1) 8.4 0.2 5.3 (0.0) 8.1 (0.0)
Other Administered Funds 0.3 (0.0) 0.4 (0.0) 0.5 0.0 0.9 (0.0) 0.5 (0.0) 0.4 (0.0) 0.8 (0.0)
Personally Administered Drugs 0.1 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 38.0 (0.1) 43.5 (0.0) 47.5 0.1 61.0 (0.1) 66.0 0.2 43.0 0.0 56.0 (0.0)
Primary Care Networks (PCN) 11.2 0.0 13.2 0.0 14.6 (0.0) 17.2 0.0 20.4 (0.0) 14.0 0.0 16.2 (0.0)
Other 1.4 0.0 1.7 0.0 3.5 (0.0) 0.0 0.0 10.4 (0.1) 6.8 (0.1) 1.3 0.0
Total Delegated Primary Care Position 50.7 (0.1) 58.4 (0.0) 65.6 0.1 78.2 (0.1) 96.8 0.1 63.8 (0.0) 73.5 (0.0)

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 (£14.5m) and Barking & Dagenham commissioning the lowest value (1.3m). 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. 
 

- Reviews of services and associated budgetary requirements are ongoing to determine the accuracy of assumptions as well as fully 
comparing and contrasting 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. 
 

- The following budgets are accounted for at a NEL ICB level: 
o Prescribing - £320.7m 
o Oxygen - £1.9m 
o SDF – Primary Care Transformation (PCT) - £4.m 

 This excludes additional allocations for Fellowships. 
 This excludes c.£1.4m which is being reported within corporate for DSU support to all of the SDF programmes. 

  

Month 6 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 0.1 1.7 0.1 1.7 0.1 14.5 0.1 6.6 (0.1) 4.2 0.0 11.0 0.0
ICB Funded Primary Care 1.2 0.1 1.7 0.1 1.7 0.1 14.5 0.1 6.6 (0.1) 4.2 0.0 11.0 0.0

Waltham Forest C&HBarking and Havering Redbridge Tower Hamlets Newham
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Appendix 4 – Funding per patient 
 
 

 
 
 

- The funding per patient across delegated funding ranges from £215.25 in Newham to £205.35 in Havering. The funding per patient 
across the whole of NEL ICB (inclusive of budget not yet allocated to place or cannot be due to a central charge) is £209.64. 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, SDF, and DOPs. 
- There is greater variation in the price per patient in the ‘other PC funding’ category, ranging from £38.06 in Tower Hamlets to £4.83 in 

Barking & Dagenham. 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 is 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 is 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 is unlikely to be fully spent. 
 

Barking and 
Dagenham Havering Redbridge

Tower 
Hamlets Newham

Waltham 
Forest C&H

Delegated Funding (£ per WP) 208.60 205.35 205.56 207.57 215.25 207.83 207.76
Other PC Funding (£ per WP) 4.83 5.45 5.01 38.06 14.50 13.60 31.00
Total PC Funding (£ per WP) 213.43 210.81 210.57 245.62 229.75 221.42 238.76
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NEL Primary Care Contracts Sub Committee 
11 Novemberr 2025 
 
Title of report Primary Care Risk Report 

Author Carl Edmonds 

Presented by Carl Edmonds Deputy Director of Programmes 

Contact for further information c.edmonds@nhs.net 

Executive summary The NEL Primary Care Portfolio Risk Register tracks both 
business as usual (BAU) and transformation risks/issues 
across the system. 
Risks are managed by senior responsible officers and risk 
owners, with escalation processes for higher scoring risks: 
o Risks scoring 12+ are shared with corporate risk 

management for possible escalation to the Chief Medical 
Officer and corporate risk register. 

o Risks scoring 15+ are reviewed for Board Assurance 
Framework (BAF) consideration. 

As of September 2025, there are 53 live risks: 
o 1 red risk 
o 43 amber risks 
o 5 risks proposed for closure this month 
o 13 new or revised risks in the Commissioning Review–

APMS procurement programme. 
The single red risk concerns the impact of the forthcoming 
ICB Change Programme on primary care delivery. 

Action / recommendation The sub-committee is asked to note the risk report. 

Previous reporting Primary Care Directorate Senior Management Team reviews 
risk monthly. The report is submitted to the Primary Care 
Delivery Group monthly. Similar reports are received by the 
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 & 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 

Has an Equalities Impact 
Assessment been carried out?  

N/A 
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Impact on finance, performance 
and quality 

There are no additional resource implications/revenue or 
capital costs arising from this report 

Risks This paper outlines the risks on the current NEL Primary Care 
Risk Register.  

 
 
1.0 Risk management 

 
1.1 Risks included in this report are relevant to the Primary Care Contracts Sub 

Committee.  
 
1.2 All risks are listed below, with details of mitigating actions in the attached spreadsheet. 

 
1.3 All risks are reviewed at least monthly, or more frequently if required and/or as 

approaching deadlines. 
 
 
2.0 All risks 

 
2.1 There are six risks on the primary care risk register under the remit of the primary care 

contracts subcommittee. The remainder of the risks fall under the remit of the primary 
care collaborative subcommittee or the Chief Medical Officer directly. 
 

2.2 Three risks have a risk score of 12 or above (requiring reporting to the relevant 
subcommittee); three risks have a risk score below 12 (list below for information). 

 
 
3.0 Risks scored 12 or above (for consideration of suggestions for mitigation) 
 

PC12: General practice workforce, demand, quality and financial pressures 
combined: Risk score 12. There is a risk that if general practice workforce continues 
to contract, demand continues to increase, quality issues arise and financial pressures 
increase, then general practice morale will deteriorate (therefore a lack of buy-in to 
specific initiatives e.g. SDA), premises will become unaffordable/unviable, practices 
will become unsustainable/unviable and ultimately practices will close, leading to 
inability to provide a general practice service and lack of transformation. 

 
PC18: GP Premises issues: Risk score: 12. There is a risk that if current premises 
issues become unsustainable and lead to lack of viability of general practice, then 
practices might hand back core contracts, leading to inability to provide a general 
practice service. 
(Premises issues include service debt variability, practice debt and the impact on 
practice viability, planned increase in rents at NELFT properties, quality of property 
management, rent review backlog and impact on ICB finance, variation in support 
given to practices when relocating and having significant premises developments, 
moving to a standard NEL offer) 

 
PC24: Corrective action: Risk score 12: There is a risk that if GPs continue to take 
actions that were part of collective action (eg no new shared care arrangements, 
reduced clinical interactions, and other non-contract breach activity) that patients will 
not be able to access appropriate care. 
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4.0  Risks scored below 12 (for information) 

 
PC01: Prioritisation and allocation of resource: Risk score 6. There is a risk that if 
there is continued lack of clarity around prioritisation processes and how/where 
funding and resources are allocated, this may result in delays to, or inadequacy in, 
allocation of resources (and lack of alignment of national-NEL-Place priorities). This 
may negatively impact GP Primary care services, investment in new services and 
investment in transformation, leading to reduced access to quality primary are services 
and continuity of care. 
Comment: While the ICB reorganisation might impact this risk - in year we have done 
what we can to mitigate; therefore likelihood score reduced to 2, bringing this risk to it's 
target score. Suggest monitor until end December 2025, throughout annual planning 
round. 
 
PC09: GP practice coding: Risk score 9. There is a risk that the quality and variation 
of coding in practices being of an insufficient standard will result in loss of income for 
GP practices and the inability of the ICB to effectively monitor impact/outcomes or 
planning, leading to investment in services that are not delivering the required 
outcome. 

 
PC19: Access to NHS dental services: Risk score 6. There is a risk that if the 
system is unable to provide additional capacity to meet the oral health needs of the 
population due to limited or unavailable resource this will result in wider consequences 
in terms of chronic health issues for adults and impact on children's education. (There 
is significant evidence to suggest that those in the most deprived groups are the most 
adversely affected). 
Comment: Due to the mitigating actions, this risk has now hit its target score. Suggest 
monitor until end December 2025. 

 
 
Daniel Hodgson, Sept 2025 
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Overview of the NEL primary care risk register – Sept 2025
The NEL PC Portfolio Risk Register lists system-level primary care business as usual and transformation risks & issues.  

• The primary care risk log contains business as usual 
(BAU) and transformation risk/issues.

• Risks are managed by senior responsible officers and risk 
owners, and through relevant programme governance 
where applicable.

• Risks scoring 12+ shared with corporate risk 
management for consideration by EMT for escalation to 
the corporate risk register via the Chief Medical Officer 
risk register. Risks scoring 15+ are reviewed for Board 
Assurance Framework (BAF) consideration.

• The risk chart (right) shows that there are fifty-three live 
risks, including one red and forty-three amber. 

• There are five risks proposed to close this month and 
thirteen new or revised risks in the Commissioning 
Review-APMS procurement programme.

• The single red risk refers to the impact of the forthcoming 
ICB Change programme on primary BAU and 
transformation delivery. This is reviewed in more detail on 
the next slides.

• Risk reports are prepared each month for the Primary 
Care Delivery Group and available to the Primary Care 
Collaborative at agreed times (e.g. quarterly)
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NEL Primary Care 
Business as Usual Risks 
(September 2025)
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 1 red risk (scoring 15-25)
 8 amber risks (scoring 9-12)
 3 yellow and green risks (scoring 1-8)
 September closed risks: 1
 Total closed risks: 1
 New risk: 0

Business as usual risks – Sept 2025

There is one BAU red risk highlighted this month relating to the 
impact of the imminent ICB Change Programme on staff attention 
and focus on work priorities as they undergoing HR processes 
and implement ICB structural and functional changes.
This risk relates to all programme and BAU tasks and activities. 
This is being mitigated with all programmes and BAU reviewing 
plan and actions in the event of any potential changes. 
This risk has been discussed with the ICB risk management team 
as this is potentially system wide as the ICB Change Programme 
will affect all departments and portfolios.
There is a proposal to close the national vs local priorities impact 
on primary care development risk as this has been managed 
below its target score.

Other risk areas include:
 General practice workload, quality and financial pressures
 ICB training and expertise
 Practice premises issues
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NEL PC Portfolio BAU red risks/issues scoring 15+ 
ID no.

Programme 
and score Risk description Completed mitigating actions Mitigating actions in progress 

Managing 
board/owner/SRO 

PC-PMO3 BAU
5 x 3 (15)

Impact of ICB Change programme: There is a risk that 
if (programme) staff become distracted or refocused on 
other work priorities due to the implementation of the ICB 
Change Programme, this may reduce or adversely affect 
transformation portfolio and BAU delivery.

03/09/2025 - raised at Risk Champions meeting 
to be considered to be a ICB wide risk
08/08/2025 Deep dive sessions with all 
programmes to review deliverable plans, 
resourcing, risks and future scoping of work for 
Q3 and Q4
14/07/2025 Discussed as corporate risk 
management meeting as this risk is universal 
across all ICB portfolios and departments. 
Consideration will be made towards developing a 
system wide risk regarding the impact of the ICB 
change programme and its impact on delivery.
30/052025 -  Monthly programme leads meeting 
established to review plans as 
year in changes occur.
30/04/2025- Programme leads encouraged to 
produce plans for 2025/26 bearing in mind 
changes to resourcing through the year.

06/10/2025 raise again at corporate risk champions 
meeting 11 September and highlight with in 2026/27 
Commissioning Planning.

Primary Care 
Collaborative

William Cunningham-
Davis

Heads of Primary 
Care
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NEL PC Portfolio BAU amber risks/issues scoring 12 
ID no.

Programme 
and score Risk description Completed mitigating actions Mitigating actions in progress 

Managing 
board/owner/SRO 

PC12 BAU
3 x 4 (12)

General practice workforce, demand, quality and 
financial pressures combined:
There is a risk that if general practice workforce 
continues to contract, demand continues to increase, 
quality issues arise and financial pressures increase, 
then general practice morale will deteriorate (therefore a 
lack of buy-in to specific initiatives e.g. SDA), premises 
will become unaffordable/unviable, practices will become 
unsustainable/unviable and ultimately practices will 
close, leading to inability to provide a general practice 
service and lack of transformation.

~ 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.
~ Roll out of cloud-based telephony
~ Support being given to practices identified as 
being most at risk, through SDF Resilience, 
workforce and Digital funding.
~ Primary Care Recovery Plan to support 
practices in managing demand and capacity.

~ 31/10/2025: Development of primary care improvement 
dashboard to consider multiple measures that might 
combine to impact practices - primary care, PHM, Places 
all to review the dashboard and consider targeted support.
~ 31/03/2026: Increase the take up of online consultations, 
develop ehubs and move towards implementation of 
'modern general practice's which will help to improve 
efficiency and release capacity.

Primary Care 
Contracts Sub 

Committee
Sarah See

Deputy Directors of 
Primary Care

PC18 BAU
3 x 4 (12)

GP Premises issues:
There is a risk that if current premises issues become 
unsustainable and lead to lack of viability of general 
practice, then practices might hand back core contracts, 
leading to inability to provide a general practice service.
(Premises issues include service debt variability, practice 
debt and the impact on practice viability, planned 
increase in rents at NELFT properties, quality of property 
management, rent review backlog and impact on ICB 
finance, variation in support given to practices when 
relocating and having significant premises 
developments, moving to a standard NEL offer)

Fixed term postholder commenced work in July 
25 to undertake work to clear the backlog of rent 
reviews which is an ongoing process rolling each 
year .
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 

Estates Steering Group meet monthly 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 established:
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.

Primary Care 
Delivery Group; 
Primary Care 
Contracts Sub 

Committee
Sarah See

William 
Cunningham-Davis

PC24 BAU
3 x 4 (12)

GP corrective action:
There is a risk that if GPs continue to take actions that 
were part of collective action (e.g. no new shared care 
arrangements, reduced clinical interactions, and other 
non-contract breach activity) that patients will not be able 
to access appropriate care.

Waiting for the list from the LMC which areas this 
affects -   this however will need to be relooked at 
due to the balloting of BMA hospital doctors,  as 
this will have a knock-on effect to the GP's 

~ Ongoing: Close liaison with London wide LMCs to 
understand the potential actions practices could continue 
and the impact this might have on patients and the system.
~ Ongoing: Working with colleagues across the ICS to 
minimise risks and ensure continuation of patient care in 
safe manner.

Primary Care 
Delivery Group; 
Primary Care 
Contracts Sub 

Committee
Sarah See

William 
Cunningham-Davis
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NEL PC Portfolio Transformation closed risk – Sept 2025
ID no.

Programme 
and score Risk description Completed mitigating actions Mitigating actions in progress Reason for closure

Managing 
board/owner/SRO 

PC02
CSTO010

BAU
2 x 3 (6)

National vs local priorities impact 
on primary care development:
There is a risk that if national 
measures/requirements (often 
requested at short notice) do not 
aligning/meet our local ambition and 
are not consistent with our ICS 
strategy, this will negatively impact 
our ability to develop comprehensive 
plans/strategies and/or impact our 
resources and ability to deliver 
against local priorities, negatively 
impacting the development of primary 
care in NEL and the ability to meet 
the needs of the local people.
For example - national operating plan 
targets on GP appointment numbers, 
constraints on the ways that national 
investments can be spent etc.

~ NEL Primary Care Delivery Group 
established.
~ Regular discussion with other London 
ICBs to develop a London-wide 
approach to influence the NHSE 
national team. Key areas 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. 
~ Embed proposed primary care 
governance, place primary care 
meetings.
~ Annual planning incorporate national 
and local priorities, and then alignment 
of funding at NEL level. 

10-year health plan being reviewed for primary 
care implications and to align to the developing 
NEL primary care outcomes framework and 
strategic plan, with underpinning detailed 
annual delivery plans finessed for national 
priorities - by end Dec 2025.

Risk manged below its target level 
for over a month.
Our 2025/26 annual plans for 
primary care, and our emerging 
system strategy and commissioning 
plans, take into account national 
and local priorities and deliver them 
in an aligned way, ensuring 
common understanding and 
agreement of priorities and how 
resources will be allocated to 
deliver them..

Primary Care 
Collaborative

Sarah See
Daniel Hodgeson
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NEL Primary Care 
Transformation Portfolio Risks 
(September 2025)
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 0 red risk (scoring 15-25)
 34 amber risks (scoring 9-12)
 6 yellow and green risks (scoring 1-8)
 September closed risks: 4
 Total closed risks: 14
 New Risks: 13

Transformation risks – Sept 2025

There are no transformation red risks.
There are thirteen new or revised risks listed by the Commissioning 
Review APMS and Enhanced Services programmes. 
The APMS team have continued to review and update all their risks as it 
embarks on Tranche 3 procurements while addressing a challenge made 
during the Tranche 2 process. They are undertaking an After-Action 
Review in October to identify learning and implement any actionable 
improvements.
The team propose to close four risks this month relating to on going 
caretaking arrangements as a contract has now been awarded and the 
provider mobilised accordingly.
Similarly, the Enhanced Services team have reviewed and transferred their 
risks in preparation for presentations to the Proactive Care Commissioning 
Group and Primary Care Collaborative. Their risks focus on capacity to 
deliver within timelines and risks to service continuity. The team is in 
discussion with LTC colleagues on the management of three shared risks. 
Other notable risks for the portfolio relate to:
• Workforce planning and data accuracy – variations and disparities across PCNs
• Developing the Same Day Access model and neighbourhood development – conflicting priorities and maturity variations
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NEL PC Portfolio Transformation amber risks/issues scoring 12 
ID no.

Programme 
and score Risk description Completed mitigating actions Mitigating actions in progress 

Managing 
board/owner/SRO 

SDA2
Same Day 

Access (SDA)
4 x 3 (12)

Continuation of status quo: There is a risk that if 
the SDA programme does not secure sufficient buy-
in from Place level or ICB to change the status quo 
(SDA is currently a patchwork of contracts and 
inconsistent service offer across NEL, which is not 
determined by patient need or value for money for 
the system), resulting in unrealised patient benefits 
and value for money for ICB.

13/05/2025: Developed draft 'Direction of Travel' paper 
to gain alignment across NEL and places on SDA 
programme.
30/05/2025: Presented paper on UEC board
9/06/2025: Presented paper on UEC delivery group 

11/06/2025: reviewed risk with BM/WD/FA and acknowledged 
that as a consequence to the ICB restructuring, the new 
operating model will enable NEL to work more effectively with 
Places to define commissioning strategy.
08/08/2025: SDA commissioning review task & finish group is 
stood up and is actively reviewing current commissioning 
approach for same day access services, assess variance and 
value for money. Risk remain that Places do not want to adopt a 
more unified commissioning model. Awaiting NEL new operating 
model details to provide more guidance. 
04/09/2025: SROs engaged with place leads to ensure right 
people are involved in the working group; no further update on 
NEL new operating mode details on place's role in 
commissioning decision making

Same Day Access 
Working Group
Ben Molyneux

Rachel Yao

SDA7
Same Day 

Access (SDA)
3 x 4 (12)

PCN Maturity: There is a risk that if the maturity of 
PCNs varies across places within NEL, caused by 
differing stages of development, the result will be 
that there are differences in the ways that they can 
SDA services are provided.

N/A 11/06/2025: reviewed risk with BM/WD/FA and agreed that the 
mitigation action is to wait for INT to progress and establish the 
'integrator' role, and that will help PCN develop their maturity to 
deliver SDA service.
08/08/2025: no update on PCN development into 'integrator'. 
Waiting for INT to progress.  04/09/2025: integrator are roles 
now being worked through at a borough level and are very live 
"who will hold that role"  this will have impact on the end model 
and how it runs but it will not change the outcomes. 

Same Day Access 
Working Group

William Cunningham-
Davis

WF1 Workforce
4 x 3 (12)

SDF Funding:  There is risk that as the SDF 
funding is no longer ringfenced against priorities and 
is in the baseline of the ICB that we will not be able 
to complete the 3-year plans for each of the 
development workstreams. This will result in 
reduced programme activity in 2025-26 that may 
impact on the recruitment, retention and 
development of primary care staff

31/03/2025: Primary care  workforce  programmes of 
work have  been delivered over a 3-year period 
supported by PC Nursing Delivery plan ( Ongoing ). 
Programmes of work are established, and work is 
ongoing  to ensure the programmes have   future 
sustainability.  Governance  structures in place to 
provide structure and oversight of development, 
implementation and delivery of projects.

Ongoing: We have PC WF development meeting to oversee 
programmes.-Ongoing  Other meetings included Nursing and 
Pharmacy. NEL TH is part of the oversight group. We have 
regular reporting, a Risk Register, a programme plan, and 
project-specific risk registers. We are developing a process to 
ensure the future sustainability of impactful programs.

PC Workforce 
Development Group

Fiona Erne
Mary Clarke
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NEL PC Portfolio Transformation amber risks/issues scoring 12 
ID no.

Programme 
and score Risk description Completed mitigating actions Mitigating actions in progress 

Managing 
board/owner/SRO 

WF4 Workforce
4 x 3 (12)

Place/Borough Variations: There is a risk that if 
the current trajectories do not take account of 
borough and place variation in workforce information 
caused by inaccuracy of data, resulting in an 
unreliable workforce planning process to support 
practices ,PCNs and the ICB to identify workforce 
trajectories aligned to estimated population growth 
in NEL and the demand for primary care services to 
meet the population health needs.
(E.g. Fellowship recruitment is growing in the green 
boroughs, and they may be on a growth trajectory 
rather than a declining trajectory - EG the uptake of 
VTS and apprenticeships vary across boroughs)

Workstream initiated to identify NWRS anomalies Ongoing: Further work needs to be undertaken to triangulate 
with other sources of data on recruitment. For example, 
Fellowship recruitment. Borough time series data.
We need a consistent approach to workforce planning in each 
borough that will provide the data and intelligence needed to 
develop better trajectories and to monitor improvement.  Working 
with NHSE to support with data on the joiners and leavers not 
only just GP but also other professional groups.

PC Workforce 
Development Group

Fiona Erne
Mary Clarke

WF15 Workforce
4 x 3 (12)

Workforce Demographics: There is an issue that 
the newly qualified GPs who require greater need 
for supervision and leadership as they are likely to 
be less experienced and require leadership and 
supervision caused by the retirement of GP partners 
and high rates of attrition, resulting in reduced 
expertise and seniority and a reduction  in 
leadership and supervision capacity.

31/03/2025: We offered aspiring partners training 
.March 2025
We have assessed the PCN capacity to support new 
cross organisation workforce through the PCN 
assessment tool to identify gaps in leadership and 
management

30/11/2025: The 2025-26 investments will encourage the 
development of mid career leaders and supervisors through the 
offer of portfolio roles intended to;
- develop mid career workforce capabilities and leadership of 
new teams / core teams
- test how these models can be developed and expanded 

PC Workforce 
Development Group

Fiona Erne

PCIN
W1

Primary Care 
Participation in 

Neighbourhoods
3 x 4 (12)

PCN Maturity
There is a risk that if the maturity of PCNs varies 
across places within NEL, caused by differing 
stages of development, the result will be that there 
are differences in the ways that they can support the 
development of Integrated Neighbourhood Working 
and INTs.

31/03/2026 - Place level stakeholder discussions are sensitive to 
the different levels of PCN maturity across NEL and will continue 
to consider the most appropriate organisations to act as the 
integrator over time.
TBC (Original Deadline 25/07/2025) - Mapping the Enabler 
programmes already supporting Primary Care work within 
Integrated Neighbourhood Working to then prioritise support for 
those Practices and PCNs in most need of support.
TBC (Original Deadline 25/07/2025) - The Stocktake/Gap 
Analysis mapping of schemes at each place that support delivery 
of Integrated Neighbourhood Working will also support 
identifying where resources need to be prioritised.

Primary care 
delivery group
SRO / Leilla 

Shaikh
Place/Borough 
INW/INT Leads

Tim Wilson

110



NEL PC Portfolio Transformation amber risks/issues scoring 12 
ID no.

Programme 
and score Risk description Completed mitigating actions Mitigating actions in progress 

Managing 
board/owner/SRO 

PCIN
W2

Primary Care 
Participation in 

Neighbourhoods
4 x 3 (12)

Manageability of Programme
There is a risk that if the programme becomes 
unmanageable with the resource available given 
the potential for multiple different approaches to 
delivering INW/INT with associated differing levels 
of input from Primary Care in the light of  the 
relative autonomy Place/Boroughs have in how 
they deliver INW/INTs and building from differing 
'bottom up' approaches within each emerging 
Neighbourhood.

08/08/2025 - The Phase 1 scoping exercise undertaken in 
Q1 as set out in the Action Plan has led to a 
recommendation to pause the programme

TBC (Original Deadline 25/07/2025) - The Phase 1 scoping 
exercise to be undertaken in Q1 as set out in the Action Plan 
will provide greater details on the current range and diversity 
of starting points to enable more effective planning of the 
programme in Phase 2.

31/03/2026 - The Board have approved the proposal to 
provide as much standardisation as possible in the Enablers 
offer to support INW/INTs.

Primary care delivery 
group

Tim Wilson
Anna Carrat / Belinda 

Yeldon

PCIN
W3

Primary Care 
Participation in 

Neighbourhoods
3 x 4 (12)

Disengagement of Primary Care
There is a risk that if the development of 
Integrated Neighbourhood Working and INTs 
considered to be 'done to' Primary Care (actual or 
perceived) this will result in a potential impact of 
the disengagement of Primary Care.

30/08/2025 - Place level meetings for all GPs set up for 
CEO and MD to engage and update on the NEL 
Neighbourhoods programme and plans for the Place 
Level Integrator

30/08/2025 - One of the objectives of this programme is to 
ensure the active engagement of Primary Care in the 
decision making and implementation fora at NEL, 
Place/Borough and Neighbourhood level.

31/03/2026 - The Board has approved a model which puts 
general practice at the heart of the neighbourhood with the 
objectives that Neighbourhoods should represent a return to 
a more traditional family practice, by re-building strong links 
between GPs and community nurses, social workers and 
community mental health teams and Neighbourhood health 
and care teams should be able to better support frequent 
attenders to primary care, particularly those that present with 
social issues and require a multi-agency response - this 
should support reduced pressure on primary care.

Primary care delivery 
group

SRO / Leilla Shaikh
Tim Wilson

NEL Neighbourhoods 
Steering Group
Place/Borough 
INW/INT Leads

Heads of Primary 
Care Development

Leilla Shaikh
Tim Wilson

PCIN
W4

Primary Care 
Participation in 

Neighbourhoods
3 x 4 (12)

Lack of Capacity and Competing Priorities for 
Partners
There is a risk that partners (PCNs, General 
Practice, Place etc) choose to focus on other 
priorities and work areas which will reduce their 
capacity for engagement with integration work 
resulting in the slowing of development of 
Integrated Neighbourhood Working and the 
benefits not being fully optimised.

30/08/2025 - Ensuring primary care is fully linked in to 
overarching INW/INT programme governance at NEL, 
Place and Neighbourhood level.

31/03/2026- There is ongoing work with senior system 
leaders to agree appropriate timelines and enablers for the 
further development of Integrated Neighbourhood Working. Primary care delivery 

group
SRO / Leilla Shaikh

Place/Borough Leads
SRO

Place/Borough Leads
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NEL PC Portfolio Transformation new risks
ID no.

Programme 
and score Risk description Completed mitigating actions Mitigating actions in progress 

Managing 
board/owner/SRO 

CR- 
APMS 
T3-1

Commissioning 
Review-APMS
3 x 4 (12)

T3 Procurement Timeline: There is a risk 
that the T3 procurement will not be 
completed by the required timeline, due to 
insufficient time available before the award is 
made, which will result in an impact in 
continuity of service.

04/09/25 - The project is currently going through pre-
tender stage
06/10/2025-  Patient engagement ongoing to be 
completed by 08/10/25

04/09/25 Project has started on projected start date and will follow 
timeline rigorously.
25/09/25 Notify governance board (PCCSC and POG) of project 
timeline in advance to make sure no governance delay  - TBC
06/10/25 Actively review timelines - The current focus is the pre- 
tender milestone focusing on patient engagement and preparation 
of documentation to be completed by 24/10/25.

PCCSC
Gohar Choudhury
Benjamin Smith

Gohar Choudhury
Feyi Olawoye

CR- 
APMS 
T3-2

Commissioning 
Review-APMS
3 x 4 (12)

Potential legal challenge: There is a risk 
that if a legal challenge is made about the T3 
procurement process  due to improper 
implementation of the process; and it were to 
be upheld, this will result in reputation 
damage to the organisation and cause delays 
to the procurement timeline and continuity of 
service delivery.

06/10/25 Risk is noted to be monitored over the cause of 
the procurement timeline.

06/10/25 Risk is to be reported to the Primary Care subcommittee 
to take this risk into consideration in their planning. 

PCCSC
Gohar Choudhury

CR- 
APMS 
T3-3

Commissioning 
Review-APMS
3 x 3 (9)

Evaluators Capacity: There is a risk that if 
there is insufficient capacity of evaluators due 
to impending ICB changes and possibility of 
high volume of bidders, this will result in 
failure to complete procurement timeline and 
therefore continuity of services for patients.

06/10/25 A list f evaluators has been completed with a 
decision on maximum number of questions per evaluator.

06/10/2025: Assess evaluators needs and capacity ahead of the 
evaluation phase
October 2025: as soon as ICB structure is released, discuss the 
capacity from the structure to enable the evaluation to take place

PCCSC
Gohar Choudhury
Benjamin Smith

Gohar Choudhury

CR- 
APMS 
T3-4

Commissioning 
Review-APMS
3 x 3 (9)

Number of Bids: There is a risk that if there 
is a significantly high volume of bids due to 
the number of lots (5) available, this would 
impact the capacity of evaluators and 
moderators to complete their part of the 
procurement process.

06/10/25 The team are in the process of drafting ITT 
questions in preparation for review and refinement

06/10/25 Refine or design the evaluation questions (e.g. closed 
questions) to help limit the number of suitable bidders. PCCSC

Gohar Choudhury
Benjamin Smith

Gohar Choudhury

PMO-
04

PMO Team
3 x 3 (9)

Insufficient Staff Capacity and Capability 
There is a risk that if insufficient staff capacity 
and capability is made available to 
programmes caused by a thinly spread 
project resource during a year of 
organisational change, resulting in high level 
of delivery ambition and expectation will not 
be met resulting in failure to meet operational 
and financial targets.

August 2025 - Deep dive review undertaken across all 
programmes to assess delivery priority and resource

01/10/2025 - Programmes across the whole portfolio are assessed 
to deliver with reduced project support - this will be re-evaluated 
on publication of new ICB/System architecture. 
01/10/2025 - Regular reporting to PMO and use of deep dives and 
star chamber process to monitor delivery.

Enhanced Service 
Steering Group

William Cunningham-
Davis

Tim Wilson
Mohd Ramlee
Rachel Yao
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NEL PC Portfolio Transformation new risks
ID no.

Programme 
and score Risk description Completed mitigating actions Mitigating actions in progress 

Managing 
board/owner/SRO 

CR-
ES4

Commissioning 
Review - 
Enhanced 
Services
3 x 4 (12)

Delay or Failure to Implement New 
Services There is a risk that if changes to 
service delivery and contracts are not agreed 
with providers caused by issues around 
costing, quality and capacity this will result in 
delay or failure to implement new services.

01/10/2025 - Provider representatives to be involved in all stages 
of specification review and development and different levels of 
governance.

Enhanced Service 
Steering Group

William Cunningham-
Davis

Tim Wilson
Mohd Ramlee
Rachel Yao

CR-
ES5

Commissioning 
Review - 
Enhanced 
Services
3 x 3 (9)

Incorrect Costings and Indicators There is 
a risk that if LTC costing and indicators used 
to implement the LTC framework are incorrect 
due to out-of-date information this will result in 
falsely costed primary care contracts and less 
effective health outcome indicators.

01/10/2025 - Project plan and its implementation to focus on need 
for refreshed costings and review of indicators.
10/10/2025 - Active discussion to address risks with LTC 
colleagues on the ES Steering Group and through the LTC 
Working Group

Enhanced Service 
Steering Group

William Cunningham-
Davis

Tim Wilson
Mohd Ramlee

LTC Leads
Heads of PC Delivery

CR-
ES6

Commissioning 
Review - 
Enhanced 
Services
3 x 3 (9)

Realisation of clinical and financial 
benefits of Framework Implementation 
There is a risk if the LTC framework is 
unaffordable due to insufficient sums in the 
primary care LIS/LES budget there will be a 
failure to realise the clinical and financial 
benefits of the framework implementation 
across NEL and impact practice income.

01/10/2025 - Leads will consider services that can be 
decommissioned and replaced with new LTC framework contracts 
and ensure the necessary agreement to the cessation of those 
services.
10/10/2025 - Active discussion to address risks with LTC 
colleagues on the ES Steering Group and through the LTC 
Working Group

Enhanced Service 
Steering Group

William Cunningham-
Davis

Tim Wilson
Mohd Ramlee
Leilla Shaikh

Heads of PC Delivery

PMO-
05

Commissioning 
Review - 
Enhanced 
Services
3 x 3 (9)

Data and modelling gaps: There is a risk 
that if strategy and commissioning decisions 
are based on incomplete information, due to 
complex and disparate data ownership across 
the system or lack of knowledge on how or 
where to access data, this will result in 
services potentially being commissioned or 
changes implemented that do not best meet 
the system demand and patient needs, 
impacting patient access, ICB finances and 
system efficiency. 

01/10/2025 - Re-mobilise data working group and review SDA 
data modelling gaps. Establish clear definition, source and 
validation rules used in SDA service modelling, to provide future 
reference and assure data modelling consistency. 
Working with BI team to identify opportunities where data quality 
could be improved. 
Use portfolio programme leads meeting to discuss this risks and 
how to seek support through the Insights team

Enhanced Service 
Steering Group

William Cunningham-
Davis

Rachel Yao
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NEL PC Portfolio Transformation new risks
ID no.

Programme 
and score Risk description Completed mitigating actions Mitigating actions in progress 

Managing 
board/owner/SRO 

CR-
ES8

Commissioning 
Review  - 
Enhanced 
Services
4 x 3 (12)

Alignment of Timescales for Commissioning 
and Stop Commissioning Proposals There is a 
risk that if timelines for the completion of stop 
commissioning proposals become unaligned with 
the work required to implement the 2026/27 LTC 
Outcomes Framework because of the time taken 
to complete schemes being longer than currently 
planned the result will be a short-term reduction in 
practice income, uncertainty for practices or a 
delay in the implementation of the Outcomes 
Framework

01/10/2025 - Tight programme management to ensure alignment 
of all schemes and projects within the programme. Regular and 
frequent communication with general practice, other contract 
holders and the LMC. Where possible build on flexibilities on 
timing of stop commissioning proposals to enable alignment with 
the actual implementation date of the LTC Outcomes Framework

Enhanced Service 
Steering Group

William Cunningham-
Davis

Leilla Shaikh
Tim Wilson

Mohd Ramlee

CR-
ES9

Commissioning 
Review - 
Enhanced 
Services
4 x 3 (12)

Decision Making Governance for Service 
Cessation Proposals There is a risk that if 
service cessation proposals are not completed by 
1st April 2026 caused by both the extensiveness 
of the decision-making governance process and 
lack of clarity on correct routes for proposals the 
result will be funding not being available for 
reinvestment from the 1st April 2026. (Is this due 
to the governance being an issue or papers not 
being ready, and can we lower probability score?

01/10/2025 - Programme Leads to work closely with the 
Governance and PMO Teams to ensure greater clarity on the new 
financial governance process and that papers can move as quickly 
as possible through the process (develop a governance process 
chart to bring clarity)

Enhanced Service 
Steering Group

William Cunningham-
Davis

Leilla Shaikh
Tim Wilson

Mohd Ramlee

CR-
ES10

Commissioning 
Review - 
Enhanced 
Services
4 x 3 (12)

Insufficient Time for PCNs to Mobilise the LTC 
Outcomes Framework There is a risk that if 
insufficient notice and time is given to PCNs to 
mobilise the implementation of the LTC Outcomes 
Framework contract caused by the time taken for 
the development and approval of the full business 
case the result will be the LTC Outcomes 
Framework will not be implemented from 1st April 
2026 and a gap in service provision.

10/10/2025 - Work has commence engaging PCNs 
in BHR in preparation for new contract, and wider 
notice provided though the commissioning intentions 
work

01/10/2025 - Issue short term contracts using the current 
indicators with the existing providers as this would be a lower risk 
to the ICB than having no service
10/10/2025 - On going work with PCNs on changes to contract 
and specifications - commence at NEL level socialisation and 
move to Place level.

Enhanced Service 
Steering Group

William Cunningham-
Davis

Heads of PC Delivery

CR-
ES11

Commissioning 
Review - 
Enhanced 
Services
2 x 4 (8)

Viability of BHR GP Federations There is a risk 
that if the GP federations in BHR lose income 
caused by the ICB no longer directly contracting 
with them for list-based services the result will be 
they are not viable leading to reduced support for 
general practice and loss of capability to deliver 
services they also hold contracts for.

01/10/2025 - Encourage conversations with the GP Federations in 
the boroughs where the Network Contract DES has been 
implemented, and those federations have continued to function

Enhanced Service 
Steering Group

William Cunningham-
Davis

Heads of PC Delivery
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NEL PC Portfolio Transformation closed risks/issues
ID no.

Programme 
and score Risk description Completed mitigating actions Mitigating actions in progress Reason for closure

Managing 
board/owner/SRO 

CR- 
APMS T2-
2

Commissioning 
Review-APMS
3 x 3 (9)

Legal challenge: There is an issue 
that a legal challenge has been 
issued due to new PSR process 
which has not be tested robustly yet 
which is resulting in a delay to the 
procurement process.

24/01/2025 Agreement made that a 
panel will be convened to address any 
challenged made by bidders.
30/12/2024 Island Medical now 
removed from Tranche 2 as now will be 
a direct award 
02/12/2024 Legal advice sought for 
Aldersbrook, and process has been put 
back 1 month 
25/10/2024 Risk will remain as is and 
the process monitored at  each stage 

10/03/2025 - Gohar has discussed with Sarah 
See to Chair the Panel Review process if 
required.  Steering Group Agreed that 3 more 
people to be identified that have were not 
involved in Procurement
6/8/2025 - ICB has received challenges for the 
intention to award notices for Lots 2 &3. ICB is 
now following procurement process for 
reviewing these challenges. 6-month 
extensions are to be awarded to the current 
incumbent providers to ensure continuity of 
service, while challenges are reviewed. 
05/02/2025 Establishment of a review panel to 
address any challenges made 
30/12/2024 No further actions at this point - 
Risk will remain as is until number of submitted 
bids are known and due diligence is carried out 
by Procurement Team 
02/12/2024 - Paper being drafted to seek 
approval for direct award for Island Medical 
15/11/2024 - Legal advice being sought over 
Alderbrook criteria
Paper regarding a direct award for Island 
Medical is be tabled at PCSC on the 18th Nov 

Propose to merge with CR- APMS 
T2-1 (wordings to reflect this has 
been added to the risk)

PCCSC
Gohar Choudhury
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NEL PC Portfolio Transformation closed risks/issues
ID no.

Programme 
and score Risk description Completed mitigating actions Mitigating actions in progress Reason for closure

Managing 
board/owner/SRO 

CR- 
APMS Ct1

Commissioning 
Review-APMS
3 x 4 (12)

Continuity of care/caretaking: 
There is a risk that if the caretaking 
arrangements are not completed by 
1 October due to ELFT exiting of 
the contracts and a tight timeline 
during an imminent ICB restructure, 
this will result on the continuity of 
care for local populations and 
financial loss for ICB. 

02/06/25 Simplify and compress the 
procurement process to only include the 
essential steps and limit the tender 
evaluation questions. 
15/08/25 Notify governance board 
(PCCSC and POG) of project timeline 
in advance to make sure no 
governance delay during summer 
holiday season
02/09/25 No Challenged received 
during the standstill period so this risk 
now becomes unlikely.

05/8/25 Procurement Board meeting is set up 
for 15th of August.

Propose to close as the caretaking 
contract has been awarded and 
mobilised accordingly. 

PCCSC
Gohar Choudhury

CR- 
APMS Ct2

Commissioning 
Review-APMS
3 x 3 (9)

Continuity of care: There is a risk 
if challenge is received once the 
ICB issues the intention to award 
notice this would result in a failed 
procurement as the ICB would not 
have enough time to undertake the 
challenge process thus adversely 
impact ICB finance and continuity 
of services. 

12/08/25 Risk is to be reported to the 
Primary Care subcommittee to take this 
risk into consideration in their planning.
01/10/25 Award contracts to preferred 
provider as an option with valid 
justification. 
02/09/25 No Challenged received 
during the standstill period so this risk 
now become unlikely and so can be 
closed.
25/09/25 As the programme is now in 
Mobilisation. This risk is now Unlikely. 
PROPOSE TO CLOSE.

07/08/25 Emergency caretaker to be appointed 
for Victoria & Five Elms and Rainham. This 
would include approaching previous caretakers 
for those sites.
04/08/25 Contract has been awarded and going 
through signatory. PROPOSE TO CLOSE

Propose to close as the caretaking 
contract has been awarded and 
mobilised accordingly. 

PCCSC
Gohar Choudhury

CR- 
APMS Ct3

Commissioning 
Review-APMS
3 x 3 (9)

Issues with Mobilisation: There is 
a risk that if an issue come up 
during mobilisation, it may impact 
patients and continuity of service

1) Issue and sign contract in a timely
manner
2) 06/10/25 Procurement is now LIVE
and risk propose to close

04/09/25 Book mobilisation meeting with 
provider to discuss and start mobilisation.
06/10/25 Procurement is now LIVE and risk 
propose to close

Propose to close as the caretaking 
contract has been awarded and 
mobilised accordingly. 

APMS Steering Group
Gohar Choudhury
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